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Objectives

At the conclusion of this activity, participants will be 
able to:

• Identify the major models of Integrated Behavioral 
Health

• Describe the advantages of each model

• Be aware of the challenges associated with each 
model 



Disclosures 
None



Overview
1. Coordinated Behavioral Health Care
2. Co-located Behavioral Health Care 
3. Collaborative Care Model (Fully Integrated Behavioral Health Care)

Nardone M., Snyder S., Paradise J. (2014). Integrating Physical and Behavioral Health Care: Promising Medicaid Models. Menlo Park, CA: The Henry J. Kaiser Family Foundation. (Accessed April 29, 2014: 
http://kaiserfamilyfoundation.files.wordpress. com/2014/02/8553-integrating-physical-and-behavioral-health-care-promising-medicaid-models.pdf.)



Primary Care Provider
(Medical Home)

Behavioral Health 
Specialist

• Patient is referred to see specialist at a different location

• Some information conveyed back to Primary Care Provider

Coordinated Behavioral Health Care



Coordinated Behavioral Health Care
Basic Collaboration

Screening for BH problems is conducted in the Primary Care setting 

Patients are referred to provider at another practice site

Providers have periodic communication about shared patients 

This model is used by clinics wanting to improve BH care but are unable to afford structural 
changes.  

Aim of Model: To bring BH referral options to a system or setting where no 
such care is available 
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Co-Located Behavioral Health Care
AKA: Primary Care Behavioral Health Model 

BH care providers are in the same location as PCPs

PCP assesses patients’ needs for BH care and refers patient to on-site BH

“Warm Handoffs” are an option (these increase likelihood of BH follow-up)

BH and PCP typically use same EMR and so can communicate more frequently

Higher level of follow-through, fewer “no-shows” to BH visits

To improve outcomes by bringing BH care into the Medical HomeAim of Model: 



Collaborative Care Model (CoCM)

Core principles: 
◦ Patient-Centered Team Care - all care in one location, shared care plan focused on patient goals
◦ Population-Based Care - patients are tracked in a registry - nobody falls through the cracks 
◦ Measurement-Based Treatment to Target - treatment modified until improvement
◦ Evidence-Based Care - use of therapies proven to work in primary care: PST, BA, CBT, WET
◦ Accountable Care - reimbursement for quality of care, not just number of visits 

To systematically extend BH expertise beyond the typical number of patients 
which can be seen by a BH practitioner (increased efficiency).    

Aim of model:

Highest level of collaboration and most evidence-supported



Collaborative Care Model - Details
PCP is the prescriber

BH Care Manager 
maintains frequent contact with patient 
facilitates communication between PCP & Psychiatrist 
manages the patient registry
performs very brief psychotherapy interventions

Psychiatric Consultant 
meets regularly with BH Care Manager to discuss patients on the registry
gives med recommendations to PCP in form of E-Consult 
sees patients in-person when needed (rarely)       



Collaborative Care Model - Reimbursement
Billing Codes for Collaborative Care Management (99492, 99493, 99494), as of August 2020 



Collaborative Care Model - 
Reimbursement
Psychiatrist can use E-Consult billing codes for Med Recs (CPT: 99451)

PCP can use billing code for requesting E-Consult (CPT: 99452)

Codes for Collaborative Care Management (99492, 99493, 99494) are available in some states, 
but not yet in New Mexico.

American Psychiatric Association FAQ sheet for CoCM Reimbursement: 

https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-
CoCM-and-Gen-BHI-FAQs.pdf

https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-CoCM-and-Gen-BHI-FAQs.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-CoCM-and-Gen-BHI-FAQs.pdf


CoCM Registry 
A version developed at University of Washington

https://aims.uw.edu/registries/aims-caseload-tracker

https://aims.uw.edu/registries/aims-caseload-tracker


Collaborative Care Model - Evidence
First Study - IMPACT (Improving Mood - Promoting Access to Collaborative Treatment for Late-Life Depression) 
1998-2003, n=1801, mean age: 71 years

Unuetzer J. et al.  Collaborative care management of late-life depression in the primary care setting: a randomized 
controlled trial.  JAMA.  2002 December 11;288(22): 2836-45  

8 participating health systems

Percentage of 
patients 
achieving 
response 
(50% or greater 
reduction in depression 
symptoms at 12 months 
on HSCL-20)



Collaborative Care Model - Evidence
Persistence 
of IMPACT
Effects:



Subsequent Evidence for the 
Collaborative Care Model
More than 80 randomized controlled trials have shown CoCM to be more effective than usual 
care. 

Other studies have shown effectiveness for depression

Other conditions with positive studies include anxiety disorders and PTSD

VA is conducting large multi-site trial for PTSD (called STEPS-UP)

CLARO study underway at UNM and other sites (OUD co-occurring with Depression and/or PTSD)



Collaborative Care for PTSD & Bipolar Disorder

1004 participants randomized to Telepsychiatry or Telepsychiatry CoCM 

Primary Outcome: scores on the Veteran’s RAND 12-item Health Survey Mental Health 
Component Survey (MCS)

Telepsychiatry effect size: Cohen d = 0.90 

Telepsychiatry Collaborative Care effect size: Cohen d = 0.81

Does it work for complex psychiatric disorders?

Fortney J, Bauer A, et al.  Comparison of Teleintegrated Care and Telereferral Care for Treating Complex Psychiatric Disorders in Primary Care.  JAMA Psychiatry.  2021;78(11):1189-1199



CLARO Trial

• Collaborative Care Adapted for Co-Occurring Disorders

• Opioid Use Disorder + PTSD and/or Depression 

• Community Health Setting (5 healthcare systems in CA and NM)

• Underway for ~2 years, >700 enrollees 



CLARO Goals

• Adapt CoCM to treat co-occurring disorders

• Evaluate impact of CoCM in treating co-occurring disorders

• Understand factors that influence effectiveness of CoCM



CLARO Outcome Measures

• Days of medication use (for OUD) in the 6 months after enrollment

• New Access to Medication for OUD

• Change in Depression symptoms

• Change in PTSD symptoms



Collaborative care ROLES for co-occurring disorders

Written Exposure Therapy 
for PTSD

Problem Solving Therapy 
for Depression

Prescribing 
Buprenorphine for OUD

Prescribing Medications 
for PTSD and Depression

Weekly Case Reviews (care 
coordinator and addiction 
psychiatrist)

Bi-Weekly care coordinator 
Support Meetings
 
Psychiatric & OUD Med 
Recommendations to PCP



• Frequent Contact with Patient

• Motivational Interviewing

• Manages Registry to Track Progress

• Measurement-Based Care (PHQ-9, PCL-5, OUD-5)

• Regular Meetings with Psychiatrist

• Unifies Team via Communication 

Care Coordinator’s Critical Role



Intervention manual to 
support teams and 
individual practitioners

No-cost download 

https://www.rand.org/pubs/tools/
TLA618-1.html

https://urldefense.com/v3/__https:/www.rand.org/pubs/tools/TLA618-1.html__;!!KXH1hvEXyw!bc0JACej7RwBK8b3fKe_zwdgXgiHnW1j4HJ_6si1bIvdA_K09wEA_auBZEqkLBYIayERoiqcOuXcrPM4uBrDQQ$
https://urldefense.com/v3/__https:/www.rand.org/pubs/tools/TLA618-1.html__;!!KXH1hvEXyw!bc0JACej7RwBK8b3fKe_zwdgXgiHnW1j4HJ_6si1bIvdA_K09wEA_auBZEqkLBYIayERoiqcOuXcrPM4uBrDQQ$
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CLARO Experiences - Qualitative Study

Structured Interviews:

• 2 behavioral health consultants (psychiatry/addiction med)
• 7 primary care providers
• 6 care coordinators
• 5 clinic administrators
• 6 behavioral health providers



Theme Categories

• Unique Characteristics of Co-Occurring Disorders (COD) Population

• Positive Experiences

• Challenges

• Future Directions  



Unique Characteristics of co-occurring disorder Population 

• Complexity 
• More Severe Illness 
• Fewer Social Supports
• Presence of Shame / Stigma
• Extensive Rapport Building 
• Need for Responsiveness
• Simultaneous Treatment of OUD and PTSD/Depression
• Requires Advanced Treatment Planning
• Aversion to Psychotherapy

 

“…layer of difficulty or challenges for 
those patients in just managing not 
only their mental health but their 
daily lives.”  -Care Coordinator

“If you try to work on one of them 
[CODs] without the other, it’s just 
not really possible”  -Behavioral Health 
Provider



Positive Experiences With Intervention
Benefit to Patients

• Reassurance  
• Management of Complex Treatment Plan
• Maintaining Engagement 
• Risk Reduction
• Rapid Intervention

Benefit to Clinic/Providers

• Optimization

• Timeliness

• Safe Care

• Unified Team

• Shared Expertise 

 

“…allowing everyone to work at the top of 
their level, which I think, is critical in 
healthcare…”  -Primary Care Provider 

“It was amazing how quickly things 
happened.”  

-Care Coordinator



Challenges With Engagement

• Instability 
• Transportation
• Trust
• Access
• Aversion to Psychotherapy

 

“…vicious cycle of determinants of health 
causing lack of access to therapy.”  -Primary 
Care Provider

“How do we stabilize a life so that people 
can do this mental health work?”  -Behavioral 
Health Provider



Future Directions

• Responsive Schedules
• Warm Handoffs
• Brief Greetings at Time of Referral 
• Periodic Psychiatrist Open Sessions
• Need for Billing
• Increasing Care Coordinator Role Efficiency

 

“It’s hard for me to have much flexibility in 
my schedule.”  -Behavioral Health Provider

“Finding a pathway for clinics to get paid for 
doing this is essential…”  -Behavioral Health 
Provider



CLARO Stakeholder Summary 
• There are challenges in treating those diagnosed with COD.
• Collaborative Care is beneficial in approaching these challenges. 
• Reimbursement, Schedule Flexibility, and Greater Efficiency in CC Role are areas for improvement in 

use of CoCM in treatment of those with COD.

The Need 
>60% co-occurrence of mental illness among those with OUD
<25% of those with co-occurring disorders receive treatment for both

Keen C, Kinner S, et al. Prevalence of co-occurring mental illness and substance use disorder and association with overdose: a linked data cohort 
study among residents of British Columbia, Canada.  Addiction. 2021;117(1):129-140.



Preliminary data: PTSD/MDD co-occurrence rates and Suicidality 

 CLARO study enrollment n=589 (OUD with Depression and/or PTSD)

Among enrollees: 
◦ 107 (18%) reported Depression alone
◦ 137 (23%) reported PTSD alone
◦ 345 (59%) reported both Depression and PTSD

          ———————————————————————————————————————
◦ 184 (31%) endorsed suicidal ideation during the 30 days prior to enrollment 
◦ 25 (23%) of those with Depression alone reported past 30-day suicidal ideation
◦ 29 (21%) of those with PTSD alone reported past 30-day suicidal ideation
◦ 130 (38%) of those with both Depression and PTSD reported past 30-day suicidal ideation



Why the need to Increase Efficiency? 



Resources
University of Washington AIMS (Advancing Integrated Mental Health Solutions) Center:
https://aims.uw.edu/collaborative-care/team-structure

American Psychiatric Association - Information on Integrated Care:  
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/learn

American Psychiatric Association - Information on Interprofessional Consultation (E-Consults):
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Practice-Management/Coding-Reimbursement-Medicare-
Medicaid/Coding-Reimbursement/APA-Billing-Guide-Interprofessional-Health-Record-Consultations-Codes.pdf

American Psychiatric Association FAQ sheet for CoCM Reimbursement: 
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-CoCM-and-Gen-BHI-FAQs.pdf

https://aims.uw.edu/collaborative-care/team-structure
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/learn
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Practice-Management/Coding-Reimbursement-Medicare-Medicaid/Coding-Reimbursement/APA-Billing-Guide-Interprofessional-Health-Record-Consultations-Codes.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Practice-Management/Coding-Reimbursement-Medicare-Medicaid/Coding-Reimbursement/APA-Billing-Guide-Interprofessional-Health-Record-Consultations-Codes.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-CoCM-and-Gen-BHI-FAQs.pdf

