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There has been a considerable expansion of the patient-centered medical
home model of primary care delivery, in an effort to reduce health care costs
and to improve patient experience and population health. To attain these
goals, it is essential to integrate behavioral health services into the patientcentered medical home, because behavioral health problems often ﬁrst
present in the primary care setting, and they signiﬁcantly affect physical
health. At the 2013 Patient-Centered Medical Home Research Conference, an
expert workgroup convened to determine policy recommendations to
promote the integration of primary care and behavioral health. In this article
we present these recommendations: Build demonstration projects to test
existing approaches of integration, develop interdisciplinary training
programs to support members of the integrated care team, implement
population-based strategies to improve behavioral health, eliminate
behavioral health carve-outs and test innovative payment models, and develop
population-based measures to evaluate integration.

Primary care is in the midst of
a substantial redesign. This effort to
transform the “largest platform of
healthcare delivery” into patientcentered medical homes (PCMHs) is
built around the determination to
reduce the cost of health care and to
improve the experience of the patient
and the health of the population.1 To
fully achieve these “Triple Aim” goals,
the PCMH must be equipped to
diagnose, treat, and manage both
physical and behavioral health
concerns, which often ﬁrst present in
the primary care setting. For the
purpose of this article, we use the term
behavioral health to include both
mental health and substance use.

(AHRQ), the Veterans Health
Administration, the US Department of
Veterans Affairs, and the
Commonwealth Fund hosted
a conference to discuss and update the
evidence around the PCMH and to
determine policy-relevant strategies to
advance the model. At this conference,
1 of 5 expert workgroups sought to
determine research and policy
priorities regarding the integration of
behavioral health and primary care.
These priorities served as the basis for
the recommendations outlined in this
article. The workgroup consisted of
researchers, policymakers, a family and
patient advocate, and primary care and
behavioral health clinicians.

In May 2013, the Society of General
Internal Medicine, the Society of
Teachers of Family Medicine, and the
Academic Pediatric Association, in
partnership with the Agency for
Healthcare Research and Quality

Across the United States, an estimated
26.2% of people over the age of 18 live
with a behavioral health disorder,
which often goes undiagnosed or
untreated.2 Given that those with
behavioral health issues often ﬁrst
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present to the health care system
with physical symptoms, primary
care clinicians have a unique
opportunity to recognize and treat
these problems early on.3
Additionally, behavioral health
problems are common among people
living with multiple chronic
conditions and can signiﬁcantly affect
physical health.4 The PCMH model
has typically focused on the care of
patients with chronic medical
conditions. However, with access to
adequate resources and expertise, the
PCMH model can be better equipped
to provide basic physical and
behavioral health care that is more
comprehensive and seamlessly
integrated.5–7
PCMH models that incorporate
behavioral health services are
increasing in number.8,9 These
models, though often implemented
differently, may be classiﬁed into 3
groups based on the type of
behavioral health integration:
coordinated, colocated, and fully
integrated. In coordinated
approaches, primary care physicians
and behavioral health specialists
practice in separate facilities and
work together, often via telephone,
e-mail, or other online services to
provide care.3 In the Massachusetts
Child Psychiatry Access Project, for
example, primary care clinicians are
able to call a regional team of
behavioral health specialists, which
typically includes a psychiatrist,
a case manager, and a social worker,
to make diagnostic referrals and to
receive psychopharmacy support and
treatment advice.10 Similar programs
are now being implemented in .30
states.11 The colocation approaches
are more advanced forms of
addressing behavioral health
(eg, referring out for behavioral health),
in which the primary care provider and
behavioral health specialist practice
within the same facility and work
together to varying degrees to
address patient needs. Referrals may
still be used, but they are in house
rather than out of house. In the

Washtenaw Community Health
Organization, for example, clinicians
from the community mental health
center are placed within primary care
practices and see referred patients.3
Finally, in integrated approaches,
behavioral health specialists operate
within the primary care system and
are a regular part of primary care
delivery and treatment. In addition to
seeing speciﬁc patients, behavioral
health clinicians have a major role in
advising, consulting, and teaching
primary care physicians, although
these roles are rarely reimbursed. In
the Buncombe County Health Center
in North Carolina, behavioral health
specialists use the primary care
medical record system and facilities
and practice as part of the primary
care team to both advise the team and
provide direct treatment.3
Additionally, a recent trial found that
pediatric practices that used the
Doctors Ofﬁce Collaborative Care
model to improve collaboration
between care managers and
pediatricians to address behavioral
health problems achieved improved
behavioral health outcomes.12
Because of its ability to see more
patients and have services more
available in the moment of need, the
integrated approach is often more
whole-person focused and is best
positioned to facilitate coordination,
intervene early, and provide
treatments for a wide range of
behavioral and physical health
problems.13–17 However, there are
signiﬁcant challenges to this
approach.18,19 Seamless integration
demands a complete system redesign,
including the blending of separate
practice cultures, shared medical
records, introduction of new
workﬂows, an integrated, team-based
approach to treatment, and
consideration of available
reimbursement options.3,20 For
practices that are not yet ready to
take these steps or are not supported
by an appropriate reimbursement
system, the initial steps to coordinate
or colocate behavioral health can

serve as progressive steppingstones.21–23
Although the evidence base for the
coordinated approach is limited,
screening patients for behavioral
health problems and providing brief
interventions in consultation with
remote behavioral health specialists
has the potential to improve
behavioral health care.24
Coordination may be an attractive
ﬁrst step toward integration,
although reimbursement for
telehealth services remains a barrier,
and the approach requires primary
care clinicians to develop strong
relationships with behavioral health
specialists.3 To advance this
approach, practices and policymakers
can look to the National Committee
for Quality Assurance (NCQA)
Patient-Centered Specialty Practice
Recognition Program, which calls for
formal agreements between practices
and clinicians to help facilitate
coordination between primary care
and specialty or subspecialty
practices.25
The colocation approach, on the other
hand, has a much greater evidence
base. By practicing in the same place,
behavioral health specialists and
primary care clinicians can
communicate more often and more
effectively.3 Furthermore, this
approach allows warm handoffs, in
which the primary care provider
physically introduces patients to the
behavioral health care provider,
reducing stigma and improving
treatment intiation.12,26–27 However,
although they practice in the same
location, there remain limitations to
colocation because behavioral health
and primary care may still operate in
separate systems with different
medical records, appointment
procedures, and reimbursement
processes. Although colocation may
not be as effective as full integration,
it has demonstrated numerous health
and cost beneﬁts and may be the best
option for practices that are not yet
prepared, or do not have access to an

Downloaded from www.aappublications.org/news by guest on August 20, 2018
2

ADER et al

appropriate reimbursement system,
to transition to an integrated
approach.3
Although there are a variety of ways
to integrate behavioral health into
primary care, the 3 approaches
outlined here are well suited to
support successful behavioral health
integration. Evidence suggests that
the fully integrated model provides
the greatest potential to improve
behavioral health care, but each
approach ultimately provides
a structure for the inclusion of
behavioral health care teams,
population-based practices, shared
decision-making, and other essential
elements of behavioral health
integration.
For PCMH models to deliver highquality behavioral health care to the
pediatric population, a number of
unique considerations must be
addressed. First, pediatric behavioral
health care requires a particularly
strong focus on prevention, especially
given that so many adult behavioral
health problems originate in
childhood or adolescence.28 Second,
prevention and treatment of
childhood and adolescent behavioral
health problems demand highly
engaged teamwork with the family or
caregiver, as well as the education
sector.29,30 Last, the public
administration and funding of
pediatric behavioral health is highly
complex and often fails to adequately
serve certain populations, such as
children in preschool.31
Although gaps in knowledge remain,
the current evidence base presents
important opportunities to
implement speciﬁc policy actions to
advance behavioral health
integration.32 In March 2014, 6 family
medicine associations published a set
of joint principles calling for the
integration of behavioral health into
the PCMH, and 8 additional leading
health care associations also recently
endorsed behavioral health and
primary care integration.20,33 In
the following paragraphs we present

5 policy recommendations to improve
the delivery and expand the state
of knowledge of integrated behavioral
health and primary care. These
actions are designed to support the
development of approaches of
integration, the care team,
population-based practices, and
payment and evaluation systems
(Table 1).

TEST SELECTED APPROACHES OF
BEHAVIORAL HEALTH AND PCMH
INTEGRATION THROUGH
DEMONSTRATION PROJECTS AND
EVALUATE USING A COMMON
CONCEPTUAL FRAMEWORK
The current evidence shows the
potential of a number of integrated
approaches to improve physical and
behavioral health, and well-funded
demonstration projects can now help
scale and evaluate these approaches.
To assess the generalizability of
speciﬁc approaches, it will be
important to implement these
demonstration projects in a variety of
locations and practice types.
However, participating practices must
demonstrate that they are prepared
and well-equipped to transition to
a given approach. Furthermore, there
must be standardized assessments to
determine whether integration is
truly taking place. These standardized
assessments should use measures
from the NCQA PCMH criteria34,35
TABLE 1 Policy Recommendations to Improve
the Integration of Behavioral Health
and Primary Care
1

2

3

4

5

Build demonstration projects to test
existing approaches; evaluate
using common conceptual framework
Develop interdisciplinary training
programs to support critical
members of the care team
Implement strategies to improve
population health; strengthen
relationships between primary
care practices and community
resources
Eliminate carve-outs; align innovative
payment models with demonstration
projects
Develop population-based measures
to evaluate behavioral health integration

and the AHRQ Integrated Behavioral
Health Care Measure Atlas
(Table 2).36
Evaluation of these demonstration
projects must involve rapid cycle
assessments that provide
policymakers with key information
needed to continuously improve the
demonstration projects. Additionally,
all evaluations must be based on the
common conceptual framework
outlined in the Lexicon for Behavioral
Health and Primary Care
Integration.37 There are a range of
terms related to the integrated PCMH
that are often used inconsistently and
ambiguously. For example, the term
behavioral health has been used
interchangeably with the term mental
health, and terms used to describe
different integrated PCMH
approaches can also be ambiguous.
The deﬁnitional framework outlined
in the lexicon aims to provide
a universal vocabulary to increase the
clarity and productivity of
conversations and thereby accelerate
the progress of behavioral health
integration.

IDENTIFY CRITICAL MEMBERS OF
INTEGRATED PCMH TEAMS THAT ARE
NECESSARY TO IMPLEMENT BEST
PRACTICES AND DEVELOP
INTERDISCIPLINARY PROFESSIONAL
TRAINING PROGRAMS FOR ALL TEAM
MEMBERS
Integrated behavioral health
treatment in the PCMH often involves
a team of professionals who work
together to provide and coordinate
care. Although this team may include
a range of professionals, the patient
and the family or caregiver must
always be the central members
because behavioral health is heavily
inﬂuenced by family and personal
circumstances. Families and
caregivers also provide a number of
key roles in patient treatment,
assisting in developing shared care
plans, supporting patient selfmanagement, and addressing social
determinants of health.38,39 Patients,
families or caregivers, researchers,
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TABLE 2 Sample Standards From the 2014 NCQA PCMH Recognition Program35 and the AHRQ Integrated Behavioral Health Care Measure Atlas36
2014 NCQA PCMH Recognition Program
Standard, Element, and Factor

Factor Text

Standard 2: Team-Based Care

The practice has a process for informing patients/families about the role of the
medical home and gives patients/families materials that contain the following information:
The practice is responsible for coordinating patient care across multiple settings.
Explanation: The practice coordinates care across settings (ie, specialists, hospitals,
rehab centers and other facilities), including for behavioral health.
The practice uses a team to provide a range of patient care services by:
Training and assigning members of the care team to support patients/families/caregivers
in self-management, self-efﬁcacy and behavior change.
The practice:
Maintains agreements with behavioral health care providers.
Integrates behavioral health care providers within the practice site.

Element B: Medical Home Responsibilities
Factor 1
Standard 2: Team-Based Care
Element D: The Practice Team
Factor 6
Standard 5: Care Coordination & Care Transitions
Element B: Referral Tracking & Follow-Up
Factors 3 and 4

AHRQ Integrated Behavioral Health Care Measure Atlas
Core Measure
C4. Consumer Assessment of Healthcare Providers and
Systems: Clinician & Group Measures
C6. Level of Integration Measure

C9. Young Adult Health Care Survey Measures

Relevant Submeasures
e. Provider’s (doctor’s) attention to your child’s growth and development
f. Patient-centered medical home items set
1. Providers pay attention to your mental or emotional health (adult only)
3. The BHSs share access to the electronic medical record/patient chart with the PCPs.
17. PCPs and BHSs do warm handoffs according to patient needs.
21. PCPs and BHSs collaborate in making decisions about mutual patients in the clinic.
15. In the last 12 mo, did you and a doctor or other health provider talk about whether
you ever felt sad or hopeless almost every day?
24. In the last 12 mo, did you and a doctor or other health provider talk about alcohol use?

BHS, behavioral health service; PCP, primary care provider.

and policymakers must work
together to establish the optimal roles
for patients and families or caregivers
and to determine how they might
change under various circumstances.
For example, how does the role of the
patient change as he or she
transitions from adolescence to
adulthood? Patients, families or
caregivers, and policymakers must
also work together to develop
effective engagement strategies, tools,
and support structures to implement
strategies found to be most effective.
In addition to the patient and family
or caregiver, the integrated PCMH
care team often includes a behavioral
health specialist, a primary care
clinician, and a care manager, and
a number of additional roles may
exist. The different team members
carry out various roles, including
assistance with self-management,
coordination of care, and facilitation
of access to preventive services and
community resources.40 However,
more research is needed to help
determine the essential range of
responsibilities and personnel

necessary to create high-functioning,
integrated teams. For example,
evaluation of the Veterans Affairs
Collaborative Care for Depression
models has demonstrated the
importance of the depression care
manager in managing treatments and
coordinating care between primary
care clinicians and behavioral health
specialists.41 Additionally, it is
important to determine the ideal size
of the team. Although a larger team
may offer more perspectives and
areas of expertise, it also creates
more opportunities for
communication errors and
misunderstanding of roles.42 Last,
a number of workﬂow and
communication challenges must be
addressed. For example, if different
members of the team are responsible
for different domains of care, how do
they communicate care developments
to one another quickly and
effectively? Additional research must
determine the best ways for different
members of the care team to work
together and with the patient and
family or caregiver to provide care

that is as streamlined and
coordinated as possible.
For the lessons from this research to
be put into practice, there must be
interdisciplinary training and
retraining opportunities throughout
each team member’s professional
education and career. Whether in
a classroom or in a practice-based
environment, team-based training
will allow care members to better
understand each other’s roles and
learn how to address workﬂow
problems that may arise. In 2011,
a number of health profession
education associations came together
through the Interprofessional
Educational Collaborative to set
standards for interdisciplinary
learning.43 This collaboration offers
a promising framework to develop
these trainings, although involvement
of behavioral health associations,
which was not seen in the 2011
collaborative report, is essential as
these standards develop.42,43 To best
foster teamwork, these trainings
should encourage clear deﬁnition of
team roles, shared decision-making
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and accountability in patient care,
and opportunities for team
debrieﬁng. To measure the impact of
these training programs, evaluations
may assess clinician turnover and
satisfaction, a variety of care
processes, team communication, and
patient outcomes.42 Last, these
trainings must integrate patients and
families or caregivers as well as
possible, so that in addition to
receiving training themselves,
patients and families or caregivers
can teach students and clinicians how
to best engage future patients and
families or caregivers in the team.

IMPROVE POPULATION HEALTH BY
IMPLEMENTING POPULATION-BASED
PRACTICES AND ESTABLISHING
LINKAGES WITH COMMUNITY
RESOURCES
There are a number of steps that
approaches across the spectrum of
integration can take to address
population health. The American
Academy of Pediatrics Taskforce on
Mental Health recommends that
primary care clinicians ask patients 2
or 3 questions about functioning at
every visit to identify children with
behavioral health problems. Children
who are at risk for certain conditions
can receive preventive services, such
as home visits, in which clinicians
work with families to address social
determinants.44 Children identiﬁed
with behavioral health conditions can
receive evidence-based, cost-effective
therapies such as psychosocial,
behavioral, and family-based
interventions, with the goal of
preventing serious problems before
they develop fully.45 For adults, primary
care practices use a practice known as
screening and brief intervention to
quickly screen for depression by using
the standardized Patient Health
Questionnaire and then provide brief
evidence-based treatments.3
Most existing research evaluates
disease-speciﬁc treatments in welldeﬁned, speciﬁc populations
(eg, depression treatment for older

adults).40 However, the PCMH must
be able to provide treatments that are
effective across a wide range of
conditions and populations. For
example, the Common Factors
approach developed by Wissow
et al46 demonstrates the potential of
primary care approaches to beneﬁt
a range of patients who may have
similar symptoms but are not deﬁned
by a speciﬁc diagnosis. Additional
research is needed to identify more
treatments that can be similarly
applied across a broad population of
patients. Furthermore, it is important
to determine how these different
non–disease-speciﬁc treatments
might be integrated within the
various PCMH approaches.
Next, there is great potential for
behavioral health providers to
contribute to patients’ physical
health, beyond providing treatments
for speciﬁc behavioral health
problems. For example, medical
problems are often inﬂuenced by
psychosocial problems, and effective
treatments may involve behavioral
changes to address diet, exercise, and
tobacco or other substance use.40 We
must determine whether behavioral
health providers, through practices
such as motivational interviewing and
cognitive behavioral therapy, can
address these issues and improve
overall health outcomes.17
It will also be important to integrate
behavioral health metrics into
condition-speciﬁc programs typically
addressing chronic health care
problems. Condition-speciﬁc
programs have demonstrated use of
metrics to drive improvement of care.
For example, diabetes programs track
the health of their patients through
frequent hemoglobin A1C
measurements, and coronary artery
disease programs carefully monitor
their patients’ blood pressure. Given
the prevalence of behavioral health
problems among people with chronic
conditions, there is an opportunity for
these programs to measure and
address process and outcome metrics

for behavioral health (eg, percentage
of patients with behavioral health
problems identiﬁed, percentage
treated).4,21 It will be important to
determine whether clinicians in
condition-speciﬁc programs can use
these measures alongside those for
chronic conditions to identify, refer,
and treat patients with behavioral
health problems and to improve
overall population health.
Last, to support behavioral health
interventions on a population-based
level, PCMH models must forge strong
relationships with community
resources.47 For example, there
should be signiﬁcant collaboration
between the juvenile justice and
adolescent behavioral health systems
and between schools and pediatric
practices. Such relationships offer the
potential for the primary care and
behavioral health systems to work
together with community resources
to identify patients with behavioral
health problems and to help manage
treatments. In addition to developing
relationships with the justice system
and with schools, the integrated
PCMH could form connections with
workplace wellness and employee
assistance programs. Such
relationships could be very valuable
in improving the treatment and
reducing the prevalence of behavioral
health problems across the
population. Furthermore, they could
have tremendous value to the
education system, justice system, and
workplace.47 It will thus be very
important to determine which
additional community resources
would best support the PCMH, to
identify best practices in establishing
these linkages, and ﬁnally to evaluate
the impact of such relationships on
society as a whole.

ELIMINATE BEHAVIORAL HEALTH CARVEOUTS AND ALIGN AND TEST INNOVATIVE
PAYMENT STRATEGIES WITH
INTEGRATED APPROACHES
The administration of physical and
behavioral health is often based in
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multiple state agencies, which
complicates coordinated state action
on issues ranging from the
elimination of carve-outs to the
promotion of innovative payment
systems. To ensure coordinated
action to improve health and advance
innovations, state governments
should consolidate physical and
mental health agencies, as was
recently completed in California.
States that are unable to take this step
should consider consolidating key
administrative roles, such as
behavioral and physical health
payment administration. Finally, even
before states take these steps,
Medicaid agencies around the
country, which account for 26% of
behavioral health care spending, have
an important opportunity to take the
lead in eliminating mental health
carve-outs by integrating behavioral
and physical health payments.48
The widespread presence of
behavioral health carve-outs, the
administration of behavioral health
reimbursements through
independent payment systems, has
signiﬁcantly impeded the delivery of
integrated behavioral health care.
Because of carve-outs, primary care
clinicians often are not reimbursed
for mental health diagnoses and are
unable to bring onsite behavioral
health clinicians.19,49 This lack of
reimbursement severely limits
primary care clinicians’ ability to
provide prevention and early
treatment, and as a result, conditions
are identiﬁed at a much later, more
difﬁcult to treat point in the course of
the illness. A number of studies have
demonstrated how carve-outs lead to
fragmented and uncoordinated
care.19,48,50–53 To ensure that all
patients beneﬁt from the integrated
PCMH, carve-outs must be eliminated,
and care for both behavioral and
physical problems must be
adequately reimbursed.
Across the country a number of
payment models are being developed,
which speciﬁcally aim to increase the

integration of behavioral health and
primary care. In Massachusetts, for
example, Medicaid has started to
provide bundled payments for
a speciﬁc set of behavioral health
and primary care services.54 In
Colorado, there are progressive
pilots and Medicaid programs
that use alternative payment
methods to better support primary
care and behavioral health.49 This
breadth of innovation offers an
important opportunity to pilot
various payment strategies as part
of integrated demonstration
projects.
To fully support integration of
behavioral health and primary care,
these payment strategies must
address a number of key issues.
First, payment systems must
encourage coordination of care
between primary care and
behavioral health and must support
all members of the care team. In the
short-term, this need could be
addressed through billing
mechanisms that support warm
handoffs or through per-memberper-month care coordination
infrastructure payments, which are
a key part of many PCMH
demonstration projects.26,27 Next,
payment changes must help achieve
true behavioral health parity, such
that patients have access to
appropriate behavioral health
services when they need them. This
will require the elimination of
ﬁnancial barriers to appropriate
behavioral health services and the
removal of other payment features
that restrict patient choice of
services. Last, for the integrated
PCMH to successfully achieve the key
goal of the PCMH, it must improve
the physical and behavioral health of
the population. This integration
might be achieved through payment
systems that consider key
performance metrics and account for
differences in patients’ baseline
health statuses. Policymakers must
determine the ability of existing
models to achieve these goals and

develop innovative payment designs
where there are opportunities for
improvement.

DEVELOP A NEW GENERATION OF
MEASURES THAT ARE POPULATIONFOCUSED AND ATTUNED TO DETECTING
THE SOCIETAL IMPACT OF BEHAVIORAL
HEALTH INTEGRATION
Currently, both the administration of
the Children’s Health Insurance
Program Reauthorization Act and the
National Quality Forum publish a set
of measures of behavioral health,
which are rigorous and widely
used.55,56 However, largely because of
the low prevalence of speciﬁc
conditions in the population, these
measures do not adequately capture
health on a population level. The
measures tend to focus on speciﬁc
disease states rather than overall
health and on process rather than
outcomes. To effectively evaluate the
impact of the PCMH on population
health, researchers must develop
outcome measures that reﬂect global
measures of wellness and take into
account entire, non–disease-speciﬁc
patient populations. These new
measures should involve data that
can be generated as a normal
consequence of clinical
documentation and should not
require any additional coding or data
input by members of the clinical
team. Additionally, measures must
address the uniqueness of integrated
behavioral health and assess the
involvement of different members of
the care team and the family or
caregiver in patient care. To
incorporate these elements and to
ensure comparability, these measures
could build off the frameworks
established in the NCQA PCMH
criteria and AHRQ Integrated
Behavioral Health Care Measure
Atlas.35,36
Given the potential of the PCMH to
affect numerous aspects of patients’
and families’ lives, measures to
evaluate the impact of the PCMH on
outcomes distal to the health care
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process are needed. For example, by
improving treatment and
management of behavioral health and
physical health issues, the PCMH may
help increase productivity at work
and reduce sick days. Similarly,
improved pediatric behavioral and
physical health could improve
children’s ability to learn while in
school and reduce sick days from
school. Such a reduction in missed
school days could reduce the number
of days parents take off work to care
for their children. To capture these
potential societal beneﬁts, new
measures must be created that reﬂect
a comprehensive notion of population
health and that use data from the
various sectors that the PCMH might
affect. The World Health Organization
International Classiﬁcation of
Functioning, Disability and Health
includes a number of standardized
measures of health and offers an ideal
framework for the development of
these measures.57 Finally, given the
potential for the PCMH to have longterm societal impacts, especially
among the pediatric population, these
measurements must be part of
studies that track patients over long
periods of time, using a standardized
framework, such as the International
Classiﬁcation of Functioning,
Disability and Health, to maximize
comparability.

CONCLUSIONS
The widespread innovation that is
taking place to improve the
integration of behavioral health and
primary care offers an important
opportunity to advance policies to
spread successful practices and to
support progress. To take advantage
of this opportunity, we offer 5
recommendations. First, there must
be well-funded demonstration
projects to scale and evaluate the
most promising approaches of
behavioral health integration. Second,
we must identify best practices for
the care team and develop
interdisciplinary training systems to
support each member. Third, we must

focus on improving population-level
behavioral health by identifying and
supporting key practices and
strengthening linkages with
community resources. Fourth, we
must eliminate behavioral health
carve-outs and identify and develop
payment designs to encourage
integration. Fifth, we must develop
new measures to better evaluate the
impact of the PCMH on population
health and society as a whole. We
believe these recommendations will
expand the state of knowledge about
the PCMH and will improve the
delivery of high-quality, populationfocused, integrated care.
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