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Welcome and Introductions 
 



Housekeeping: Providing Input 

Today’s webinar participants can provide input via 
e-mail (integratedcare@pcori.org); via Twitter 
(#PCORI); or the webinar “chat” feature. 

Please submit questions today as they occur to 
you. We will collect and synthesize these for 
discussion at 12:45 p.m. ET. 

We welcome additional input through December 
27, 2013 at 5:00 pm ET via e-mail 
integratedcare@pcori.org  
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What Research Questions are Within 
PCORI’s Mandate? 

PCORI funds studies that compare the benefits and 
harms of two or more approaches to care. 
Cost effectiveness: PCORI will consider the 
measurement of factors that may differentially affect 
patients’ adherence to the alternatives such as out-of-
pocket costs, but it cannot fund studies related to cost-
effectiveness or the costs of treatments or 
interventions. 
Disease processes and causes: PCORI cannot fund 
studies that focus on risk factors, origins, or 
mechanisms of disease.  
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How PCORI Manages the Potential for 
Conflict of Interest 

The researchers, patients, and stakeholders who have been invited to this 
workgroup will be involved in the process of determining the specific subject 
areas that we should address in the PFA.  

The broader community of researchers, patients, and other stakeholders who 
are participating by web, twitter and chat can be involved as well. 

The Moderator and Participants in this workgroup are eligible to apply for 
funding if PCORI decides to produce a funding announcement in studying the 
integration of mental health and primary care. 

Input received during the workgroup deliberations will be broadcast via 
webinar, and the webinar will be archived and made available to other 
researchers, patients, and stakeholders via the PCORI website. 
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Introductions 

Lara Weinstein, MD, MPH 
Workgroup Moderator 
 
Assistant Professor of Family Medicine, Jefferson Medical 
College  
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Introductions: Workgroup Members 

Susan T. Azrin, PhD 
Program Chief, Primary Care Research Program 
Division of Services and Intervention Research 
National Institute of Mental Health 
 
Emilie Becker, MD 
Mental Health Medical Director, Texas Medicaid 
 
James Becker, MD 
Medical Director, West Virginia Insurance Commission 
 
Lois Cross, RN, BSN, ACM 
System Case Management Consultant, Sutter Health 
 
Patricia Cunningham, DNSc, APRN-BC 
Associate Professor, Loewenberg School of Nursing, 
University of Memphis; President, American Psychiatric 
Nurses Association 
 
 

Tony Dellovo, MPH 
Development Manager, Screening for Mental Health 
 
Laurie Flynn 
Mental Health Advocate 
 
Laura Galbreath, MPP 
Director, Substance Abuse and Mental Health Services 
Administration – Health Resources and Services 
Administration Center for Integrated Health Solutions 
National Council for Community Behavioral Healthcare 

 
Jake Galdo, PharmD, BCPS 
Clinic Pharmacy Educator, Barney’s Pharmacy 
Clinical Assistant Professor, University of Georgia 
College of Pharmacy 
Clinical Instructor, Georgia Regents University College 
of Dental Medicine 
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Introductions: Workgroup Members 

Steve Hornberger, MSW 
Senior Associate, LTG Associates 
 
Anne Kazak, PhD, ABPP 
Co-Director, Nemours Center for Healthcare Delivery 
Science  
Nemours/Alfred I DuPont Hospital for Children  
 
Charlotte Mullican, BSW, MPH 
Senior Advisor for Mental Health Research, Center for 
Primary Care, Prevention, and Clinical Partnerships, 
Agency for Healthcare Research and Quality 
 
Linda Raines 
CEO, Mental Health Association of Maryland 
 
Eve Moscicki, ScD, MPH 
Director, Practice Research Network, American 
Psychiatric Association 
 

Andrew Sperling, JD 
Executive Director, National Alliance on Mental Illness 
 
Hyong Un, MD 
Medical Director for Behavioral Health and Chief 
Psychiatric Officer, Aetna 
 
Larry Wissow, MD, MPH 
Associate Professor, The Johns Hopkins School of 
Public Health 
 
Selam Wubu 
Quality Improvement and Research Associate, Center 
for Quality and Office of Grants, American College of 
Physicians 
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Setting the Stage –  
Current State of Evidence 

Lynn D. Disney,  PhD, JD, MPH  
Senior Program Officer,  
Improving Healthcare Systems 
 

9 

Background on  
Integrated Mental Health and 
Primary Care Workgroup 
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How We Select Targeted Research Topics 



Evolution of the Topic 

1,000+ research topics collected  
  

841 accepted  
  
308 assigned to IHS program 

 Program Director screened, consolidated, and rated topics 
 

89 resulted from Program Director screening, and were scored 
 

15 scored highest and selected for Advisory Panel consideration 
 Topic briefs commissioned for all 15 topics 
 Reviewed and ranked by IHS Advisory Panel – April 19-20, 2013 

 

11 Link to PCORI Website - Full Description 



PCORI Advisory Panel on IHS 
Prioritized Five Research Topics 
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TOP FIVE 
• Models of Patient-Empowering Care Management 

 
• Models of Transitional Care 

 
• Integration of Mental Health and Primary Care 

 
• Models of Perinatal Care Management 

 
• Features of Health Insurance Coverage 

 
 



Setting the Stage –  
Current State of Evidence 

Lara Weinstein, MD, MPH 
Assistant Professor of Family Medicine, Jefferson 
Medical College 
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Setting the Stage –  
Current State of Evidence 
 





Change in stops 
When someone gets cancer, it is a change in life, like missing a train. 
People with cancer may need to take a  new train to find where their 
best option for healing is. 







Patricia Cunningham, DNSc, APRN 
President, American Psychiatric Nurses Association 
Associate Professor, Loewenberg School of Nursing, 
University of Memphis 
 

Integrating Mental Health and 
Primary Care:  
Clinician Perspective 



PCORI 
Integrating Mental Health and 

Primary Care 

Patricia Cunningham, DNSc, APRN-BC 
President, APNA 

 
Associate Professor, Loewenberg School of Nursing,  

University of Memphis, Memphis, TN 



American Psychiatric Nurses Association 
• APNA members  number almost 10,000 psychiatric nurses:  40% 

Psychiatric/Mental Health RNs and 60% Advanced Practice Registered 
Nurses -Psychiatric/Mental health (APRN-PMH).  There are approximately 
15,973 APRN-PMHs in the United States.  There are over 50,000 Primary 
Care NP generalists. 
 

• APRN-PMH clinicians have a graduate degree in Nursing, with core courses 
in Advanced Pathology, Advanced Physical Assessment and Advanced 
Pharmacology, in addition to the expanding knowledge in neuroscience, 
molecular biology, genomics, therapy and recovery-oriented care 
foundations 
 

• Psychiatric evaluations and treatment plans, including prescribing 
psychopharmacological medications, individual, family and group therapy, 
as well as primary, secondary and tertiary levels of prevention across the 
lifespan in a person-centered conceptual framework. 

 



Registered Nurses, 1980-2008*  

 
 
 
 
 
 
 
 
 
 
 
 

• American Nurses Association Fact Sheet Registered Nurses in the US. Accessed Dec 2013, 
http://nursingworld.org/NursingbytheNumbersFactSheet.aspx 

 



PMH Nurses Perspective 
“A Day in our Care” 

• Suicide care and prevention 
• In-patient care approaches for children and adolescents 

based on Trauma-Informed Theory 
• Care of patients receiving cutting-edge Ketamine 

Treatments for treatment resistant depression 
• Best list of psychotropic meds with side effects for 

clinician and patient education 
• Journal of the American Psychiatric Nurses Association, 

seminal research on advancing health equity with LGBT 
persons 

• Care initiatives to meet MH needs of Veterans/Family. 



Institute of Medicine of the National 
Academies:  Improving the Quality of Health 

Care for Mental and Substance-Use 
  

• Health care for general, mental, and substance-use 
problems and illnesses must be delivered with an 
understanding of the inherent interactions between the 
mind/brain and the rest of the body 
 

• Mental illnesses are the “unwelcomed companion” in 
health care, negatively affecting outcomes in ALL aspects 
of health care. 

 
 



How Best to Provide Care in Context of 
Persons Life 

• Patterns of Adult Daily Living (ADL) among patients presenting with 
symptoms of pain, fatigue, insomnia, depression, anxiety, arthralgia, 
stress, and a general “adult failure to thrive”. 
 

• View care on a spectrum with Treatment Response and Remission 
of Symptoms, and capacity for FULL Recovery.  
 

• How these terms are defined and measured impact care, and the 
differences between full recovery and “Band-Aid” treatment. 
 

• Care Supports Needed to rebuild lives interrupted by “brain 
illnesses”. 

 
 



 
Vulnerable Phenotypes 

 
• Genetic Vulnerability:  complete genogram 

 
• Early Adverse Risks:  trauma, ACES (Adverse Childhood 

Experiences Study) 
 

• Life Events:  risks related to educational level, 
employment status, marital status, zip code 
 

• Daily stress:  Adult Daily Living 

 



• Non-mental health clinician colleagues can be “unskilled and 
unaware” of their knowledge deficits and countertransference.  
Cultural change is needed; supports and RESOURCES for care 
established. 
 

• “Novice” feelings permeate clinicians interactions with patients, 
decreasing one’s sense of mastery and desire to engage in caring 
for persons with mental Illnesses. 
 

• Neurobiological “respect” for alterations in decision making and 
motivational capacity of patient is underappreciated. 

 
• “all the patient needs to do is…” 

 
 

Health Care’s “Hidden” Culture 
 Caring for Mental Health Problems/Disorders 



Charlotte Mullican, BSW, MPH 
Senior Advisor for Mental Health Research, Center for 
Primary Care, Prevention, and Clinical Partnerships, 
Agency for Healthcare Research and Quality 

Integrating Mental Health and 
Primary Care:  
Researcher Perspective 



State of Evidence for Integration 
 
Lexicon definition (Peek, 2011/2012) represents an ideal or paradigm case for integration 
“A team with a shared population and mission, using a clinical system supported by an office practice and financial system and continuous 
quality improvement and effectiveness measurement” 
 
Kwan, Bethany M. and Nease, Donald E.  “The State of the Evidence for Integrated Behavioral Health in Primary Care” Integrated 
Behavioral Health in Primary Care, Evaluating the Evidence, Identifying the Essentials.  Ed. Mary Talen, Aimee Burke Valeras.  New 
York: Springer, 2013. 65-98.  Print. 
 
Research to date 
 

Systematic Reviews/Meta-analyses 
2005 Oxman et al Focus on third generation of research, 

examined effectiveness trials instead of 
efficacy related to translation, dissemination, 
and sustainability.  Included PRISM-E, 
IMPACT, PROSPECT, and RESPECT-D 
studies. 

Found that enhancement of “consultation-liaison skills” & a better 
relationship between PC and MH specialists was an important advancement.   

2006 Gilbody et al Focus on outcomes of 37 RCTs treating 
depression using a collaborative care approach. 

Found better outcomes.  Effects were larger for case managers with MH 
training and regular, planned supervision.  There are differences in the 
effects of integrated care for depression suggesting there is some other 
variable or set of variables related to how integration is implemented 
that differentially influences outcomes (in what context, in what 
population, using which evidence-based treatments, by whom, with 
what mindset, in what permutations).  

2006 Craven and Bland Canadian Collaborative MH Initiative 
systematic review 

Conclusions supported several elements of integration as key factors in 
improving outcomes (practice prep, colocation, collaboration, systematic 
follow-up, pt education, pt preference, and counseling to promote tx 
engagement and adherence. 

2008 Katon and Seelig Focus on a population-based approach in PC 
coordinating care for depression to reduce 
overall prevalence of depression. 

Found that 3 activities suited to PC are key to secondary prevention of 
depression:  improved diagnosis (screening for risk factors and early 
evidence of minor depression), preventing chronicity, and preventing 
relapse/recurrence through more frequent contact and tracking/monitoring. 

2008 Butler et all AHRQ evidence report examined all aspects of 
integration models. 

Primary finding – appeared to be no relationship between level of 
integration and effects on clinical outcomes.  However, benefits of 
integration on depression and anxiety were supported by the evidence.  



Important note:  A continuing limitation is the inability to separate the 
effect of specific elements of integrated care on better outcomes from 
the overall effect of more attention to MH problems as a result of 
integration. 
2011 Update by Butler et al – integrated care improves depression 
outcomes but level of integration, e.g., shared decision-making, in the 
care process was associated with better outcomes. 

 
Other recent research 

2011 Miller et al AHRQ report – Establishing the Research Agenda for Collaborative Care.  Three papers resulting from a conference focusing 
on setting a research agenda, metrics around integration, and establishing a lexicon.   

2009 Cunningham Data source was the 2004-2005 RWJ Community Tracking Study (CTS) Physician Survey (nationally representative sample 
of about 6,600 nonfederal physicians).  Cunningham found that approximately 2/3 of PC physicians could not successfully 
refer patient out to MH providers.  Key barriers – health plan limitations, shortage of providers, and/or lack of or inadequate 
coverage.   

2007 Williams et al Difficult to separate from other aspects of multifaceted interventions, care management does appear to be an important factor 
in depression care.  However, this function varies widely across contexts so unclear which are most effective components, 
background and training needed, and aspects related to supervision. 

   
   
 

Exemplar studies (models) 
2001-2008 The Improving Mood: Providing Access to Collaborative Treatment (IMPACT) model has 5 key components - 1. collaborative care 

between the patient's PC physician and the care manager, 2. depression care manager, 3. designated Psychiatrist for consultation, 4.  
outcome measurement, and,  5. stepped care. 
A number of additional studies models have derived from IMPACT: 

• DIAMOND – Depression Improvement Across Minnesota, Offering a New Direction – implemented across the State, it 
uses a new payment mechanism agreed upon by participating payers.   

• PROSPECT – Prevention of Suicide in PC Elderly Collaborative Trial – Use of care managers (nurses, social workers, 
psychologists) used a protocol-based intervention to monitor adherence and response and provide guideline based 
recommendations to the physicians.  

2010 The Primary Care Access, Referral, and Evaluation (PCARE) model is an example of the reverse integration approach.  Primary 
health care is provided in a community behavioral health setting for the seriously mentally ill population using either a co-located or 
care coordination approach.  

2006-2010 The Veterans Administration has implemented a various models to include a blended approach.  This includes co-location and care 
management.   

2004 The Primary Care Research in Substance Abuse and Mental Health for the Elderly (PRISM-E) study compared co-located PC and 



MH approach to enhanced referrals to specialty care. 
2002 The 3-Component Model (TCM) model has 3 main parts – care management, enhanced mental health support, and a prepared 

practice.  Care manager could be either centralized in an organization or within a practice.  A psychiatrist consults, oversees, and 
facilitates. 

1998 Co-located collaborative care with mental health specialists (MS or PhD level) on site includes key features such as triage, 
“curbside” consultation for PC providers, and more typical but limited psychotherapy approaches.  One key note:  co-located does 
not necessarily mean collaborative. 

 
Identified Gaps 

• Information on structural features such as Health IT, training, 
practice management policies, and space considerations. 

• Cost and sustainability.  Need business models. 
• Studies on implementation and dissemination. 
• Studies on management of multiple chronic illnesses in place of 

piecemeal disease specific approaches. 
 

• Information on principles and attitudes towards integration by 
organizations, providers, and patients. 

• Innovative approaches to research methodology (aside from RCTs). 
• Studies on effects of integration on different populations, especially 

children and minorities. 
 

 
Other meaningful papers 

Bishop, Press, Keyhani, and Pincus.  Acceptance of Insurance by Psychiatrists and the Implications for Access to Mental Health Care.  JAMA 
Psychiatry. doi:10.1001/jamapsychiatry.2013.2862.  Published online December 11, 2013. 
Burke et al. A needs-based method for estimating the behavioral health staff needs of community health centers. BMC Health Services Research 2013, 
13:245.  http://www.biomedcentral.com/1472-6963/13/245  
Chapter 4.  “Advancing Integrated Behavioral Health and Primary Care: The Critical Importance of Behavioral Health in Health Care Policy.”  Benjamin F. 
Miller , Mary R. Talen, and Kavita K. Patel. (same book citation as at top of table) 
Levey, Miller, deGruy III.  Behavioral health integration: an essential element of population-based healthcare redesign.  Translational Behavioral Medicine. 
10.1007/s13142-012-0152-5.  Published online July 2012. 
 
 

http://www.biomedcentral.com/1472-6963/13/245
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• Visit us at www.pcori.org  
• Follow @PCORI on Twitter 
• Watch our YouTube channel PCORINews 
 

http://www.pcori.org/


Collaborative Workgroup Discussion 

 

Focus: Provide targeted input without scientific 
jargon 
 

Honor timelines: Provide brief and concise 
presentations and comments 

 

Participate: Encourage exchange of ideas among 
diverse perspectives that are present today: 
 Researchers 
 Patients 
 Other stakeholders 

 
 

 

29 



Workgroup Objectives: Narrowing the 
Broad Topic 

Integration of Mental Health and Primary Care is a very 
broad concept.  
 
The process today is to take this broad concept and  
1. understand it; 
2. determine which questions/issues are the most 
important to all stakeholders; 
3. create a concise list of these high priority questions. 
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Questions from Patient and 
Stakeholder Perspectives 
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Questions Submitted by Participants 

Susan T. Azrin, PhD, Program Chief, Primary Care Research Program, Division of Services 
and Intervention Research, National Institute of Mental Health 

 
Which care model - a unified disease management program or disease-
specific management strategies– is more effective in improving functioning 
and health-related quality of life for complex patients encountered in 
primary care?  
Among primary care patients prescribed antidepressants for a mood or 
anxiety disorder, which patients find low-intensity, automated 
antidepressant adherence interventions helpful for taking medications 
consistently and achieving improved functioning and health-related quality 
of life?  Which patients need a higher-intensity, brief psychosocial 
intervention to achieve the same level of antidepressant adherence, 
functioning and health-related quality of life?  
Among people with severe mental illness, are self-management 
interventions delivered in a peer-led, group format more effective than 
clinician-led interventions for achieving meaningful reductions in health risk 
factors associated with premature mortality, e.g., smoking, obesity, poor 
fitness and diet?  
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Questions Submitted by Participants 

Emilie Becker, MD, Mental Health Medical Director, Texas Medicaid 
 

What funding barriers currently exist to integrated care, and how have they been 
addressed?  Preferably I would have a more detailed answer than they would come 
from the same pot of money.  Specifically I would like to know what percent have 
come from mental health budgets (subcontracted or in house), from medical 
budgets, grants, federal matching money, Medicare, etc.   
As well, I would like to know any return on investment information on integrated 
health care.  Professionals know it is a better idea clinically, but have there been any 
ways to do it that have shown it saves more than other ways to do it.   
For any given medical clinic, what percent of patients can be estimated to be seen 
by an integrated therapist?   
How the legal barriers to protected substance abuse information been addressed in 
an integrated health clinic?  When records are requested, how is information 
released?  What consents are obtained to share, especially with a HIE? 
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Questions Submitted by Participants 

James Becker, MD, Medical Director, West Virginia Insurance Commission 

 
In which setting is telemedicine/telepsychiatry most effective? For 
which conditions? Acute or chronic? How frequent? Supervised 
by which professional? 

Anxiety disorders are common in primary care but there are few 
screening tools or therapies (other than medications) that are 
readily available to primary care. Can primary care physicians be 
trained in better management of anxiety disorders, especially with 
treatments that avoid long-term use of benzodiazepines> How 
does primary care compare to behavioral health success in 
managing this condition? 
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Questions Submitted by Participants 

Lois Cross, RN, BSN, ACM, System Case Management Consultant, Sutter Health 
 

How does providing an embedded care team (RN Case Manager, LCSW 
and Pharm D) in the Primary care setting following specific protocols, based 
on best practices improve patient engagement, and health outcomes that 
matter to the patient compared to a traditional PCP model? 

What is the difference in the clinical outcomes, patient engagement and 
satisfaction when the care team(PCP,RN, LCSW) have additional training in 
Mental Health, Health Literacy, Motivational Interviewing, Goal Setting, 
Cultural Considerations and Complex Case Management Strategies. 

Determine optimal ratio of embedded mental health clinicians in primary 
care needed to address those mental health issues that contribute to poor 
chronic disease management, absenteeism/presenteeism at work and 
allow primary care physicians to increase capacity for growth of their 
panels. 
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Questions Submitted by Participants 

Patricia Cunningham, DNSc, APRN-BC, Associate Professor, Loewenberg 
School of Nursing, University of Memphis;  
President, American Psychiatric Nurses Association 

 
What are the best bio-psycho-social indicators for assessment 
and effective treatment of patient needs with the appropriate 
“dose” of care for mental health and primary care integration?   

What are the best models of care to sustain mental 
health/primary care integration for the most vulnerable persons 
with severe mental illness? 
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Questions Submitted by Participants 

Tony Dellovo, MPH, Development Manager, Screening for Mental Health 

 
How does access to online mental health screenings with direct 
referral to integrated care model impact number of visits as well 
as symptom relief? 

How can an integrated model utilize the SOS Signs of Suicide 
Prevention Program to improve access to mental health services 
for children through collaboration with schools?  

How does an integrative care model that offers community-
based, mental health screenings affect outcomes that matter to 
patients? 
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Questions Submitted by Participants 

Laurie Flynn, Mental Health Advocate 
 

The federal government is funding Community Health Centers (CHC's) 
to provide behavioral health services to their clients and is also funding 
Community Mental Health Centers (CMHC's) to offer basic primary 
care.  Which setting is best able to integrate these services as 
measured by: 1) patient adherence/attendance 2) patient satisfaction 3) 
maintaining health by reducing crisis and ER and hospital admissions 
for co-morbid health conditions such as diabetes or hypertension, and 
depression? 
Which basic strategy is most effective in:1) expanding provider 
knowledge 2) improving healthcare service coordination 3) increasing 
adherence for patients with chronic conditions.  
 co-location of primary care and mental health services ("one stop shop")   OR 
 real time direct telepsychiatry consultation and decision support available for 

primary care  
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Questions Submitted by Participants 

Jake Galdo, PharmD, BCPS, Clinic Pharmacy Educator, Barney’s Pharmacy; 
Clinical Assistant Professor, University of Georgia College of Pharmacy; 
Clinical Instructor, Georgia Regents University College of Dental Medicine 
 

How does model A compare to model B in the implementation of guidelines for 
(specific disease) when examine (patient-centered outcome)? 
Transition of Care in Psyc. The traditional model a vs model b question. Transition of 
care is huge anywhere, but a major limitation within mental health is for patients with 
mental health conditions to not have a place to go and are lost in transition. I think 
this could be vital to our literature and helping the healthcare team (which includes 
the patient) make the best informed decisions. 
"The Triad“. Continuity of Care- there is a disconnect between what the MD 
prescribes, RPh fills and dispenses, and Pt actually takes. Some sort of comparative 
effectiveness research that addresses this disconnect would be vital. This is similar 
to the initial question you helped formulate yesterday. Access to care, lack of global 
understanding. 
“Does a lay counselor on a primary care team with x training have better outcomes 
for y population when compared to standard (referral-based) care?” 
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Questions Submitted by Participants 

Steve Hornberger, MSW, Senior Associate, LTG Associates 
 

Given the chronic nature of many medical conditions and co-morbid mental health 
disorders, what is the “basic, good and better” menu of services and supports 
needed in a designated geographic area to maintain, if not improve, the patient and 
community health and wellness? Should changes in patient and family QALYs be a 
performance measure? Should changes in Community Health Index be a 
performance measure? 
Each patient is more than his/her medical condition and diagnosis. How will the 
integration of primary care and mental health address the whole person in the 
context of his/her life situation, family/friends and community? Do providers of care 
have a role in whole population health beyond the patient experience of covered 
lives, but rather improving individual, family and community health and wellness?  
How will integrated care reduce the current prevalence of unmet behavioral health 
(mental health and substance abuse disorders) need which is approximately 85% for 
individuals over 12 years of age? What is the role of family members or peers (with 
lived experience and/or in recovery) in the design, delivery and evaluation of 
integrated care? 
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Questions Submitted by Participants 

Anne Kazak, PhD, ABPP, Co-Director, Nemours Center for Healthcare Delivery Science, Nemours/Alfred I DuPont Hospital 
for Children 
 

Theme 1.  After screening what?  
 There has been much discussion of screening for a range of purposes in both pediatric and adult health 

but little attention to implementation of screening, the timing of screening, what happens after screening 
and what models of care may facilitate appropriate matching of treatment and subsequent adherence 
and follow through.   

Theme 2. Prevention 
 Identifying problems of varying magnitude in primary care offers important opportunities for preventive 

models of care. High risk individuals can be engaged in preventive efforts, problems can be addressed 
early to avoid later escalation etc. Early screening may also be able to reduce stigma. 

Theme 3. Training 
 For integrated care to work training of multidisciplinary professionals is needed.  We need effective 

means of training – for physicians, for psychologists, etc. to work effectively in the brief models of care 
necessary to recognize and treat individuals and families.   

Theme 4. Beyond the individual 
 In pediatrics, the family and social context is essential. It’s also important and underdeveloped in adult 

health. Linking to other systems (e.g. schools, community agencies) is critical. Treatment approaches 
that incorporate family centered care principles and broad outcomes are important. 

Theme 5. Technology  
 How can technology support the types of brief interventions necessary in integrated care?  Integration of 

integrated care into electronic health records and the use EHRs to support interventions is necessary.   
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Questions Submitted by Participants 

Linda Raines, MD, CEO, Mental Health Association of Maryland 
 

With more than 70 randomized trials documenting its efficacy in improving service 
quality and outcomes as well as reducing overall cost of care, widescale 
implementation of collaborative care for the treatment of common behavioral health 
conditions in the primary care setting has been limited.  Compare the impact of 
differing financial incentive models in advancing model replication and their impact 
on service quality, population outcomes and cost; and test multiple quality measure 
that could be used to assess fidelity to the model in the medical practice setting. 
Innovative practices and recent neuroscience advances hold potential to transform 
early intervention and care for common behavioral health disorders in the primary 
care setting.  Compare the efficacy of traditional medication and psychotherapy 
protocols with evidence-based and promising practices such as:  peer support; 
neurofeedback and other noninvasive neurostimulation technologies; computerized 
cognitive training, internet based therapies, therapeutic neurogaming, mindful 
meditation and other neuromodulation approaches; EEG biomarker testing to guide 
psychotropic medication selection; and the role of the primary care practice in the 
application of these treatment and early intervention approaches. 
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Questions Submitted by Participants 

Andrew Sperling, JD, Executive Director, National Alliance on Mental Illness 
 

Examination of the most effective models for bringing primary care 
services into specialty mental health settings such as CMHCs, e.g. 
placing primary care nurses in CMHCs, better training of MH 
professionals in screening for medical co-morbidities, etc. 
Examination of methods for improving health literacy and behavioral 
change to individuals with severe mental illness -- methods to improve 
smoking cessation, address sedentary lifestyle, diet, etc.  Such research 
should examine effectiveness/ineffectiveness of methods currently 
demonstrated as successful in the general population in the smi 
population. 
Examination of integration of primary care into specialty behavioral 
health settings in various diverse racial and ethnic communities.  
Example - do the same models produce different outcomes in local 
communities with predominant racial and ethnic populations? 
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Questions Submitted by Participants 

Hyong Un, MD, Medical Director for Behavioral Health and Chief Psychiatric 
Officer, Aetna 
 

Most primary care and behavioral health practices sizes are 
relatively small and may not be able to support ongoing 
integration.  This issue may be a limiting step in scaling 
integration to a meaningful level.  One possible solution is 
to utilize telemedicine to integrate behavioral health 
capabilities into primary care setting.  Does behavioral 
health integration via telemedicine differ in screening rates 
for patient’s behavioral health symptoms, symptom 
reduction and quality of life when compared to co-location 
and face-to-face behavioral health integration? 
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Questions Submitted by Participants 

Laura Weinstein, MD, MPH, Assistant Professor of Family Medicine, 
Jefferson Medical College 

 
What is the comparative effectiveness of including a primary care 
physician on an Assertive Community Treatment team vs co-
located primary care on health related quality of life and mental 
health recovery? 

What is the comparative effectiveness of nurse-led vs peer-led 
diabetes self management group support on patient activation, 
self-efficacy, and disease specific measures in populations with 
serious mental illness? 
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Questions Submitted by Participants 

Larry Wissow, MD, MPH, Associate Professor, The Johns Hopkins School of Public Health 
 

For common but problematic child (or adult) mental health problems, would families prefer to 
receive care directly from their primary care provider, from another office staff member (nurse or 
even peer counselor), or from a specially trained mental health provider in the same office, 
assuming that all could provide a similar level of expertise with regard to first-line treatments?  
Which provider would appeal most to different families, and would having a choice (or a better 
match with preferences) improve prompt receipt of care for the problem and faster resolution.  
Given that many mental health problems, even those presenting early in childhood, are 
recurrent or chronic, which type of provider is more likely to be able to work with the family over 
time and promote the best long-term outcomes? 

Under what circumstances would parents of young children be willing to receive mental health 
care from their child's pediatrician if she or he were well trained to provide it, versus recognition 
and referral to an adult mental health or primary care provider?  Would this result in a greater 
proportion of parents with mental health problems receiving treatment (or preventive 
interventions) and thus improve outcomes for them and for their children? 

Given a variety of alternatives (self-administered in the office with an introduction, on the web, 
on a tear-off pad kept at home or in libraries or resource centers) and tools (mental health alone, 
combined mental health, developmental, and somatic questions), which methods of 
administering mental health screening tools prior to primary care visits best promotes patient 
empowerment, engagement in a diagnostic and treatment process, and, ultimately, faster 
recognition of problems and resolution? 
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Questions Submitted by Participants 

Selam Wubu, Quality Improvement and Research Associate, Center for Quality and Office of Grants, American 
College of Physicians 

 

How can ambulatory primary care practices best organize to assure needed behavioral 
healthcare services (including screening, diagnosis, and treatment) for their patients and what 
funding model best supports such care provision, be it in a patient-centered medical home, with 
an imbedded psychiatric nurse or other behavioral healthcare provider, or with identified 
professional and community resources with which the care is coordinated?  Note that the best 
integration or care coordination model should identify appropriate level of training on the part of 
the behavioral healthcare provider, an issue that is not clear to some primary care providers. 

How can primary care practices and health systems best ease the burden of coordinating care 
among behavioral healthcare and primary care providers which require multiple appointments, 
especially for those who are most vulnerable or with less support or capability of going to 
multiple providers?  Arrangement of multiple appointments on one day?  Telemedicine?  Home 
visits?  Other forms of technology?   

What strategies optimize patient-centered care for patients with behavioral and other healthcare 
needs so as to realize best physical health outcomes, minimal hospitalizations, and better 
adherence to diabetes and other chronic disease therapies?  Specific shared decision-making 
approaches?  Specific psychotherapeutic interventions?  Group counseling or support 
offerings?  Others? 
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LUNCH 
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• Visit us at www.pcori.org  
• Follow @PCORI on Twitter 
• Watch our YouTube channel PCORINews 
 

http://www.pcori.org/


Comments Submitted by Others 
E-mail (integratedcare@pcori.org)  
Twitter (#PCORI) 
The webinar “chat” feature 

 
Alex Hartzman, MPA, MPH 
Program Associate, Improving Healthcare Systems 
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Moderated by 
 
Lara Weinstein, MD, MPH 
Assistant Professor of Family Medicine, Jefferson Medical College 
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Discussion of Proposed  
Research Questions 
 
 



BREAK 
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• Visit us at www.pcori.org  
• Follow @PCORI on Twitter 
• Watch our YouTube channel PCORINews 
 

http://www.pcori.org/
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Refinement of Questions to  
be Addressed 
 
 
 

Moderated by 
 
Lara Weinstein, MD, MPH 
Assistant Professor of Family Medicine, Jefferson Medical College  
 
 



53 

Moderated by 
 
Lara Weinstein, MD, MPH  
and Chad Boult,  MD, MPH, MBA  
 
 
 

Recap and Next Steps 
 
 
 



We Still Want to Hear from You 

We welcome your input on today’s discussions. 
We are accepting comments and questions for 
consideration on this topic through December 27, 5:00 p.m. 
ET via: 
 E-mail (integratedcare@pcori.org) 

We will take all feedback into consideration 
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Thank You for Your 
Participation 
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