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Background: Integrating behavioral and primary care practices improves quality of care, but limited data exists
regarding the extent or attributes of such integration. We conducted a baseline evaluation of the level and
characteristics of integrated practices in Rhode Island.

Methods: The Rhode Island Department of Health 2015 Statewide Health Inventory Behavioral Health Survey
was sent to behavioral health clinics and outpatient psychiatry and psychology practices. Survey questions
assessed indicators of integration, including colocation, shared electronic medical records (EMRs), and shared
communication systems.

Results: Only 19%, 9%, and 17% of behavioral health clinics, psychiatrists, and psychologists, respectively
reported any integration with primary care practices. Compared to psychology (3.5%) and psychiatry (0.0%)
practices, behavioral health clinics reported the highest level of practice colocation (10.4%, P<0.05). Compared
to non-colocated practices, colocated behavioral health clinics reported higher levels of integration by other
indicators, including shared EMRs (33.0% vs 0.0%, P=0.01).

Conclusion: This statewide survey demonstrated that limited integration exists between behavioral health and
primary care practices in Rhode Island, and that such integration has a range of characteristics and levels.
More practice integration is needed to ensure the delivery of high-quality, evidence-based care to the millions of
individuals living with cooccurring behavioral and physical health needs.

Introduction

About 18% of US adults—over 44 million people—have a diagnosable behavioral health condition.? The majority are
treated by primary care rather than behavioral health clinicians, yet primary care clinicians may not have the time,
support, or expertise to care for these patients alone.2 Conversely, patients with behavioral health conditions treated
primarily at behavioral health practices often have poor physical health outcomes.? Integrating primary and
behavioral health care, in either setting, has been shown to improve both physical and mental health outcomes for
complex patients, reduce the overall cost of their care, and enhance patient and clinician satisfaction.24

Behavioral health integration is defined as care provided by both primary and behavioral health clinics, working
together to address medical and mental health disorders, substance use, and chronic illness self-management.”
Models of integration are variable in practice, but may include factors such as colocation,”® shared communication
systems, and shared electronic medical records (EMRs).3 Some practices may define integrated care as consults
between geographically distinct clinicians while others may define integration as colocated care with behavioral
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health and primary care clinicians working together in teams.®" Colocation has many benefits associated with
close proximity of multidisciplinary team members, including improved clinician communication and ease of
services for patients. However, colocation itself does not necessarily indicate fully integrated primary care and
behavioral health services."

Integrating behavioral and primary care has proven benefits, but limited data exists regarding where and how
practices are integrating,'?'3 which hinders efforts at planning and executing interventions. We conducted an
evaluation of behavioral health practices on the number and characteristics of integrated practices in Rhode Island
to both establish a baseline and to help inform efforts to expand integrated care to Rhode Islanders in need.

Methods

Study Design

The Rhode Island Department of Health (DOH) 2015 Statewide Health Inventory was legislatively mandated in 2014
to “establish and maintain an inventory of all health care facilities, health services, and institutional health services”
in Rhode Island, and consisted of health inventory surveys across 12 components of the health care system,
including behavioral health care.’ The Behavioral Health Survey (available on the STFM Resource Library)'® was
included in the Statewide Health Inventory to evaluate the availability of mental health and substance use services in
the state, including practice integration. Survey questions were modeled after those in the World Health
Organization’s Service Availability and Readiness Assessment, and the Mountainview Consulting Group’s Primary
Care Behavioral Health Integration Tool (PCBH-IT).'®17 Feedback was solicited from stakeholders including the
Rhode Island Department of Behavioral Healthcare, Developmental Disabilities and Hospitals (BHDDH).

The survey targeted practice administrators at licensed behavioral health clinics, outpatient psychiatry practices,
and outpatient psychology practices. When practice administrators were unavailable, clinicians responded to the
survey. Licensed behavioral health clinics were defined as clinics that provide mental health and/or substance use
services and are staffed by multidisciplinary clinicians including social workers, nurses, and psychologists. Survey
questions assessed indicators of integration including colocation, shared electronic medical records (EMRs),
integration with a PCMH, shared scheduling and communication systems, and participation in a Health Homes
program. Medicaid Health Homes are practices that coordinate care for Medicaid enrollees with complex ilinesses,
including cooccurring physical and behavioral health needs.’® Survey definitions of integration indicators are
included in Tables 2 and 3. Response choices included, Not True, A Little True, Sometimes True, Very True, or Always
True for each indicator. Additional details on survey methodology can be found in the Statewide Health Inventory.™

Data Collection

Prior to survey distribution, licensed behavioral health clinics were identified via the BHDDH and psychiatry and
psychology practices were identified via publicly available Rhode Island licensure data.

Analysis

The John Snow Research and Training Institute, Inc standardized the data. Survey results for multisite practices that
completed a single survey were counted once for each site. Responses were collapsed into three categories
indicating no (defined as Not True for the indicator), low (A Little true, or Somewhat True), or high integration (Very
True, Always True). We reviewed descriptive data of the number of integrated practices by integration indicator. To
test for significant differences in high integration between practice types, we compared high integration groups
using Fisher exact tests. Lastly, we compared integration indicators between colocated and non-colocated
behavioral health clinics using Fisher exact tests. Analyses were conducted using SAS (Cary, NC). The Rhode Island
Department of Health Institutional Review Board deemed this study exempt.

Results

The survey response rate was 48 of 52 behavioral health practices (92%), 43 of 130 outpatient psychiatry practices

10.22454/PRiMER.2018.467362 20f7



(33%), and 115 of 480 (24%) outpatient psychology practices. Licensed behavioral health clinics provided care for
28,026 patients. The majority of patients (52.8%) were non-Hispanic white, and 40% of race/ethnicity data was
unknown. See Table 1 for characteristics of behavioral health clinics.

Among respondents, 19% of behavioral health, 17% of psychology, and 9% of psychiatry practices reported any

integration, indicated by a response of “A Little True,” “Somewhat True,” “Very True” or “Always True” to any variable.
All reports of integration by psychiatry practices were marked “Somewhat True.”

More behavioral health clinics reported high integration by colocation with primary care (10.4%) than psychology
(3.5%) or psychiatry practices (0.0%, P=0.05; Table 2). Similarly, more behavioral health clinics reported high
integration by participation in a Health Homes program (12.5%) than psychology (0.9%) or psychiatry practices
(0.0%, P=0.002). More behavioral health clinics also reported high integration by shared EMR, shared scheduling
system, and shared communication system, than psychology or psychiatry practices, but these results were not
significant.

Compared to non-colocated behavioral health clinics, colocated clinics had a greater number of integrated
characteristics by most other indicators than did non-colocated clinics, including shared EMRs (33.0% vs 0.0%,
P=0.01; Table 3). More colocated than non-colocated clinics reported high integration by shared scheduling systems
(33.3% vs 2.4%, P=0.04), and shared communication systems (50.0% vs 2.4%, P=0.004; Table 3).

Discussion

Rhode Island has limited behavioral health and primary care integration across all three types of behavioral health
practices. Nineteen percent, 17%, and 9% of behavioral health clinics, psychology, and psychiatry practices
respectively reported some level of integration with primary care practices. Compared to psychology and psychiatry
practices, more behavioral health clinics reported high integration across integration indicators.

Colocated behavioral health clinics exhibited higher levels of integration across all other indicators than their non-
colocated counterparts. The definition of colocation ranges broadly from separate collaborative practices to fully
integrated primary and behavioral clinician teams.”'! While the exact meaning of colocation was not defined to
survey respondents in this study, our findings suggest that colocated practices may be more likely to exhibit other
characteristics of integration than non-colocated practices, which agrees with suggestions in prior literature that
physical proximity can facilitate further practice integration.’

In this study, higher percentages of Rhode Island behavioral health clinics, compared to psychiatry and psychology
practices, report any integration with primary care. Further studies are needed to determine why such differences
exist, and to assess which indicators of integration are most important to improving outcomes.3

Although there are proven benefits to practice integration, integration is only happening at a low level in Rhode
Island. More practice integration is needed to provide high-quality care to the millions of individuals living with
cooccurring behavioral and physical health conditions. The lack of integration that we found calls for a deeper
understanding of the barriers to integration, including siloed funding for physical and behavioral health care,'® and
solutions to address these barriers, such as alternative payment models.

Limitations

The survey responses were self-reported, categorical, and subjective in nature and thus can be expected to vary in
meaning across practices. Additional detail on integration indicators, including colocation or definition of primary
care clinicians, was not provided to survey respondents. Variations in response rates between practice types as well
as low response rates for psychiatry and psychology practices may also affect the results. These findings may not
be generalizable to other states. Additionally, we studied integration from the behavioral health practice perspective
instead of from the primary care perspective.? Although integration may occur in either setting, it is possible that
surveying primary care practices may yield different results from those found in this study. Lastly, race/ethnicity
data was incompletely collected by study subjects, with 40% of race/ethnicity data unknown, which could hinder
service evaluation for vulnerable populations that are already less likely to receive integrated care.®
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Conclusion

Behavioral health and primary care integration is beginning to occur in Rhode Island, with a higher degree of
integration in licensed behavioral health clinics than in psychology or psychiatry practices, but the overall level of
integration remains low. Follow-up studies that track trends in integration, including changes in the number of
integrated practices and analysis of which integration indicators are most important to improved physical and
behavioral health outcomes, are warranted. We also recommend further study into integration from the primary care
practice perspective.

Tables and Figures

Table 1: Descriptive Characteristics of Licensed Behavioral Health Clinics (n=48)*

Total number of patients seen across sites** 28,026
Mean number of patients seen by site 667.3
Patient Race
White 14,798 (52.8)
Black 1,037 (3.7)
Other 981 (3.5)
Unknown 11,210 (40.0)
Patient Ethnicity
Non-Hispanic 14,433 (51.5)
Hispanic 1,822 (6.5)
Unknown 11,771 (42.0)
Mean Full-Time Equivalent Across Sites by Clinician Type Mean (Total)
Psychiatrists 0.52 (24.73)
Licensed clinical psychologists 0.03 (1.3)
Licensed clinical social workers 1.66 (79.65)
Marriage and family counselors 0.44 (21)
Mental health counselors 1.05 (50.2)
Clinical nurse specialists (mental health) 0.59 (28.3)
Chemical dependency professionals 24 (115)
Other mental health staff 2.31 (110.85)
Peers/recovery coaches 0.13 (6.2)
Nurse practitioners 0.24 (11.3)
Physician assistants 0.06 (3)
Nurses 2.25 (108)
Nurse care managers 0.04 (2)
Medical assistants/nursing assistants 0.38 (18)
Interpretation staff 0.15 (7)
IT staff 0.3 (14.25)
Quality improvement/data analytics staff 0.27 (12.75)

"Descriptive data is only provided for the primary study group, licensed behavioral health clinics.
"Six sites were unable to provide the total number of patients.
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Table 2: Level of Integration Among Behavioral Health Clinics, Outpatient
Psychology, and Outpatient Psychiatry Practices*

Outpatient
Psychology (n=115)

Behavioral Health

Outpatient
Clinics (n=48)

Psychiatry (n=43)

Integration
Indicator

Integration Indicator
as Defined in
the Behavioral
Health Survey

n (%)

Low

n (%)

Low

n (%)

Low

: The clinic is integrated with
Integrated with g : 46 1 110 2 3 42 1 0
a PCMH a Pa"ﬁg%f?&éﬁ,_?;ed'“' ©@8) | @1 | 1@V | @sn| 17| 26| ©7n | @3] ©00
Shared Behavioral health and
electronic primary care providers use 44 2 2 (42) 110 1 4 43 0 0
medical record | the same electronic medical | (91.7) (4.2) : (95.7) | (0.9) (3.5) (100.0) | (0.0) (0.0)
(EMR) record.
There is a scheduling
strategy that allows patients
System for | 4o be seen by a behavioral | 45 3 | oo| J05 | 8 4 42 1 0
visits health provider immediately | (93.8) | (6.3) : 913) | (5.2)| (3.5 97.7) (23) | (0.0)
after a primary care visit as
necessary.
Colocated with | [ behaviora neaith and | 42 1 5 107 | 4 4 42 1 0
primary care the same location. (87.5) | (21)| (104) | (98.0) | (3.5) | (3.5 97.7) (23) | (0.0)
Shared making both primary car 43 2 110 3 2 42 1 0
scheduling g both primary care 3(6.3)
system and behavioral health (89.6) | (4.2) 95.7) | 26)| (1.7) 97.7) (2.3) | (0.0)
Y appointments.
There is a system for
primary care providers
Shared to communicate urgent
= A 42 2 97 10 8 40 3 0
communication concerns to a behavioral 4 (8.3)
system health provider (for (87.5) | (4.2) B844) | 8.7)| (7.0 (93.0) (7.0) | (0.0)
example, a “warm
handoff’).
Partcipales | The ciinic participates in the |~ 42 0 6 114 0 1 42 1 0
program Health Homes Program.** (87.5) | (0.0) | (12.5) | (99.1) | (0.0) | (0.9) 97.7) (2.3) | (0.0)

*A level of integration of “None” indicates a survey response of “Not True” for the corresponding indicator. Similarly, “Low” integration corresponds to survey

responses of either “A Little True” or “Sometimes True,” and a “High” level of integration indicates survey responses of either “Very True” or “Always True.”

** Health Homes provides coordinated care, including primary and behavioral healthcare, for complex Medicaid beneficiaries.
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Table 3: Licensed Behavioral Health Clinics: Percent Reporting High Integration, by Colocation Status*

Colocated Non-Colocated
Primary Care Primary Care and
Integration Indicator as Defined and Behavioral Behavioral Health

Integration Indicator in the Behavioral Health Survey Health Practices Practices
(n=6 ) )

n(%) n(%)

. The clinic is integrated with a patient-
Integrated with a PCMH centered medical home (PCMH). 1(16.7) 0 (0.0) 0.13

Behavioral health and primary care
providers use the same electronic 2 (33.3) 0 (0.0) 0.01
medical record.

Shared electronic medical
record

There is a scheduling strategy that
allows patients to be seen by a
behavioral health provider immediately 0(0.0) 0(0.0)
after a primary care visit as necessary.

System for immediate visits

There is one system for making both
Shared scheduling system primary care and behavioral health 2 (33.3) 1(24) 0.04
appointments.

There is a system for primary care
Shared communication providers to communicate urgent

system concerns to a behavioral health provider 3(50.0) 1(24) 0.004
(for example, a “warm handoff”).
Participates in Health The clinic participates in the Health
Homes Program Homes Program.** 4 (66.7) 2(48) <0.001

* A“High” level of integration indicates survey responses of either “Very True” or “Always True.”
** P values were obtained using Fisher exact test.
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