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Primary care has been the prin-
cipal mental health system 
for decades, delivering up to 

80% of psychiatric care in the Unit-
ed States.1 Family medicine has em-
braced this central role of providing 
quality behavioral health (BH) care. 

The Accreditation Council on Gradu-
ate Medical Education requires sig-
nificant behavioral training during 
family medicine residency (FMR),2 

and FMR graduates deliver more 
BH care than other primary care 
specialties.3

Despite this, BH care in prima-
ry care clinics has been limited in 
quality and reach.4,5 Integration of 
behavioral health professionals into 
primary care settings is a major or-
ganizational strategy that addresses 
gaps in mental health care.6 Behav-
ioral health integration (BHI) has 
been found to improve patient satis-
faction,7 reduce costs,8 and improve 
social function for patients with de-
pression.9 In 2013, SAMSHA de-
scribed six levels of BHI grouped into 
three broad categories: collaboration, 
colocation, and integration. Collabo-
ration is characterized by physically 
distant primary care and behavioral 
providers with varying communica-
tion. Colocation describes physical 
proximity with diverse care struc-
tures. Full integration is intention-
al team care with warm handoffs, 
shared records, and multidisciplinary 
care coordination.10 

FMRs are integrating BHI into 
their continuity clinics and curricu-
lum, but research on BHI curricu-
la and penetration is sparse.11 BHI 
training in family medicine resi-
dencies (FMRs) increases resident 
knowledge and confidence,12 and res-
idents identify working with inter-
disciplinary behavioral providers as 
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a strength of a BH rotation.13 Ed-
ucators have proposed model BHI 
curricula for medical and psychiatry 
residents.14 After one pilot program, 
97% of residents reported an inten-
tion to practice integrated care after 
graduation.15 Assessment of the cur-
rent state of BHI in FMRs across the 
country will better inform curricu-
lum. We surveyed program directors 

about BHI in the family medicine 
centers (FMCs) where residents pro-
vide continuity care, including the 
degree of integration, training activi-
ties, and type of educators involved 
in residency-based BHI curricula. We 
aimed to characterize the degree of 
BHI and its relationship to BH ac-
tivities and teachers in FMRs.

Methods
Measures
FMR program directors were 
emailed a link to the 2017 CERA 
survey.16,17 A total of 261 of 478 (45%) 
of program director members of the 
Council of Academic Family Medi-
cine contacted completed the sur-
vey. Table 1 details the demographic 
questions including residency type, 

Table 1: Demographic Summary of Residency Directors (N=261)

Variables n (%), Mean (SD)

Type of Residency Program, n (%)

University-based 45 (17.2)

Community-based, university-affiliated 169 (64.8)

Community-based, nonaffiliated 36 (13.8)

Military 9 (3.5)

Missing 2 (0.8)

Location of Residency (State), n (%)

Northeast (NH, MA, ME, VT, RI, CT, NY, PA, NJ) 45 (17.2)

South (FL, GA, SC, NC, VA, DC, WV, DE, MD, KY, TN, MS, AL, OK, AR, LA, TX) 78 (29.9)

Midwest (WI, MI, OH, IN, IL, ND, MN, SD, IA, NE, KS, MO) 72 (27.6)

West (MT, ID, WY, NV, UT, AZ, CO, NM, WA, OR, CA, AK, HI) 62 (23.8)

Puerto Rico 1 (0.4)

Missing 3 (1.6)

Community Size, n (%)

Small (<30,000 to 74,999) 63 (24.1)

Medium (75,000 to 499,999) 121 (46.4)

Large (≥500,000) 75 (28.7)

Missing 2 (0.8)

Proportion of Residents Graduating From Non-US Medical Schools, n (%)

0-24% 135 (51.7)

25-49% 46 (17.6)

50-74% 40 (15.3)

75-100% 34 (13.0)

Missing or don’t know 6 (2.3)

Years serving as program director, mean (SD) 6.3 (5.9)

Gender, n (%)

Female 104 (39.9)

Male 153 (58.6)

Missing 4 (1.5)

Number of Residents in Program as of October 2015, n (%)

<19 87 (33.3)

19-31 128 (49.0)

>31 45 (17.2)

Missing 1 (0.4)
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region, community size, residency 
size, and program director charac-
teristics. 

Participants selected one of six 
multiple-choice descriptions of BHI 
at the residency’s FMC which were 
then compressed into a three-tiered 
model following the SAMHSA frame-
work. Minimal coordination and ba-
sic collaboration at a distance were 
grouped as collaboration. Basic col-
laboration onsite and close collab-
oration onsite with some systemic 
integration were grouped as coloca-
tion. Close collaboration approaching 
an integrated practice and full col-
laboration in a transformed/merged 
practice were grouped as full integra-
tion10. Respondents indicated which 
BH activities occurred in the FMC 
and which types of professional pro-
viders taught BH to residents. This 
CERA study was approved by the 
American Academy of Family Phy-
sicians Institutional Review Board.

Analysis
Characteristics of program direc-
tors and BHI questions were sum-
marized using one-way frequencies 
and means. Associations between the 
reported degree of BHI offered (col-
laboration vs colocated vs full inte-
gration) and characteristics of BHI 
offered at sites were assessed us-
ing chi-square tests for categorical 
variables and one-way ANOVA with 
Tukey honest significant difference 
(HSD) post hoc comparisons for con-
tinuous variables. If cell sizes less 
than five were present for categorical 
variable comparisons, Fisher exact 
tests were used. All analyses were 
conducted at an alpha=0.05 level us-
ing SAS v9.4 (SAS Institute, Cary, 
NC).

Results
Table 1 describes the demograph-
ics of the program directors and 
FMRs. FMRs most often were 

community-based with a university 
affiliation, in a medium-size commu-
nity, with 19 to 31 residents. FMRs 
from the Northeast were the small-
est proportion of the sample. 

Table 2 demonstrates that most 
FMRs reported either colocated 
(33.7%) or fully integrated BH care 
(44.1%). About 90% of FMCs had 
more than one type of BH facul-
ty. Family physicians and psychia-
trists most frequently taught BH 
skills, while licensed counselors and 
marriage and family therapists were 
least utilized. There was no signifi-
cant difference in the degree of inte-
gration by program type, geographic 
region, community size, or program 
size (results not shown). 

Table 3 demonstrates that the 
use of all individual BHI activities 
in FMRs was positively associated 
(all P<.003) with increased degree 
of BHI. Average number of differ-
ent BH activities also increased with 

Table 2: Summary of Behavioral Healthcare Integration (BHI) Questions (N=261)

Variables n (%)

Degree of IBH in Residency Program

Collaboration 32 (12.3)

Colocated 88 (33.7)

Full integration 115 (44.1)

Missing 26 (10.0)

Type of BH Activity at Primary FMC (check all that apply)

Warm handoffs (PCP directly introduces behaviorist to patient) 177 (67.8)

Same day BH consultation 142 (54.4)

Primary care physician champion for BH 123 (47.1)

Psychiatry on site at least part time 94 (36.0)

Shared health records between primary care and BH 164 (62.8)

Behaviorists assist with both mental and physical health problems 150 (57.5)

Population health teams include both primary care and BH 90 (34.5)

No. of types of BH activities, mean (SD) 3.6 (2.3)

Types of BH Teachers (check all that apply)

Family medicine attending physicians (MD, DO) 215 (82.4)

Psychiatry (MD, DO) 166 (63.6)

Psychology (PhD) 164 (62.8)

Social work (MSW) 141 (54.0)

Licensed counselors (LCPC) 68 (26.1)

Marriage/medical family therapy (MFT) 39 (14.9)

No. of BH teacher types, mean (SD) 3.0 (1.5)
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degree of collaboration (P<.0001). A 
greater proportion of both fully inte-
grated (75.7%) and colocated (71.6%) 
programs used psychologists to teach 
BH compared to collaborative pro-
grams (43.8%) but no other differ-
ences in types of professionals were 
found. The mean number of BH edu-
cator types was similar for colocated 
and fully integrated programs (3.3 
and 3.6, respectively) with both sig-
nificantly higher when compared to 
collaborative programs (mean=2.6). 

Conclusions
Most FMR program directors in this 
study report colocated or fully inte-
grated BH care in their FMCs, and 
most FMRs provide residents with 

training from at least three different 
types of BH professionals. This high 
level of integration was seen across 
all program types and regions. This 
high penetration of BHI into FMR 
education was simultaneously sur-
prising and reassuring to the au-
thors.

The 12.3% of programs in the 
collaboration phase notably lack 
warm handoffs, same-day consulta-
tion, and shared electronic health re-
cords. Those residencies differ from 
more integrated residencies in the 
absence of psychologists, social work-
ers, licensed counselors or marriage 
or medical family therapists. Inclu-
sion of these processes and personnel 
would advance their BHI. 

Programs were generally low in 
psychiatry exposure and population 
health. Previous work indicated that 
family medicine residents perceive 
a lack of pharmacology and family 
systems education during residen-
cy.13 The diversity of BH teachers in-
dicated in this study may be better 
targeted to fill those gaps. 

Residencies with full BHI may 
consider using a similar interprofes-
sional model to provide health care 
in other areas, or focusing on sup-
porting BHI-trained residents with 
the transition into practice.

This study was limited by the 
sample size and self-report design. 
Objective assessment of BHI within 
FMR clinics would add validity to 

Table 3: Association of Degree of BHI, Type of BH Offered, and Type of Professional Teaching BH (n=235)1

Variables, n (%) or Mean (SD) Collaboration (n=32) Colocated (n=88) Full Integration 
(n=115)

P Value

Type of BH Activity at Primary 
Site (check all that apply)

Warm handoffs (PCP directly introduces 
behaviorist to patient)

7 (21.9) 67 (76.1) 103 (89.6) <0.00013

Same day BH consultation 3 (9.4) 39 (44.3) 100 (87.0) <0.00014

Primary care physician champion for BH 12 (37.5) 38 (43.2) 73 (63.5) 0.0033

Psychiatry on site at least part time 4 (12.5) 24 (27.3) 66 (57.4) <0.00014

Shared health records between primary care 
and BH

10 (31.3) 53 (60.2) 101 (87.8) <0.00013

Behaviorists assist with both mental and 
physical health problems

10 (31.3) 51 (58.0) 89 (77.4) <0.00013

Population health teams include both primary 
care and BH

3 (9.4) 12 (13.6) 75 (65.2) <0.00014

No. of types of BH activities, mean (SD)2 1.5 (1.2)a 3.2 (1.5)b 5.3 (1.6)c <0.00015

Types of BH Teachers (check all that apply)

Family medicine attending physicians (MD, 
DO)

27 (84.4) 79 (89.8) 109 (94.8) 0.1343

Psychiatry (MD, DO) 20 (62.5) 57 (64.8) 89 (77.4) 0.0823

Psychology (PhD) 14 (43.8) 63 (71.6) 87 (75.7) 0.0023

Social work (MSW) 15 (46.9) 50 (56.8) 76 (66.1) 0.1083

Licensed counselors (LCPC) 4 (12.5) 27 (30.7) 37 (32.2) 0.0854

Marriage/medical family therapy (MFT) 3 (9.4) 14 (15.9) 22 (19.1) 0.4134

No. of BH teacher types, mean (SD)2 2.6 (1.1)a 3.3 (1.2)b 3.6 (1.1)b <.00015

1n=26 excluded from analysis; 26 missing IBHC degree 

2 Means with different subscripts are significantly different using Tukey’s post hoc comparisons (adjusted P<0.05)

3 Chi-square test

4 Fisher exact test

5 One-way ANOVA
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the initial characterization described 
here. 

This study demonstrates that 
the concept and practice of BHI in 
FMRs is now well established. Maxi-
mization of each of these elements of 
BHI can improve patient care in the 
FMR clinic, and better prepare fami-
ly medicine residents to enter a prac-
tice that provides behavioral health 
care in the primary care setting.   

ACKNOWLEDGMENTS: The authors wish to 
thank Kent Bream and Mario DeMarco from 
the University of Pennsylvania’s Department 
of Family Medicine and Community Health 
for their contributions to the conceptual de-
velopment of the survey and conceptual mod-
els driving analyses, and Ian Bennett as our 
CERA mentor.

FUNDING: This project was supported by the 
Health Resources and Services Administra-
tion (HRSA) of the US Department of Health 
and Human Services (HHS) under grant 
T0BHP30018 (Drs Jacobs and Brieler) and 
UH1HP29964 (Drs Betancourt and Cronholm) 
for Primary Care Training and Enhancement. 
This information or content and conclusions 
are those of the authors and should not be 
construed as the official position or policy of, 
nor should any endorsements be inferred by 
HRSA, HHS or the US Government.

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Jacobs, Saint Louis University 
Department of Family and Community Medi-
cine, 1402 S. Grand Blvd, St Louis, MO 63104. 
314-977-8491. Fax: 314-977-5268. Christine.
jacobs@health.slu.edu.

References
1.  Regier DA, Goldberg ID, Taube CA. The de 

facto US mental health services system: a pub-
lic health perspective. Arch Gen Psychiatry. 
1978;35(6):685-693.  

2.  Accreditation Council for Graduate Medical 
Education. ACGME program requirements 
in family medicine. http://www.acgme.org/Por-
tals/0/PFAssets/ProgramRequirements/120_
family_medicine_2017-07-01.pdf?ver=2017-06-
30-083354-350Accessed8/17/17.

3.  Brieler JA, Scherrer JF, Salas J. Differences in 
prescribing patterns for anxiety and depression 
between General Internal Medicine and Fam-
ily Medicine. J Affect Disord. 2015;172:153-158. 

4.  Stein MB, Sherbourne CD, Craske MG, et 
al. Quality of care for primary care patients 
with anxiety disorders. Am J Psychiatry. 
2004;161(12):2230-2237.  

5.  Bradford DW, Kim MM, Braxton LE, Marx 
CE, Butterfield M, Elbogen EB. Access to 
medical care among persons with psychotic 
and major affective disorders. Psychiatr Serv. 
2008;59(8):847-852.  

6.  American Psychiatric Association. Dissemina-
tion of integrated care within adult primary 
care settings. 2016. https://www.integration.
samhsa.gov/integrated-care-models/APA-APM-
Dissemination-Integrated-Care-Report.pdf Ac-
cessed November 29, 2017.

7.  Solberg LI, Crain AL, Maciosek MV, et al. 
A stepped-wedge evaluation of an initiative 
to spread the collaborative care model for 
depression in primary care. Ann Fam Med. 
2015;13(5):412-420.  

8.  Fisher L, Dickinson WP. Psychology and pri-
mary care: new collaborations for providing 
effective care for adults with chronic health 
conditions. Am Psychol. 2014;69(4):355-363. 

9.  Woltmann E, Grogan-Kaylor A, Perron B, 
Georges H, Kilbourne AM, Bauer MS. Compar-
ative effectiveness of collaborative chronic care 
models for mental health conditions across 
primary, specialty, and behavioral health care 
settings: systematic review and meta-analysis. 
Am J Psychiatry. 2012;169(8):790-804. 

10.  Heath B, Wise Romero P, and Reynolds K. A 
review and proposed standard framework for 
levels of integrated healthcare. Washington, 
DC: SAMHSA-HRSA Center for Integrated 
Health Solutions. March 2013. https://www.
integration.samhsa.gov/integrated-care-
models/A_Standard_Framework_for_Lev-
els_of_Integrated_Healthcare.pdf. Accessed 
November 25, 2017.

11.  Blount FA, Miller BF. Addressing the work-
force crisis in integrated primary care. J Clin 
Psychol Med Settings. 2009;16(1):113-119. 

12.  Hemming P, Hewitt A, Gallo JJ, Kessler R, 
Levine RB. Residents’ confidence providing 
primary care with behavioral health integra-
tion. Fam Med. 2017;49(5):361-368. 

13.  Zubatsky M, Brieler J, Jacobs C. Training expe-
riences of family medicine residents on beavior-
al health rotations. Fam Med. 2017;49(8):635-
639. 

14.  Smith RC, Laird-Fick H, D’Mello D, et al. Ad-
dressing mental health issues in primary care: 
an initial curriculum for medical residents. 
Patient Educ Couns. 2014;94(1):33-42. 

15.  Hill JM. Behavioral health integration: trans-
forming patient care, medical resident educa-
tion, and physician effectiveness. Int J Psychia-
try Med. 2015;50(1):36-49.

16.  US Census Bureau. Census Regions and Di-
visions of the United States. https://www2.
census.gov/geo/pdfs/maps-data/maps/reference/
us_regdiv.pdf. Accessed August 28, 2017.

17.  Mainous AG III, Seehusen D, Shokar N. CAFM 
Educational Research Alliance (CERA) 2011 
Residency Director survey: background, meth-
ods, and respondent characteristics. Fam Med. 
2012;44(10):691-693. 


