
Many integrated primary care and behavioral health (PCBH) pro-
grams target specific groups of individuals at increased risk of mental disor-
ders and other chronic health conditions, including those who are uninsured, 
low-income, homeless, veterans, immigrants, Medicaid recipients, or receive 
substance use treatment (Butler et al., 2008). Due to the spectrum of health 
needs among these populations, traditional primary care in and of itself may not 
provide the breadth of services necessary for individuals to maintain their health 
and well-being. Similarly, specialty behavioral health care settings may be unable 
to provide sufficient medical services to meet the physical health conditions of 
these populations. Therefore, to simultaneously address both the physical and 
behavioral health care needs of various populations, a number of integrated 
PCBH models have been developed and implemented throughout the United 
States. 

The four quadrant clinical integration framework (see table 1) was cre-
ated to demonstrate the type of health care setting best suited to meet 
the needs of patients based on their level of risk for or the complexity of 
their physical and behavioral health conditions (Collins, Hewson, Munger, 
& Wade, 2010; Mauer, 2006). In a recent Milbank Memorial Fund report 
regarding models of behavioral health care integration in primary care, 
Collins et al. (2010) connected the four quadrants to the continuum of 
integrated care models, indicating that patients at higher risk of or with 
more complex health needs may be better served by more fully integrated 
models of care. 

The continuum of integrated care models described by Collins et al. (2010) is 
generally segmented into three broader model categories: coordinated, co-
located, and integrated. Specific model features, such as the level of communica-
tion and collaboration between staff members, staffing requirements, services 
provided, and screening and assessment tools utilized, may vary depending on 
the level of health system integration. Consequently, integrated PCBH models 
may be further differentiated within the three broad model types. Models within 
each of these three types as delineated by Collins et al. (2010) are described in 
the supplement document.
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“I know [the integrated health 
care team] gave us a survey when 
we first came in, [about] how 
do you feel, and I was so down 
in the dumps about everything, 
everything was so scattered, and 
I was seeing a specialist over 
here and a specialist over there. 
I [thought] I don’t feel like I’m 
ever going to get better. I [have] 
felt a lot differently about that 
lately. It just feels so much more 
manageable that people are 
talking to each other, and even 
though not everything is in the 
same building, [the integrated 
health care team members] are 
right next to each other. It’s all 
right there.” 

A patient who received 
integrated health services 
in Grand Rapids, Michigan 
(September 2010)

Table 1. Four quadrants of clinical integration based on patient needs  
(adopted from Collins et al., 2010; Mauer, 2006)
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Patients with high behavioral health and low 
physical health needs

Served in primary care and specialty mental 
health settings

(Example: Patients with bipolar disorder and 
chronic pain)

Note: When mental health needs are stable, 
often mental health care can be transitioned 
back to primary care.

QUADRANT IV

Patients with high behavioral health 
and high physical health needs

Served in primary care and specialty 
mental health settings

(Example: Patients with schizophrenia 
and metabolic syndrome or hepatitis C) 

QUADRANT I

Patients with low behavioral health and low 
physical health needs

Served in primary care settings

(Example: Patients with moderate alcohol 
abuse and fibromyalgia)

QUADRANT III

Patients with low behavioral health and 
high physical health needs

Served in primary care settings

(Example: Patients with moderate 
depression and uncontrolled diabetes)
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Altarum Institute established a partnership with Cherry 
Street Health Services, a federally-qualified health center 
based in Grand Rapids, Michigan, as part of the Community 
Health Center Innovation Mission Project (CHCI-MP). At the 
time this partnership was formed, the health center had 
arranged for the launch of an integrated primary care and 
behavioral health initiative with two other community-based 
health organizations, Touchstone innovarè and Proaction 
Behavioral Health Alliance. These two organizations focus 
on the delivery of mental health and substance use services, 
and they are supported by the Kent County mental health 
authority, network180. Through Altarum’s 2-year partnership 
with Cherry Street Health Services, beginning in 2009, strate-
gic planning support and technical assistance related to the 
initiative’s evaluation were provided. 

As the three partner organizations collaboratively implement 
the integration initiative, four shared elements have been 
identified as collectively moving the initiative forward. These 
include (1) the adaptation of the chronic care model, (2) an 
established network of partnerships, (3) the strategic invest-
ment of organizational resources, and (4) a commitment to 
meet the community’s chronic health care needs. Together, 
these characteristics have served as the foundation for the 
initiative’s four chronological stages: integration develop-
ment, piloting, sustainability, and replication.

During the CHCI-MP, Altarum was involved with and studied 
the first development phase of the integration initiative. 
This phase primarily consisted of planning the initiative and 
testing an integrated care model with a small number of 
patients. The larger scale pilot phase is expected to begin in 
October 2011. In this phase, the three organizations will inte-
grate primary care and behavioral health with an increased 
number of health professionals and adult patients with 
chronic health conditions at the recently constructed Heart 
of the City Health Center. By continuously monitoring, evalu-
ating, and transferring knowledge regarding the initiative to 
various stakeholders, the aim of the initiative is to establish 

and sustain a fully integrated health care system. In doing so, 
it is hoped that the initiative will positively affect the health 
status of vulnerable individuals and the community that sur-
rounds them. Figure 1 visually depicts this change theory.

At the beginning of the initiative’s development, staff mem-
bers from across the three organizations were selected 
by executive leaders or volunteered to participate in one 
or more workgroups based on their interest in the initia-
tive and their areas of expertise. Eleven workgroups were 
established to address the following aspects of the initiative: 
Culture Change, Curriculum, Client Selection, Information 
Technology, Evaluation, Finance, Leadership, Practice 
Management, Space, and Staff Selection. Each workgroup 
had one leader and two to four other members. The activi-
ties and deadlines that each workgroup was held responsible 
for by executive leaders generally dictated the amount of 
time required of those organizational staff members and the 
frequency with which their groups met. Workgroup lead-
ers began meeting with the three organizations’ executive 
leaders and the manager of the initiative on a monthly basis 
several months following the formation of the workgroups. 
Staff members who participated in the workgroups were 
not compensated or provided with release time for activities 
related to the initiative; however, the three organizations 
were perceived across organizational staff members to have 
dedicated various resources, including building space, staff, 
and information technology, to the initiative’s development.

Those staff members who served as part of the integration 
development team were selected by the executive leaders 
at the three organizations and were provided with release 
time from their current positions beginning in February 2010. 
From February to May 2010, these staff members underwent 
a series of training modules designed to increase the team’s 
cohesion, their knowledge of common chronic health con-
ditions, and their skills related to the provision of various 
primary care and behavioral health treatment modalities. In 
June 2010, this interdisciplinary team of health professionals 

Figure 1. Integration initiative theory of change
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began delivering integrated health care to a convenience 
sample of adult patients with co-occurring mental disorders, 
substance use conditions, or other chronic diseases, such as 
type 2 diabetes, hypertension, and asthma. 

From May 2010 to March 2011, a total of 15 patients were 
enrolled to receive integrated health services. The range of 
chronic health conditions that these patients were diagnosed 
with was three to 15, with patients having an average of eight 
chronic health conditions at any given time during this period. 
A summary of the most common chronic health conditions 
diagnosed among these patients is provided in table 2.

Although primary care and behavioral health services were 
not delivered in the same building, the locations where pri-
mary care and behavioral health services were accessible 
(within one block of each other). The chronic care model was 
used as the overarching conceptual framework guiding this 
initiative; however, the model through which integrated care 
was delivered to patients was commonly perceived among 
organizational staff members to be a coordinated, disease 
management hybrid. Within this hybrid approach, the health 
professionals involved were not co-located. Rather, partici-
pating staff members coordinated the delivery of a full range 
of primary care and behavioral health services intended 
to enhance patients’ abilities to self-manage their chronic 
health conditions and become less burdened by the symp-
toms of their chronic health conditions. Most organizational 
staff members indicated that when the initiative expands 
to serve a larger number of patients in the new Heart of the 
City Health Center building, that the model of care delivered 
would become increasingly integrated. They felt that, as 
the effort grew in scale and co-location occurred, the result 
would be more fully integrated systems processes and highly 
individualized, broad-based preventive patient care.

During the development phase, organizational staff mem-
bers, including workgroup members and those who deliv-
ered integrated care, perceived a range of factors that helped 

and hindered the initiative’s progression. According to the 
literature reviewed on integrated health care and other 
organizational redesign efforts, such factors are known to 
originate in and influence one or multiple level(s) of health 
care systems (Kaplan et al., 2010). Furthermore, the influence 
of such factors are typically impacted by those individuals or 
actors who are involved in planning and implementing major 
redesign initiatives, such as the integration of PCBH (Kirchner 
et al., 2010). For a summary of those factors found to help 
and hinder integrated PCBH in this case study and substanti-
ated by the literature reviewed, see table 3. 

Organizational staff members generally described positive 
experiences related to their involvement with the initiative 
during the development phase. Among both workgroup 
members and staff members who delivered integrated care 
to patients, their initial experiences with the initiative were 
the most commonly described in terms of the following:

 � Gaining an improved understanding of integrated 
primary care and behavioral health through training 
and communication with executive leaders and senior 
management;

Table 3. Common barriers and facilitators to domestic  
PCBH integration

PCBH Integration Barriers PCBH Integration Facilitators

Lack of awareness and under-
standing of integrated PCBH 
among organizational staff 
members

Awareness and understanding of 
integrated PCBH among organiza-
tional staff members

Cultural differences between 
primary care and behavioral 
health organizations and 
staff members (e.g., organiza-
tional processes, staff mem-
bers’ attitudes, and clinical 
orientations)

Buy in and positive attitudes 
toward integrated PCBH among 
organizational staff members

Limited leadership (i.e., lack 
of guidance concerning staff 
members’ roles and respon-
sibilities, lengthy or unclear 
decisionmaking processes)

Support from organizational lead-
ers (i.e., the investment of organi-
zational resources and guidance 
provided to those staff members 
involved with PCBH integration)

Lack of resources, including 
fiscal resources and protected 
or dedicated staff time, for 
integrated PCBH

Collaboration among staff mem-
bers, regardless of their respective 
disciplines, to complete necessary 
tasks or duties related to PCBH 
integration

Competing priorities (i.e., other 
job responsibilities or involve-
ment with other organiza-
tional initiatives constricting 
available time)

Standardization of clinical and 
operational processes related to 
integrated PCBH delivery

Difficulties standardizing oper-
ational and clinical processes, 
particularly those related 
to reimbursement, across 
organizations

Federal, state, and local govern-
mental policies and programs 
supporting integrated PCBH (e.g., 
the health home provision of the 
health reform legislation)

Table 2. Summary of the most common chronic health 
conditions diagnosed among patients

Health condition
Number of patients 
with the condition

Hypertension 8

Schizoaffective disorder 8

Hyperlipidemia 6

Gastro esophageal reflux disease 6

Asthma 5

Chronic back pain 4

Bipolar 1 4

Insulin dependent diabetes mellitus 4

Type 2 diabetes 4
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 � Perceiving the benefits of integrated health care, both for 
patients as well as the three partner organizations, and 
wanting to be involved with the initiative to support its 
progression;

 � Increasingly communicating and collaborating with 
staff members both within the given staff member’s 
organization and with staff members at the other two 
partner organizations; and 

 � Perceiving increased standardization in operational and 
clinical processes related to the initiative, such as the 
development of a uniform health record as well as intake 
and referral processes. 

Patients who received integrated health care during the 
initiative’s development phase similarly expressed positive 
experiences with regard to the care they received. Patients 
most commonly indicated that their awareness of their 
chronic health conditions along with ways to self-manage 
these conditions had improved during their time receiving 
integrated health care. Patients also frequently expressed 
that their self-efficacy and activation related to the self-
management of their conditions had increased, as had their 
adherence to medication regimens, healthy eating habits, 
and exercise. Some patients further attributed reductions 
in their use of inpatient care and symptoms of their chronic 
conditions, such as blood pressure, panic attacks, and hemo-
globinA1C levels, to the integrated care that they received. 
Similar short-term outcomes have been documented by 
others (Krause et al., 2006) along with longer-term outcomes 
reflective of improvements in patients’ actual health status as 
well as organizational effectiveness (Butler et al., 2008; Collins 
et al., 2010). 

Though limited by the qualitative nature of the information 
gathered and the formative phase of the initiative to inte-
grate primary care and behavioral health that was studied, 
this case study’s findings both substantiate what has been 
previously demonstrated in the literature on similar endeav-
ors and suggest that the next, larger scale piloting phase 
of the initiative may be fruitful for both organizational staff 
members and patients. As illustrated by both the amount 

of resources and time invested to launch this initiative, the 
following phase will likely be subject to its own challenges. 
After all, the colloquialism change is hard, rings true more 
often than not. Given this reality, it may be more appropri-
ate to view efforts to integrate primary care and behavioral 
health in health care systems through a lens of iterative, con-
tinuous transformation rather than as a single-step initiative 
fundamentally changing all aspects of service delivery and 
management. Leaders with the former perspective may be 
better able to foster organizational cultures conducive to the 
sustainability of primary care and behavioral health integra-
tion insofar as the systems that these leaders operate within 
are able to continually adapt to the ever-changing environ-
ments surrounding them.
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