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Abstract

To support implementation of integrated behavioral health care (IBHC) models in local settings,
providers may benefit from clinical decision-making support. The present analysis examines per-
spectives on patient characteristics appropriate or inappropriate for, and currently managed within,
IBHC at a large medical center to inform recommendations for provider decision-making. Twenty-
four participants (n= 13 primary care providers; n=6 behavioral health providers; n=5 admin-
istrators) in an IBHC setting were interviewed. Thematic analysis was conducted with acceptable
interrater reliability (k= 0.75). Responses indicated behavioral health symptom and patient charac-
teristics that impact perceptions of appropriateness for management in IBHC, with high variability
between providers. Many patients with characteristics identified as inappropriate for IBHC were
nonetheless currently managed in IBHC. Interactions between patient ability to engage in care and
provider ability to manage patient needs guided decisions to refer a patient to IBHC or specialty
care. A heuristic representing this dimensional approach to clinical decision-making is presented
to suggest provider decision-making guidance informed by both patient and provider ability.
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Introduction

Limited access to, and minimal engagement in, specialty behavioral health care upon referral
from primary care has long been documented in the literature.'~> Integrated behavioral health care
(IBHC), a term that encompasses a large spectrum of mental health care models in which behavioral
health providers serve patients from primary care settings,®’ demonstrates improved referral, follow-
up, and treatment initiation rates for behavioral health care in comparison to specialty behavioral
health care,>3'% as well as high rates of engagement.'! A growing body of research demonstrates
the superiority of IBHC models compared to “usual” primary care, including clinical outcomes,
functioning, satisfaction, treatment adherence, and quality of life.!>»

Based on this evidence, IBHC has the potential to increase engagement in and effectiveness of
behavioral health care across a variety of behavioral health conditions. As such, integrated models
of care have been adopted widely in the USA.?*?” However, without the support and structure of
grant funding and research protocols, IBHC models that demonstrate success in research settings
may not be feasible and efficacious in real-world settings.®>! While this “research-to-practice”
gap**~* is not unique to IBHC,* bridging the gap by adapting and specifying the IBHC model to
unique settings has the potential to improve care provision and support health outcomes.*®

Provider clinical decision-making, primarily deciding whether a patient should be referred to inte-
grated behavioral health or specialty care, is a particular area in which adaptation and specification
may help bridge research-to-practice gaps. In research studies, providers are supported by highly
structured, limited, and predetermined inclusion criteria for IBHC management, while providers in
real-world settings are tasked with making clinical decisions without similar guidance.®’ Primary
care providers (PCPs) in real-world clinics may have insufficient training or experience assessing
behavioral health conditions™ to evaluate behavioral health needs®’ and severity in the context of
IBHC programs’® without additional support.

In addition, patient participants in many IBHC research studies are typically higher functioning,
have less severe and complex illness, and are less demographically diverse than populations served
in real-world settings.*®* Many studies limit inclusion to a single behavioral health condition, typi-
cally depression or anxiety disorders,*’ and tend to exclude patients experiencing acute suicidality
or those with comorbid psychotic, bipolar, trauma-related, or substance use disorders.>*'=* Without
research protocols that automatically refer patients with diverse conditions, complex illness, or
emergent needs to specialty care, providers may lack clear guidelines for deciding whether a patient
is appropriate for IBHC or better served in specialty behavioral health care.

In addition, some IBHC models rely on a stepped-care approach, in which patients are first man-
aged within IBHC for low-intensity interventions and are then referred to specialty behavioral health
care for higher-intensity intervention if indicated.®*’However, real-world IBHC clinics may not be
equipped to manage more severe or complex behavioral health conditions at the first step of care.
Rather, in many real-world care settings, some patients are managed within IBHC programs while
others are directly referred to specialty care.** This discrepancy between traditional stepped-care
approaches to clinical decision-making (e.g., referring all patients to IBHC first) and real-world
practice can contribute to the lack of guidance for providers.

Without clear guidance, providers must independently determine which patients are appropriate
for management in IBHC and which patients should receive a referral to specialty behavioral health
care. In local IBHC clinics, there are a myriad of factors that could influence provider decisions
to manage a patient in IBHC or refer to specialty behavioral health care (e.g., burden of patients,
availability of behavioral health interventions, access to behavioral health providers in IBHC versus
specialty care, provider confidence in assessing behavioral health needs). Thus, the present analy-
sis examines provider perspectives on patient presentations appropriate for management in IBHC
or referral to specialty behavioral health care, within a real-world IBHC setting. Specifically, the
authors leveraged a phenomenological approach® to qualitative analysis in order to identify factors
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that influence provider decisions to refer a patient to IBHC or directly to specialty behavioral health
care. The authors present their process and resulting decision-making model to provide an example
to support clinical decision-making in local primary care settings moving toward the integration
of behavioral health care.

Methods
Study Setting

Researchers interviewed providers and administrators in two adult primary care clinics housed
within Boston Medical Center, a large, urban academic medical center which represents the largest
source of safety-net care in the local area and surrounding communities.*® Data previously collected
by Boston Medical Center characterized the patient population. Seventy-two percent of patients
were considered underserved, including low-income and elderly populations.*’ Seventy percent were
people of color, and 33% were Black.*® Thirty-two percent of patients had a primary language that
was not English,*” and about a quarter of families served experienced housing insecurity.*® Patients
often presented to care with complicated life experiences, unmet psychosocial needs, and comorbid
behavioral and physical health conditions.*®

Patients served at Boston Medical Center were more demographically diverse,*” and experienced
higher comorbidity*® and severity® than those typically represented in research studies, which
often have stringent inclusion and exclusion criteria. Given stark differences between the patient
population served in IBHC at Boston Medical Center and those described in many IBHC research
studies, this qualitative investigation may elucidate characteristics that inform provider decisions to
refer patients to IBHC or to specialty behavioral health care while adopting IBHC models to serve
real-world patient populations.

Participants and Procedures

Researchers analyzed semi-structured interviews conducted with 24 participants (n=13 primary
care providers; n =6 behavioral health providers; n =5 administrators) working in IBHC at Boston
Medical Center, a large urban academic medical center, over a 6-month interval in 2017.* The
process of adopting IBHC at Boston Medical Center began in 2013-2014. As discussed by Prom
et al.,* a lack of consistent practice in IBHC implementation limited the integration approach of
the primary care clinics at Boston Medical Center. Notably, the local needs and available resources
resulted in adaptation and integration of aspects from multiple different standardized IBHC models.
As such, the result was a hybrid of multiple different models, including collaborative care models
(CCMs) that involve collaboration between behavioral health teams and primary care physicians
to provide stepped care management and coordination with specialists and community resources,”
co-located collaborative care models that integrate behavioral health teams within primary care
clinics,”! primary care behavioral health (PCBH) models that integrate behavioral health clinicians
as consultants into the primary care team,>” and screening, brief intervention and referral to treat-
ment (SBIRT) models that involve behavioral health assessment and brief intervention in primary
care followed by specialty care referral.’* Implementation of a hybrid IBHC model may provide an
example of how IBHC implementation in real-world settings may differ from implementation in
research settings, as the use of specific IBHC protocols may not be conducive to implementation in
real-world settings with fewer resources.*

Providers and administrators who participated in the present research worked or provided con-
sultation within IBHC programs in either General Internal Medicine (GIM) or Family Medicine
(FM) primary care clinics. Providers and administrators included primary care physicians (PCPs),

Characteristics Impacting Clinical Decision-Making in Integrated Behavioral Health Care SMITH ET AL.



behavioral health social workers (BHSWs), psychiatrists, and nurse practitioners. Administrators
had dual roles as direct clinical care providers, in addition to managing clinic setting and directing
care implementation. PCPs and administrators screened patients for behavioral health concerns
in primary care and referred patients to IBHC through the electronic system or through a “warm
hand-off” to a behavioral health social worker (BHSW) or directly to specialty behavioral health
care through the electronic system. For patients referred to IBHC, BHSWs conducted one 45-min
assessment and provided three to five 30-min follow-up sessions or referred to specialty behavioral
health care. Psychiatrists and nurse practitioners with primary roles within the specialty behavioral
health (i.e., psychiatry) clinic at Boston Medical Center acted as consultants for PCPs or BHSWs
within GIM and FM primary care clinics.*’ Provider training in IBHC varied and depended on
which supervisor completed provider on-boarding, the provider’s role, and the specific clinic.*
High provider turn-over contributed to heterogeneity in training.*> Additional details describing
the implementation of IBHC within primary care clinics at Boston Medical Center are published
elsewhere.*

Table 1 presents participants’ roles, settings, and genders. Due to the small number of BHSW and
psychiatrist participants, the authors describe both BHSWs and psychiatrists as behavioral health
providers to protect their confidentiality. Table 1 specifies the setting of participants’ primary role,
such that behavioral health providers primarily based in the specialty behavioral health clinic were
categorized within the specialty behavioral health setting, despite providing consultation within
GIM and FM clinics. Participants were recruited by purposive sampling through email requests to
all PCPs, behavioral health providers, and administrators within the FM and GIM IBHC programs.
Sample size was determined in two ways, depending on role. Behavioral health provider and admin-
istrator sample size was determined by availability and agreement to participate. Informed consent
was obtained from all providers and administrators who participated in the present research. A total
of 41 behavioral health providers were contacted and 6 (14.6%) participated. All five (100%) admin-
istrators involved in IBHC participated. PCP sample size was determined by theoretical saturation.
Ninety-two PCPs were contacted, and theoretical saturation was reached at 13 (14.1%) participants
(12.9% of GIM PCPs, 18.2% of FM PCPs).

Researcher Characteristics and Reflexivity

The researchers involved in the present analysis included one doctoral student in clinical health psy-
chology, one psychiatrist with expertise in local and global behavioral health disparities, and one clinical
psychologist with expertise in translational research for evidence-based intervention dissemination. At

g‘ailt}z}sari role, clinic setting, Role N (%)
and gender Primary care provider 13 (54.2)
Behavioral health provider 6 (25)
Administrator 5 (20.8)
Clinic setting
General Internal Medicine 15 (62.5)
Family Medicine 6 (25.0)
Specialty Behavioral Health (Psychiatry) 3(12.5)
Gender
Female 17 (70.8)
Male 7 (29.2)
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the time of the study, researchers held the following titles at Boston Medical Center: research coordi-
nator, research fellow, and assistant professor. Two of the researchers are White Americans and one
is Chinese American and African American. Two of the researchers are cisgender women and one is
a nonbinary trans man. Researchers are invested in health equity, social justice, and anti-racism, and
apply these values to their research broadly. Researchers used O’Brien et al.’s Standards for Reporting
Qualitative Research (SRQR)>* to guide the current report.

Interviews

Trained researchers, including a clinical psychologist, psychiatry resident, and two master’s in public
health students, conducted interviews in-person or over the phone using a semi-structured interview
guide. Interviews were audio-recorded and lasted 30 to 45 min. Researchers analyzed responses to ques-
tions about the characteristics, problems, or diagnoses that made a patient appropriate or inappropriate
for IBHC, including: “Who are the patients who receive integrated care?”, “What characteristics of
patients make them appropriate for integrated care? What types of problems or diagnoses are appropri-
ate for integrated care?”, and “What patient characteristics, problems, or diagnoses make them inap-
propriate for integrated care?” The full interview guide was published elsewhere.*’

Interviewers asked participants to describe the process of how a patient is referred to, managed by,
and discharged from IBHC in their setting. Additional interview questions focused on current practices,
purpose, definition, impact, benefits, and challenges of IBHC as implemented in participants’ clinics.*’
Administrators with dual roles responded to interview prompts from their perspective as administrators
or clinical providers. The Boston Medical Center and Boston University Medical Campus Institutional
Review Board approved all study procedures, and all participants gave informed consent. Researchers
secured data on audio-recording devices stored in a locked office, and password-protected servers.

Thematic Analysis

Interviews were transcribed verbatim and coded using NVivo12.%° The coding team included two
bachelor-level research assistants, two masters-level students, one medical student, one psychiatry
resident, and one clinical psychologist. The coding team completed thematic analysis following Braun
and Clarke’s>® six-phase method. The initial codebook was developed through consensus following
preliminary independent coding, with its organization primarily based on interview questions. Dur-
ing the coding process, the coding team met regularly to revise and adapt the codebook until no new
themes emerged and theoretical saturation was reached. After the coding was completed, codes were
categorized into subthemes, and subthemes were organized into minor and major overarching themes.
Themes were refined and revised, and data was recoded as necessary, ultimately resulting in primary,
secondary, and tertiary themes. Six of 24 interviews (25%) were double coded. Researchers examined
responses within the primary theme of Patient Characteristics, including subthemes (i.e., appropriate
for IBHC, inappropriate IBHC, and currently managed in IBHC) to analyze factors influencing provider
decision-making more inductively. The kappa coefficient and percent agreement for the Patient Char-
acteristics primary theme were calculated using the NVivo12>® coding comparison and demonstrated
acceptable inter-coder reliability (k=0.75; percent agreement=96.47%).

Results

There were three main subthemes identified within the Patient Characteristics theme data: appro-
priate for IBHC, inappropriate for IBHC, and currently managed in IBHC. Within each of these
subthemes, participants described two main types of characteristics (Table 2): "behavioral health
condition or symptom characteristics" and "patient characteristics." "Behavioral health condition or
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symptom characteristics" included behavioral health condition or symptom type (e.g., psychotic dis-
orders, depression, anxiety), case complexity, duration of care needs, chronicity or acuity, severity,
provider comfort-level with managing the condition or symptom, and stability. "Patient characteris-
tics" included likelihood of engagement, sociodemographic characteristics, and patient preference.
Table 2 presents each characteristic with an exemplar participant quote and whether the primary
analysis coded it as appropriate, inappropriate, or currently managed in IBHC (see Table 2). Table 3
provides a summary of participant perspectives on how each characteristic impacts referral appro-
priateness and decision-making in primary care clinics.

Appropriate for IBHC

Participants reported a variety of perspectives on which behavioral health condition or symptom
characteristics and which patient characteristics were appropriate for IBHC (regardless of whether
they were currently being managed in IBHC). Situations and conditions consistently reported as
appropriate for IBHC management included grief and situational or acute symptoms of anxiety or
depression or other acute distress. Obsessive compulsive, eating and feeding, adjustment, and sleep-
related disorders were also mentioned as potentially appropriate for management in IBHC. Chronic
or moderate/severe depression and anxiety, posttraumatic stress disorder (PTSD), substance use,
and neurocognitive disorders received mixed responses (i.e., some participants described these as
appropriate for management in IBHC, while others thought they were not appropriate for IBHC).
In addition, some participants described psychotic and bipolar disorders as appropriate for IBHC,
depending on the context, while others reported they would not be appropriate (Table 3).

The behavioral health condition or symptom characteristics and patient characteristics that influ-
enced providers’ determination of appropriateness for IBHC were interrelated. For instance, some
providers and administrators reported that a patient with a more chronic, severe, or complex psy-
chotic disorder could be considered appropriate for IBHC if their condition is stable, if the patient
was unlikely to engage in specialty care, or if the provider felt comfortable managing the particular
condition.

Inappropriate for IBHC

Participants reported a variety of perspectives on which condition or symptom characteristics
and patient characteristics were considered inappropriate for management in IBHC (regardless of
whether they were currently being managed in IBHC). Participants often considered psychotic and
bipolar disorders (often described as “severe” or “serious mental illness”) inappropriate for IBHC,
although some thought that stable or less severe psychotic or bipolar disorders could be managed in
IBHC. Participants expressed that severe or chronic depression and anxiety were potentially inap-
propriate for IBHC. Participants typically considered suicidality as high risk. Some participants
stated that this risk could be managed in IBHC; however, most reported that after the acute risk was
addressed through IBHC, these patients should follow-up in specialty care. As noted earlier, some
participants described substance use disorders, PTSD, and neurocognitive disorders as inappropriate
for management in IBHC, while others thought these could be appropriate (Table 3).

In addition, characteristics that influenced providers’ determination of inappropriateness were
interrelated. For instance, a patient with mild symptoms and a straightforward presentation may
still be deemed inappropriate for IBHC if they have the resources, or a preference, to engage
in specialty care. Similarly, participants described substance use as potentially inappropriate for
IBHC if it was comorbid with another behavioral health condition, if the provider was not com-
fortable monitoring or prescribing medication management for substance use, or if the patient
has limited resources. Neurodevelopmental disorders, such as autism spectrum disorder (ASD)

The Journal of Behavioral Health Services & Research 2024



[NID
‘ropraoxd Hq] .. 7uaprooe 1ed jey) woiy Suroudrradxa a1, Koy Jeyy swoydwAs

Y} YIIM IOM UBD IA\ "JUSPIOOE JBD B UL SBM QUOSWOS 1] ‘0S "(ISId 9Inoe
QY[ ‘WIS USAF WY} YIIM JJNIS UONBIIPIUW oY) ‘SUIpunois 9y} ‘uorjexeral
9Y) Op am ‘0S (0P T OP JBYAA "SYIUOW IOJ SNOTXUE U9 A ] 1S9} SIY} Inoqe
poriIom 1adns i, ], ‘Aes pue Ur owod SJUIPNIS JO )0 JTOOYIS NI SUNYIoUIOs
‘fJorxue [RUONIBNMIS ‘OS[Y "UT 93e3Ud 03 sanIAnoe juesed[d pue Junjidn way)
SurAIS *** “ISBO[ 18 SWIOY 9y} IPISINO IO ‘OPISINO YIS “9ATIoR Wy Surdoay
‘A[Tuuey pue spuaLly Y)m pasesud woy) Surdesy ‘swoydwAs aarssadop asoyy
JJO 2AB)S 0) SUIAT) ‘UOTIBONDA puE jusWdFeurw JOLI3 S 31 0S ‘Keme passed
Apogowog (Y31 ‘suotssaidop reuonenits oy a1e [ HHI] Jof derrdordde

X X woy) oyew sjuanjed Jo sONSLIgIORIRYD Jeym 0)] JoMSUR ISIISBI AU JUIy) [,,
[INID ‘dDd] .. walsAs ay) JO N0 A310U
yonw 00} ae} ‘I “1eyl NI Jnis pue wsLs oy} asnqe jo pury isnfl Aewr
Aoy} ‘ur 393 0] *** PaLI} 9A,9M ISOY] UQAH “* SIOpIOSIp Ajfeuosiod awaIixa
X aaey oym 9[doad [are HHYT 10} 91endorddeur] -+ oidoad Afuo ayg, “-,, 2dA1 woydwiAs 10 uonIpuod Yieay [eIolABydg
§213514210D4DYD WOIAWILS 10 UOPIPUOI YIIDIY [DLOIADYIG
50 TN G v
sawayIqns
Arewtid 9jonb rejdwoxyg SQWIAY) AIBpu0d9g

Sunjew-uors1oap 1opraoid Surouanyur sonsLvloLIRYd Jo sajonb repdwoxy :sonsLloEIRyd Juened JO UOTBZIISIORIRYD SISA[EUR OIBWY ],

(A{CLA N

SMITH ET AL.

Characteristics Impacting Clinical Decision-Making in Integrated Behavioral Health Care



X

X

X X

[Torensunupy] . 919y 91,49y} o[iym D 2y 1oddns pue juounean yieay
[BIUQW J[QISSAIIE AIOW WY} }93 0} sanssI JuedyIu3Is a1ow yiim sjuared

1oJ jueaw s 31 puy -ared Arewrid ur Ajrrewtad woyy oSeuew djoy 03 jueowr

S "SensSSI pIemIOJIy3Iens 210w “** YIIM -1I0ys y3im sjuoened J0j jueaw s I,

[INTD ‘dDd] .. sesouserp ornerydAsd prqiowod oidnnuw aaey o3 ojdoad 105
UOWIWIodun Jou s 3] *9seasIp oLneryoAsd snorras ApIrey yym uaping ySIyg Yim
uonje[ndod juaned e oaey om Inq ‘AneryoAsd jo Ajqiqe[reae ou isnl st a1y}
sso[un [DHG] Ul 3ean] p[noys [ Jury} A[LIessadou 1, Uop [ Uy} ‘yiIoj os pue
Tejodiq 10 soINIBay ONOyYoAsd QWS YIIM SISSOUI[T JO SISSAU[[I PIGIOWOD JAYI0
yim 9[doad 308 nok 9ouo Ing -ouy [[e oIe 9soy) ‘Aderay) wiel-110ys Ym
S3UIy) ssans 9Inode Jo 110s ‘eruwiosur ‘uoissaidop ‘Ajarxue o1seq Sunean ‘os,,

Axordwos ase)

R

n—H m<

sowayIqns
Krewrnig

9jonb rejdwoxyg

SQWIAY) AIBpu0dS

(panunuoo)

¢oIqeL

2024

The Journal of Behavioral Health Services & Research



X

X X

[TorensIurupy |

.J[oued wia)-3U0[ INO JO puny awWo023q Aay}—I1a3uo] Jururelar dn puo am ‘SId
-111eq SNOLIBA 10} sjuaned [[1 A[[eiuswl A[[EOTUOIYD ISOY) UJAD JO 1S [[BWS B
s,219y) uay) ng ‘sydwene apioins 1o uonezifeiidsoy otnerydAsd ur Junnsax
uorssardap 219A3s ‘19pi1osip 1ejodiq ‘19p1osip d10yd4sd 10 eruarydoziyos yim
sjuaned opnpout syuaned ISOY], *91BD JO S[AAJ] JAYSIY 01 Suole 2A0W UAY)
‘Yaim a3e3ud APariq prnom am syuaned ay3 a1e IS0y} 0 "aIed ULI)-3UO] SI
paau A[[ear A9y Jeym 9sNBIIq SANSSI I[IY [BIUSW DIUOIYD dABY AdY) JI Judw
-Jeaq) wIdl-110ys ur sjuaned 93e3uo Jou Y31 oM JUTUBIJA "SOOUISIP SUWIOS
935 Y31 NOA AI9yM ST WY} YIm a3e3ud am A11oeded jeym 01 JO WAY) YIm

a3e3us am 3uo] moy -uaned o Aenuajod st ared Krewrid yiim juared Auy,,

[AID ‘dDd] .. [DHEI u1] 219y a1ed [eurp

-m13uo] 1813 aaey 3, Uuop Isn( [om] pue [e1oud3 UI 9IBD TRUIPNIISUO] PAdU A[qe
-qoxd Aoy} Yury} T ‘s3ury) pue SSOUJ[I PIGIOWOD JOYIO JO 1I0S AMOUY NOA IT (PIM
Suore esnqe doueisqns Jo 1opiosip Jejodiq aaey oym syuened oy, ‘Tewiou
A[OATIB[I ST YOIyM “‘QUIaseq JIaY) 0) jorq 193 uay) pue ‘9sideroyy e Suress Aq
pajeiioe] A[qeqoid Inq ‘KemAue A[[emuUaAd PRIdA0IAI dARY pinom A[qeqoid
‘ApoQawIos 99s A9} ‘SISLID UI oIk A9} ‘JUaAd d1ydomnse)ed Jofew owos aaey
A9} pue 9JI] 119y} Jnoqe 3uroF a1e jey) o[doo osnqe soueIsqns ‘Kjorxue ‘uors
-saxdop jo K103s1y Suoj [B] 9ARY 3,UOD ING JOSSIIS NI [BAT SWOS JARY I8}

ordoad are [T 10} arerrdoidde] K1039180 Jey) punj jey) ojdoad oy yury) I,

SpooU AI8d JO uoneIn g

R

n—H m<

sowayIqns
Krewrnig

9jonb rejdwoxyg

SQWIAY) AIBpu0dS

(panunuoo)

¢oIqeL

SMITH ET AL.

Characteristics Impacting Clinical Decision-Making in Integrated Behavioral Health Care



X X

X X

X X

[N

‘dDd] .31 woIy 1gauaq JYIIw Ay} pue Jey) oI JJnis pue UOHEBIIPIW 0) UoT)

-09UUO0) JO JO[ B PUE JUSWASLURW 9SBD JO JO] © YIIM SUJIOM JUOIWOS JARY

ued noA A[[eoneroay) yuryl [ ySnoy) ‘yonw se [DHGI] woiy jyousq 0} Juto3
AIeSS00U JOU I8 AU JUIY) [ ** SSAUJ[I [BIUIWL 9IAJS JWOS YPIm 9[d0o ,,

[INA ‘dDd] .. otuaiydoziyos 91,49y pue [euonouny

K104 a1e oym sjuaned o[dnoo e aaey | 9sneoaq A1119A9s ay) uo Surpuadop ‘eru
-arydozryos o1y ‘stsoyoAsd o[ ‘owr Joj—ajeridorddeur are yury | jey) sSuryJ,,

[INT1D “1op1aoid H{] .. /o1ed pajei3ajul 10J JBaid

QI pageurW [[oM dJB OYM SY[OJ PUB JUIWOW Y} UL NIk Ik ‘UIe3e ‘oym

SY[0] Yury) [ ‘oS "Teq 1oy ur Ind pue SWOY e} 0} SUONUIAIIIUL MU JWOS

IO ‘SOI39)BI)S MU QUWIOS dABY AU} JeY) InS 9yew 0) Juem isnf pue ‘Qurfeseq

Iy3 mouy ‘swoydwiAs J19y) Jo areme e oym ‘SIop1osip Ayeuosiad yirm

9[doad uaas ‘eruarydoziyos Yim opdoad ‘1opiosip rejodiq yaim ojdoad aaey
QM ‘0§ "SSU[[I JIUOIYD PaeuBW A} ‘UreSe ‘OS[Y JUdWOoW Yy} ul Suryihue ‘os,,

[10jensIUTWIPY/] ,."SISLIO YI[BaY [BIUSW ‘SISLIO [8l UI a1e oym d[doad jo ored
Surye) 10§ ST YOIy ‘UIed) [SOOIATOS AoUa3Iowa] oY) asn am Jo AnjeryoAsd ojur
ApuaSin way) 193 T 10 Sur)es 218D 9INOE UL 0) 0F WAY) 9ARY [ JOYIL ‘0S "9Ied

P1eISIUT UBY) SAISUIUI 2IOW AeM SUIYISUWIOS PASU A3} NUIY) T ‘SOWAIXD )

[T8 9YI] ‘[epIorwIoy JIo [epIoIns Io o1noyoAsd A[oInoe SI SUOIWOS UIYM UIY) [,

KI119A9S

KJIOTUOIYD SNSISA AJINOY

o NI

sowayIqns
Krewrnig

9jonb rejdwoxyg

SQWIAY) AIBpu0dS

(panunuoo)

¢oIqeL

2024

The Journal of Behavioral Health Services & Research



[N ‘dDd] .. @21nosa1 dyeridoidde ue 0 1951
0] 9[qe aIe A3} ‘9[qeII0JWOod JO JeJ[d Jou aIe A3y} JI pue 3ul[puey uo [qe
-}I0JWOD [93] A9} JeUM INOQE JBI[O 918 SIOIOM [BID0S INO JBY) JuIy) [ A[fensn
0§ "uonedo[ Jayjoue & dnois juswoFeuew Jo3ue ue 03 191 errdoidde oy
opew 9ys 0S JUISSAIPPE YIIM J[qBIIOJWOD AI9M SISIOM [BIO0S INO JUIY) J,U0p
I Surylowos sem Jey) pue ‘sansst Ja3ue ‘9oudfora Jouaed Sunenodiad ‘aouof
-OIA ‘sSNSSI SIY JNOQE SUIIOUO0D pey oYM ANT © MBS [ "SIIIAISS IOYI0 SOY)
0} 91doad Suriiggar ur poo3 A13a1d axe Kayy aonoead jo adoos 1oy ur 3 ust
X SuIyIoWOS 1By} [99) 9IIAIIS SIVIOM [BID0S INO ‘Furyeads A[[erouasd yury) [,,

[AID ‘dDd] . 10y01
0} 1de ssof w ] asnedaq ased [ed1dA) e 10U os[e W, ] 9qAewl Jey) ‘ared yoksd jo
Kexxe peoiq Ayo1d e [Ya1m] 9[qRIIOJWIOD AJOATIR[OI [09] [ ** 9SNBIQq 9qARW

yury) 1 -osed [eo1dA) € jou s Jey) os **** ueIpIens I1oy) pue uosiad [eqIoAUOU
' )Im SUnORISIUI ‘eate oYI0ads ® Ul SuruTRI) pUR S[[IYS padueApe Jurinmbax
X A[renyoe are yey) syoadse pey pue Suiuaqjeyd Aprernonted sem aIed 1ey) JUIY) [, UONIPUOD JO JUSWITLUBW [IIM [IAI[-}IOJWOD JOPIAOI]
D o oV
sowayIqns
Krewrnig 9jonb rejdwoxyg SQWIAY) AIBpu0dS

(panunuoo)

¢oIqeL

SMITH ET AL.

Characteristics Impacting Clinical Decision-Making in Integrated Behavioral Health Care



[TorensIurupy |
. IYS1 ‘gnoe Suryiou Ing uoissaIdap 91IOpOW YIIm [BIP UBD M AUIBIID S JI
pue sasouserp Jdy) JO SULId) Ul PeOI 3 JO S[PPIW JO 110S o1, £3Y] Jey) pue
‘Terogouaq 2q s Aderay) wid) 110ys Jey) MOUY [ 91y SIAI[ J1oy) ur Suruad
-dey Suryiowos mouy NOA JO SSO[ 10 JOLI3 S 1 JoYIoyM 9[qeIs AIoA A[[eIouasd

X aIe Inq JUAAL dnewnes} AJ9inoe ue y3noayy 3urog are mouy [ oym 9[dodd,,

[NID
‘dDd] .. 2Ied 9AISUIUI 2IOW JOpUN 9q 0) Paau A[qeqoid jno pue ur 03 oym

ordoad 10 [***] eruarydoziyos 1o 9ANO9FROZIYDS [ *°] Aeyo Ajqeqoid s ey
Uay} ‘[0NU0d Iopun 1,49y} pue Jureuew I A9Y) pue uoNedIpaw 3y} Juiop
s,9ys pue [1ouonnoeld osinu ornerydAsd] Suress a1 Aoy ‘@our)sur 10§ ‘J1ing
“JUWoSeUBW UOHEBIIPIUW SPIAU OYM dU0dWOS [DHF] Ul JuswaSeuew 10§

X X suonipuod deridorddeur are] rejodiq pajjonuod Axood A1qeqoid 10 onoyoAsd,, Anqels
D o oV
sowayIqns
Krewrnig 9jonb rejdwoxyg SQWIAY) AIBpu0dS
(panunuoo)

¢oIqeL

2024

The Journal of Behavioral Health Services & Research



[AID ‘dDd] . [OHEI 03] way 19§21 [T “218d
ur 93e3u9 01 Apear st w10 1o adeys Aem Aue ur ssasse | Jey) ouokue ‘3uroq

-[[oM JI9Y} JO SANSSI [BOIPAUI JIY) ‘SO0P U}Jo 31 sk ‘Sunoeduwr s1 1 Jey) ‘@1ed
ur a3e3uo 03 Apear are Aoy Jey) YuoIJ 9y} 0 UISLI JO pury s ansst orgeryoksd
X X Ioy) [99F [ woym ur juaryed Aue ‘syuaryed Jo sonSLIgIORIRYD 9U) JO SWLIA) U],

[INID ‘dDdl] . Sumas jey) ul pageuew A[9ANOE 0} U103 JoU
are Aoy Inq ‘191se) pade3ua 193 Aoy yuIyl | 9snedaq 1yauaq A[qeqoid sjusned
3soy [, ‘[ered HY Aeroads] ur ‘xoq yor[q SIY} 0JUI WAY) puas 03 Julk1 aw
uey]) Joyiey ‘Aem eyl 93e3us 03 A[oY1] 10w 1 A3y} JuIy} [ asnedaq weagord
[I[eay [eIOIARYQQ pateI3aiul 9yl Y3noayl Jey) ojul way) 193 [ Ing ‘a1ed yiey
[BIOIARYQQ OTUOIYD UL 9q 0} pasu sjuaned asoy) JUuIy} [ ‘padeurw [[om jou isnf
91,A9y3 Inq ‘A[oInoe pagueyd A[[eal s, 3UIyiou pue I S[OYM IIdY) ISBISIp Je|

X -odiq Jo sisou3eIp € pey aa oym syuaned yiim op 03 Jeym Mmouy 03 Japiey S [,

JjusweZe3ua Juaned

SOUSLIIIDADYD JUIYDJ

o NI

sowayIqns
Krewrnig 9jonb rejdwoxyg

SQWIAY) AIBpu0dS

(panunuoo)

¢oIqeL

SMITH ET AL.

Characteristics Impacting Clinical Decision-Making in Integrated Behavioral Health Care



[Fojensunupy] , wed) 993nja1 ay3 03 JIm A[remoe am uonendod oy jo jred
jey} Inq ‘A[rwrey 9y jo 1red a1 A9y) 0S "Yi[eay [eIOIABYSq Je[n3al Ino A[enioe
uey) ‘wed) 933nJa1 Ay ‘s3uryl asoys e uo dn yo1d 03 91qe 2q 03 parimprey
Q10W A1k A9y ], *019 91enbope A[[eIn[no s,Jeym ‘wWolj dWod Ay} SALIuNod Y}
Jo soouenu jueyiodwil 194 JO JO[ B ‘ewne} ‘ainito) ‘ades 3urpie3ar sansst
pue sanIxa[dwod I9Y10 JO 10] B YIIM WO A9y} 9snedaq SuoouIdlje Aep
-SINy ], U0 219y Isoym Isideroyqioyohsd 993nja1 1o 0} syuaned asoy) puas
A[Tenioe [[ImM—UWed) [RUOT}IPET) OU}—Wed) [I[edY [eIOIARYSq PIjeI3ajul oY)
X InQ $993NJaI J0 sjuBISTWIWI MU Ie Jey]) 9[doad Jo 10 B 99S Op am—s393nJY,,

[INA “1opraoxd H] . o109y
SOOIAIIS SS90 0} WAY) J0J JOISL SI ] "SI0SSAIS [RID0S 9} JO PUL—UONE)
-Jodsuer a[qeisun Jo Sursnoy apqeisun aAey oym syuaned Suruesw sjuoryed

X YSII IoYSIY o) JuIy) [—siuaned oy, ‘SIY) WOIJ JJoUuaq P[NOD QUOAIIA JUIY) [,, SonsLIvoRIRYD O1ydeISourapordog
D o oV
sowayIqns
Krewrnig 9jonb rejdwoxyg SQWIAY) AIBpu0dS
(panunuoo)

¢oIqeL

2024

The Journal of Behavioral Health Services & Research



DH4I ur pageuewr Aualiny,
DOH4I Joj srerrdoxddeur,
DH4I 103 deudorddy,

1op1aoad ared Arewtid gHg ‘ored
[I[eaY [BIOIARYDQ PIRISIUI D] “QUIDIPIW [CUIUI [BIOUSS JY[L) ‘QUIOIPIW A[Ie) /. ‘Yi[esy [BIOIARYDq g ‘IOpIosIp A1AnoeIadAy joyop uonuane GV ‘SHIoN

[Torensurupy] . Apoq
-KI9A9 JJouaq pnod 31 Inq ApoqAIaAd 10§ J0U S JI ‘Mouy nox [***] "as[e Apoq
-QwIOS YIm Jnis Siyl Jo Aue ‘siy) areys A[qrssod 1,up[nod ays a1 S[99} yYs
Jey) ‘ewnes) Yonuwr os sey 9ys -Iay Ul payOUIIUD 0S §,J1 INq ‘9S[o Ap0oqauIos
ISn1) 0} J9Y 193 01 M0y N0 2In3y 03 Sul33nIs Udaq dArY | "Y3Noua jou s Ju
nq Apuenbaiy a1ow 19y 99s | ‘0 "ow 0 Y[B} 01 sjuem AJUO 9YS "9S[e Apoqhue
935 0] sasnja1 ays Inq ‘Aderayy y[e1 spaau ays mouy isnl | asnedaq ‘Aem ayj [[e
X Y311 19y Sulop J0U We [ mouy [ "passaidop A[ereropow st oym juaned e aAey [,

[AIO ‘dDd] .o

AneryoAsd e ur isimeryoAsd oy) 01 03 0) ewdns oY) (99 ordoad J1 djoy ued
pareisayut jeyy sadKjouayd oY) uo aYI] 9qAeW ST SIYT, ‘JNIO UT SisLIeIgoAsd
o) woiy 11oddns 303 pnod agqAew oYM SUOAWOS ST AYS AIOY) UT ,"9IeD IO
AneryoAsd 031 03 1,uom [, ‘pres oys ueaw [ ‘03 JUI[[Im 99 P[NOM s 18y} A[oYI]
[Te 3& SJ1 38y} YUIY) J,UOp | PUY "UONIPUOd KJarxue ue J10j [sourdozerpozuoq]

X 10U UQAIS AJJUSNIWLIUI 9A,] Oym mes T oym Aepo) juaned Ioyjoue pey [, douaigjaxd Juaned
D o oV
sowayIqns
Krewrnig 9jonb rejdwoxyg SQWIAY) AIBpu0dS
(panunuoo)

¢oIqeL

SMITH ET AL.

Characteristics Impacting Clinical Decision-Making in Integrated Behavioral Health Care



(1opI0sIp
Iefodiq ‘s1opiosip onoyoAsd (19pi10sip
.Joued wia1-3uo],, © OS[e Iayjo pue eruaiydoziyos ‘uors  juaunsnlpe ‘Jori3 ‘A1orxue [euone
y3noy ‘wia) 110ys A[urew ‘qjog  -sordop JuapnIwial ¢9°1) WId) 3UO  -NiIS ‘SSAXS 9INO. '9'T) W) JIoyS §[ Spaau aI1ed Jo uoneIn(g
SUONIPUOD YI[eaY
[e101ABY2q pue [ed1sAyd prgiowo))
(19A9]
spaau [eroosoyoAsd xoidwod  -110jwod 1opraoxd uo Surpuadop
[PA9-10fwod  ‘Airx9rdwos onsouSelp ‘uonejud ‘ans <o'1) AJpIqrowod AaWos
1op1aoad uo Surpuadop QNS prq  -soxd juoned pareoridwos ‘qSId (apo
-IOWI0D SAWIIWOS ‘SUONIpU0d  xo[dwod ‘sarnjedy onoydAsd yim ‘SIOPIOSIp Sunes ‘eruwosul ‘K19
I[eay [eroraeyeq pue eorsAyd  suonrpuoo ‘(1opiosip Ajeuosiod  -1xue ‘ssams ‘uorssardap ¢91) A
PIQIOWO) ‘sased pIemIOfIYSIens ‘dNS Surpnpour) suonIpuod  -prqIowod pajruI| ‘uoneiudsaid
SurSeuew Apuanbaiy oxow {paxIN [i[eay [eIOIARYQQ PIQIOWO)) 10 SUONIPUOd premIopy3rens (Og Krxardwos ase)

s1opiosip Ayeuosiad ‘Topio
DHEI 1of pajedrpur sso]  -sIp Jejodiq ‘S1opIosip dr3oyoLsd
are owos Inq ‘orerrdoxddeur ore  1oyjo pue eruarydoziyos ‘QHAV

IOpIOSIP  SUONIPUOD Ou Aes s1opraoid swog ‘osn ooueysqns (IS1d ‘A1orxue
Iefodiq ‘sxopiosip onoyoAsd 1oyjo s1opiosip Ayfeuosrod ‘uorssaxdop :sosuodsar paxIA
pue eruaiydoziyos ‘osn ooueIsqns ‘op10sIp Jejodiq ‘SIOPIOSIP aoo
JUOWIOABAIO] ‘IOPIOSIP Judunsnipe onoyoAsd ayjo pue eruaryd ‘SIOPIOSIP UMD ‘JUIWIAABAIO] od£y woydwAs
‘Kjo1xue ‘ssox)s Anoe ‘uoissardoq  -0zIyos ‘QHAY :Sosuodsar paXI[N  “IOPIOSIp juounsnlpe ‘ssons anoy g IO UOIIPUOD YI[eaY [RIOIARYDY

§21J514219D4DYD WOIAUWILS 40 UOIPUOD YIDIY [DIOIADYIY

DH4I ur padeuew Apjuarin) DH4I o} aeudoiddeuy DH4d]I 1of aendorddy N

Suryew-uoIsIoap 1opraoid SUroUANFUT SONSLIANOBILYD JO ATRWIING :SONSIIANORIEYD Judned Jo UOTIRZLI)ORIRYD SISA[RUER JeWy L,

€ IqeL

2024

The Journal of Behavioral Health Services & Research



aIed DH4I ur Juswo3e3ua Jo
Kyreroads uey) DHYJ ur 25e3u9 aIed )[B9Y [BIOIABYRQ AJ[B1O  poOYI[aYI] Y31y ‘ared Ajferoads
0] AJo[1] 210W 16 oYM Ssyuaneq -ods ur o9Fe3ua 01 uoneanow Y3y ur Juswage3ua Jo A1031S1y 1004 €1

ared Ayeroads
0) Pa1IgJaI UaY) a1k Inq ‘OHI]

y3no1y) pagern oq Aew 9[qels (s1op1osip Aypeuosiod (TINS poSeurw-[[om

/paSeurW [[oMm 10U QI JBY) SWO) QI9A9S ‘TINS ¢9°T) JuowaFeuew “9'T) SPaoU WId)-3UO[ JO 9AT)

-dwiAs aaey oym syuaned “DHII UOT)BOIPAUWI JOf PISU ‘918D -BOIPUL JO JTUOIYD JT UIA—SUOT)
ur paSeurl 918 SUONIPUOD J[qRIS Jo no pue ur 03 oym syuaned -IpuOd 9[qe)s ‘pajeucwW-I[op 9

(ans
9'T) SUONIPUOD SNOLIBA FuISeusw (ans ‘swordwAs
UM 1I0JWI0D U0 sasuodsar paxIjn onoyadAsd ‘TINS ‘QHAV 91 (ans “Aerxue ‘uors
uonipuod 3urdeuew uonipuod 3urdeuew ur QU -saxdap “9'1) UONIPUOD FuISeUBW

ur 9ouaLIadxa 10 Sururer}arojwo))  -adx9 J0 SuruIed)/1I0JWOod PAWI] Ul 90udldx9 10 SururenJIojwo) 6
(eruwosur ‘Ajorxue ‘ssams

Jjuswa3e3uo Juaned
SOUSLIIODADYD JUIYD]

Aiqers

juoweSeuew woydwAs J0 uonIp
-UOD U}IM [IAS[-}1IOJWOD IOPIAOI]

suonipuod Jo swoldwAs  (s1opiosip Afeuosiad ‘TIAS ‘UOIS ‘uorssaxdop “o'1) swoydwAs
QI0AJS puER ‘djeropowt ‘piiwu ‘yjog  -saxdop Jofews 9°1) A110A3S YSIH QJeIOPOW-0)-pIl ‘AILISAIS MO #] INIRETIN
(stsod
-Ksd ‘Kyreprorwoy/A)fepromns
2AnoeR “9°1) 9Feuew 0 paddmba (TINS £3119A9S MO]
SPaau [I[eay [eIor jou ST DHYT ¥y} SISLIO 90y “9'T) SUONIPUOD J[qeIS ‘OTUOIYD)
-ABU9( OIUOIYD pageuew-[[om Jur (TINIS “o°1) Juaw (1op1ostp Jususnlpe ‘Jours ‘Aot
-SSQIppe OS[e INq ‘SSANSIP YI[eay -oSeurW WII9}-SUO[ JOJ SPQU  -XUR ‘SSaIS 9)noe “a'1) swojdwAs
[eI01ABYQqQ 9Indk UO siseydwd <yjog  9IBOIPUI JBY) SUONIPUOD JTUOIYD) 10 SSaMSIP [RUOTIBMIIS “AINOY /[ KyoTuoIyd snsioA Aoy
DH4I ut pageuew Apjuarin) DH4I o} gendoiddeuy DH4dI 10j aendorddy N

(panunuoo)

€ IqeL

SMITH ET AL.

Characteristics Impacting Clinical Decision-Making in Integrated Behavioral Health Care



MQTAIONT JISY} UT SWAY) Y} PAUONUW (47 = A JO Ino) sjuedronred Auew moy 0} SIJY,

SSQU[I [BIUQW SNOLIAS S ‘IopIosip AyAanoeiodAy 11oyep uon
-uane UV ‘TOPIOSIP 9sn 20URISANS (7S ‘TOPIOSIP IAIS[NAWO9—AISSISqO (DO ‘TOPIOSIP ssams onewnenysod (7§ 14 ‘OIed Yi[eay [eIoIAeyeq pAeISAUL DHG] SIION

uonewIojul YSnous JoON

110ddns

JO $921N0S3I [BUONIPPE PISU JoU

Op OUM $92INOSAI JUSIOLYNS PIM

sjuenjed ‘spoou [e100soyoAsd Jo

uaping Y31y pue 2Jed 0) SIoLLIeq
JueoyIusIs YIm sjuaned SpoxIjp

Jop1aoid ared yj[eay [eIolAByaq
paseq-Ayrunwwod 10 Aneryoksd

juenjedino y3nory axed Ajperoads

0} [e119J1 10} 9ouoIejaId Juaryeq

ared Ay[eroads ur a3e3uo

0] S92INOSAI JUSIOYYNS SBY JUINEJ
110ddns enxe spasu

PUE S92IN0SAI PAJIWI] SBY JUSIR]

ares Arewnrid y3noy) ared yireay

[eIOIABYQq 10J 9ouaIgjaxd jusned
ared Ajeroads
ur a3e3uo 03 AfeyIun st 10 DHA[
Jo 110ddns oy} spasu a10§219Y}
‘SQDIN0OSAI PAIIWI] Sty JUaned
110ddns 10 seoInosar
[euonIppE pasu jou op A3y} 0s
‘S90IN0SAI JUIMOYJNS Sy Juaned

9

douargjaxd Jusned

sonstIayoRIRYd O1ydeISowoporos

DH4I ut pageuew Apjuarin)

DH4I o} 9erdoiddeuy

DH4I o} geudoiddy

N

(panunuoo)

€ IqeL

2024

The Journal of Behavioral Health Services & Research



or attention-deficit hyperactivity disorder (ADHD), also received mixed responses based on case
complexity or provider comfort-level.

Currently Managed in IBHC

Participants consistently reported the following conditions as being currently managed in IBHC:
depression, acute stress, anxiety, adjustment disorder, bereavement, and substance use disorders.
Some participants reported that psychotic and bipolar disorders were not currently managed in
IBHC, although several providers mentioned a “long-term panel” of patients with chronic conditions
or “serious mental illness” managed in IBHC. The characteristics that participants reported made a
condition appropriate or inappropriate for IBHC were frequently inconsistent with those reported as
currently being managed in IBHC, as demonstrated in Tables 2 and 3. Several participants reported
that any patient with behavioral health needs could be referred to IBHC, even if only to facilitate
referral to specialty care.

Discussion

There is research support for IBHC across diverse conditions including anxiety and depres-
sion,””° PTSD,® substance use,® chronic pain and opioid use disorders,?>% and psychotic and
bipolar disorders.**-%7 However, the current findings suggest the typical condition-based referral
models within IBHC research studies may not represent the complexity of referral decision-making
in primary care settings that differ from those frequently represented in IBHC research. The exist-
ing guidance that some IBHC models provide may be sufficient for settings that mirror those IBHC
research studies or existing standardized IBHC models, like the primary care behavioral health
(PCBH) model.?”%*-"! However, in clinical care settings newly developing and implementing IBHC
to serve diverse and complex patient populations, the findings indicate that PCPs and behavioral
health clinicians would benefit from additional support in making clinical decisions about whether
a patient is best served in IBHC or specialty care.

Providers in the GIM and FM clinics at Boston Medical Center had an overwhelmingly posi-
tive response to IBHC and believe that IBHC helps better serve patients.*’ However, there were
notable discrepancies between the patient characteristics described as currently managed versus
those described as appropriate for management in IBHC. The present analysis also elucidated the
heterogeneity between providers the factors that influenced whether a patient or behavioral health
condition was appropriate for management in IBHC. This suggests that IBHC providers could
benefit from adaptation and specification of the IBHC model to support clinical decision-making.

Participants identified multiple behavioral health conditions or symptoms and patient character-
istics that influence whether a patient is adequately managed in IBHC versus specialty care. This
included condition or symptom type, case complexity, duration of care needs, chronicity or acuity,
stability, severity, provider comfort-level with managing the condition or symptoms, likelihood of
patient engagement, sociodemographic characteristics, and patient preference. A number of these
characteristics are consistent with existing literature, both in IBHC and more broadly. For instance,
previous research on collaboration between primary and specialty behavioral health care suggests
that PCP decisions on whether to manage depression themselves or refer to specialty care depends
on severity, complexity, and their own comfort-level with management.”> IBHC research also indi-
cates that the severity of depression symptoms impacts the setting in which a patient demonstrates
long-term clinical improvement.

In addition, some participants reported that IBHC would not be able to provide the necessary
support to adequately serve patients struggling with substance use or limited resources. Individuals
diagnosed with substance use disorders, unmarried people, and people of color demonstrate lower
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engagement in IBHC compared to those not diagnosed with substance use, married people, and
white people.’* Bias, discrimination, and other structural barriers experienced by patients who use
substances, are unmarried, and are not white may drive lower engagement across settings. Findings
on IBHC engagement for individuals struggling with housing instability’>’® suggest the feasibility
of IBHC for similarly minoritized populations, although more information on its effectiveness is
needed.

Given IBHC’s ability to increase engagement in behavioral health services,>*"!! patients manag-
ing substance use or limited resources (e.g., low-income) would likely benefit from referral to IBHC
over specialty care. The contradictory intersection between patient needs and provider ability to
manage patients with substance use or limited resources suggests a particular need for standardiza-
tion and interventions to ensure that the patients who would benefit most from IBHC are not instead
referred to specialty care. Because previous training experiences and implicit biases may inhibit
provider ability to assess and treat patients in IBHC, standardization of clinical decision-making
and training in behavioral health assessment and interventions may support equitable and effective
IBHC implementation.

There were inconsistencies in the conditions participants deemed appropriate versus inappropriate
for IBHC, and in the characteristics that influenced their referral decision-making. Given the overlap
between patient characteristics reported as currently managed and inappropriate for management
in IBHC, these inconsistencies likely exist in real-time referral decisions. Without clear guidance
about referrals appropriate and inappropriate for IBHC, referral decisions may be based on clinic-
specific characteristics rather than existing empirical evidence on the referral decision that will
best meet a patient’s unique needs. Thus, heterogeneity in referral decision-making could explain
discrepancies between positive IBHC research outcomes and inconsistent findings in real-world
implementation.®3! Standardization of referral decision-making may clarify which patients and
what conditions are best managed in IBHC.

Furthermore, the current findings suggest that standardization of referral decision-making should
be tailored to dimensional, rather than diagnostic, approaches to referral decision-making. It seems
that the more confident providers are in their ability to manage patients within IBHC programs
(based on skill, time, clinic resources), the more likely they are to manage them within IBHC.
Provider confidence seems to relate more consistently to a provider’s perceived ability to manage
the complexity of the case in front of them, rather than the diagnosis. Despite the high frequency
of responses related to behavioral health condition or symptom type, high variability in whether
providers deemed specific conditions or symptom types appropriate or inappropriate for manage-
ment in IBHC suggests that condition-based referral decision-making in IBHC may be primarily
driven by the interaction between condition complexity and provider confidence in their ability to
manage the condition in IBHC, given the extent of patient and setting resources.

Participant responses often demonstrated how interactions between patient and provider char-
acteristics impact referral decisions. For example, some respondents reported that patients with
limited resources may be less likely to engage in specialty care and are thus indicated for IBHC,
while those with sufficient resources are less indicated for IBHC because they are more likely to
engage in specialty care. However, other responses indicate that patients with limited resources
need more support than IBHC can provide, while those with sufficient resources may be suitably
managed in IBHC.

This split in perspectives emphasizes the competing needs of patients and providers. Patients
who providers may feel most confident managing within IBHC (i.e., mild/moderate depression, no
comorbidity, high functioning, secure access to resources) may also be those most likely to engage
in specialty behavioral health care. However, this may not be the best utilization of specialty care
within settings with limited behavioral health resources. Conversely, patients whom providers are
least confident they can manage in IBHC (due to acuity, crisis, multiple comorbidities, less access
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to resources) may be the most in need of IBHC services because of difficulty accessing and engag-
ing in specialty care.

Without guidance about referrals appropriate and inappropriate for IBHC, providers display het-
erogeneous perspectives about appropriate referrals, suggesting the need for a heuristic to inform
guidance specific to local settings so that referrals to IBHC and specialty behavioral health care may
best serve patient and provider needs. Based on the complex interrelationships between provider
and patient needs (i.e., ability to manage or engage, respectively), Fig. 1 presents an example model
heuristic that could guide standardization and implementation of interventions to support more
nuanced decision-making for local, real-world settings moving toward integration of behavioral
health care. In the model heuristic, the interaction between patient ability and provider ability guides
provider decisions. The model heuristic represents how providers approach referral decision-making
in primary care clinics at Boston Medical Center, and its dimensional approach may accommodate
the unique needs of various local settings in its conceptualization of patient and provider ability. As
such, the model heuristic in Fig. 1 may guide provider training and clinical pathway standardization,
in which providers receive specific guidance regarding when to refer patients to IBHC or specialty
behavioral health care.”’~%

For example, patients who demonstrate high ability to engage in care who are evaluated by a
provider with limited ability to treat their behavioral health condition (e.g., due to lack of train-
ing, limited capacity or resources, lack of training in the appropriate intervention) would likely be
referred to specialty care. Patients who demonstrate low ability to engage in care who are evaluated
by a provider with high ability to treat them would be indicated for IBHC referral. Patient preference
or other clinic specific factors could guide referral decision-making for patients with high ability
to engage in care who are evaluated by a provider with high ability to treat them. Finally, cases in
which patients with low ability to engage in care are evaluated by a provider with limited ability to
provide appropriate behavioral health care may require increased provider training or additional case
coordination. Training interventions to increase provider ability to manage conditions associated

Provider ability”
High Low
Management in IBHC Referral to specialty BH care
. B
z B
E
<
E Management in IBHC IBHC-facilitated referral to
s = specialty BH care or IBHC case
~ 5 management to promote

engagement in specialty care

Fig. 1
Model heuristic for clinical decision-making: the interaction of patient and provider ability in
determining referral to IBHC or specialty behavioral health care.

Notes. IBHC, integrated behavioral health care; BH, behavioral health. *Patient ability to engage
based on resources, history of engagement, preference, condition, or symptom characteristics.
®Provider ability to manage patient based on comfort-level managing condition, clinic resources,
condition, or symptom characteristics
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with high patient need (e.g., serious mental illness, substance use) would improve the ability of
IBHC to serve patients who would benefit most.

Future Directions

To specify how condition characteristics impact a patient’s ability to engage and benefit from
IBHC, further research on IBHC management of diverse behavioral health conditions with vary-
ing levels of acuity and complexity is warranted, focusing on how these variables may moderate
IBHC effectiveness. Moreover, future research should leverage mixed method investigation across
the condition, patient, and provider characteristics presented here, in both IBHC and specialty care
settings, to evaluate IBHC’s effectiveness across the diversity of conditions and symptoms managed
in real-world settings.

Future research should also include collaboration with providers in local IBHC settings to further
develop tools for referral decision-making standardization that incorporate characteristics most
relevant to provider perspectives and patient needs (e.g., Fig. 1). Findings from the present analysis
also suggest that increasing provider comfort-level in addressing behavioral health needs could
increase the ability of IBHC to manage patients with more challenging and complex behavioral
health, if only to help patients get to, and engage in, specialty care. Thus, offering comprehensive
and ongoing behavioral health training is essential for expanding the breadth of behavioral health
conditions or symptoms managed in IBHC settings.

Moreover, providers and administrator interviews did not speak to the appropriateness of chronic
disease and physical health management for referral to IBHC. Some models of IBHC have demon-
strated effectiveness in improving indicators of health conditions, like heart disease, diabetes, and
chronic pain.'>!"~1%23 IBHC implementation at Boston Medical Center was limited by a lack of
training in health psychology among both primary care and specialty behavioral health providers.*®
As more clinics implement IBHC models, there are increasing opportunities for managing chronic
health conditions. Future research should focus on training needs for provision of behavioral health
care for managing physical health concerns.

IBHC settings in which providers have limited training or comfort-level in managing behavioral
health are best positioned to address the high patient ability—high provider ability scenario, which
limits access to IBHC and could undermine its intended purpose. Thus, clinical and research efforts
should focus on implementing and documenting the impact of increased provider training in IBHC
across a variety of behavioral health conditions. It is also important to note that current findings
highlight the paradox of stepped-care IBHC models: patients who would benefit the most from
IBHC’s potential to improve access and engagement are more likely referred to specialty care due
to high care needs, while patients with high ability to access specialty behavioral health care may
be considered a better fit for IBHC based on level of care needs. The difference in how patient
and provider ability are managed in real-world implementation of IBHC versus the stepped-care
model championed by some IBHC researchers further supports the need for more nuanced models
in real-world and research settings. These models could encourage, for example, the integration of
low-intensity interventions into specialty care and high-intensity interventions into IBHC.

Limitations

Despite the broad implications discussed above, interpretation of these findings is limited by a
small sample size, participant self-selection bias, and the uneven distribution of the sample across
clinics and participant roles, limiting this study’s ability to compare perspectives between pro-
vider types or clinic setting. Nonetheless, sample size was partially determined through theoretical
saturation, and sample distribution across roles and clinics is similar to provider and administrator
distribution in the local setting.
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In addition, the qualitative nature of the present analysis limits the findings to narrative perspec-
tives, which is in line with the researchers’ goal to gain a deep and broad understanding of provider
referral. Although the findings include frequency of each subtheme, these should be interpreted
with the knowledge that the interviews did not systematically prompt for factors that influenced
referral decision-making. Moreover, the present analysis did not aim to assess whether cases were
effectively managed in IBHC or in specialty care. Quantitative referral outcome measures could
allow future researchers to evaluate real-time referral decision-making and outcomes and inform
how standardization may support improved patient outcomes.

The use of “appropriate for IBHC” and “inappropriate for IBHC” represent another limitation.
Participants likely used these categories based on the wording of interview questions which used
the terms “appropriate” and “inappropriate.” This language is potentially stigmatizing and may not
reflect the flexible and interactive nature of referral decisions as described by participants in the
present analysis. More inclusive and less rigid language would benefit future research on referral
decision-making in IBHC.

Since the collection of these data and in response to researchers’ analyses, several changes have
been implemented within the IBHC program of study with the goal of improving the overall success
of implementation. Notably, additional stepped-care model-based features have been incorporated to
improve referral and engagement in specialty care when needed. In addition, like many institutions,
due to COVID-19 there has been massive shifts to telehealth, which has had yet unclear impacts
on both IBHC burden and referral practices. Despite limiting generalizability, these changes dem-
onstrate the importance of continual empirical assessment of IBHC implementation to improve
adaptation in real-world settings.

Implications for Behavioral Health

The current analysis aimed to capture provider and administrator perspectives on clinical deci-
sion-making in an integrated behavioral health care IBHC) program within primary care at a large
health institution to inform a model guiding patient referral to IBHC versus specialty behavioral
health care. Given inconsistent responses regarding conditions and symptoms deemed appropriately,
inappropriately, or currently managed in IBHC, providers and administrators would benefit from
increased standardization and support in provider clinical decision-making. Diverging from findings
demonstrating the broad success of IBHC to address specific conditions, a dimensional approach
based on the interaction between patients’ ability to engage in care and providers’ ability to treat
them may best fit provider clinical decision-making in low-resource settings newly implementing
IBHC that serve diverse patient populations. A heuristic model that considers both provider abil-
ity to manage a condition and patient ability to engage in care may be useful in standardizing and
supporting provider referral decision-making in IBHC.
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