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Integration addresses an otherwise declining access 
issue: helps provide the right care in the right place

There is a need for 

facilitated access to BH 

specialty networks to 

serve patients with a 

severe need, and an 

increased ability to 

address mild/moderate 

cases as part of 

physical health and 

wellbeing
[1] AMA

[2] http://www.nasmhpd.org/sites/default/files/PressReleaseMedicaidExpansionReportPressRelease.pdf

[3] http://archpsyc.jamanetwork.com/article.aspx?articleid=1785174

[4] WHO

[5] Association of American Medical Colleges

• Regulations 

mandating 

PHQ9 

screening will 

identify more 

individuals 

requiring BH 

treatment

• 13.4 million 

previously 

uninsured 

people with a 

serious mental 

illness or BH 

condition 

gained 

coverage 

through the 

ACA
• From 1995 to 

2013, the US 

population 

increased by 

37% but number 

of adult and 

child 

psychiatrists 

rose by only 

12%

• In 2010, only 55% of 

psychiatrists accepted 

private insurance and only 

43% of psychiatrists 

accepted Medicaid 

(compared to 89% and 

73%, respectively, in other 

specialties)

• 2014: Average of 12.4 

psychiatrists per 

100,000 in the US; 

fewer than 6 in some 

states
• Today, 59% of 

psychiatrists 

are 55 or older; 

fewer new 

doctors 

choosing 

psychiatry as a 

specialty 
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http://www.nasmhpd.org/sites/default/files/PressReleaseMedicaidExpansionReportPressRelease.pdf
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Where Integration occurs

System 
Level

Health Plan 
Level

Care 
Management 

Level

Clinical 
Practice 

Level

Primary Systems:

Primary Care

Behavioral Health

Substance Use

Additional Systems:

Specialty Care

LTSS

Social Service

Closest to the patient, real 

time intervention 

The cohesive “glue” 

within or outside of 

the Clinical practice 

site 

Payment models, 

super data

Clear and consistent 

rules of engagement 

needed & aligned 

incentives
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What Integration is not

Screening alone 

Provider education

Simple colocation doesn’t magically make a integrated team

Specialty referral for routine care needs

Tracking outcomes in isolation

Telephone-based disease management 

Integration is not achievable through payment reform alone



A helpful framework for building out key Integration principles 
from The Collaborative Care Model* 
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PRINCIPLE DESCRIPTION

• Care can no longer be delivered in silos by individual practitioners-

a team based approach to treatment is critical to integration

• Disease management registries, accessible to all members of the 

team, drive the right care for the right individuals at the right time

• Nudging behavioral health out of the “data-free” zone; we must 

measure response to interventions and change course accordingly

• We must synthesize and promulgate the ever evolving evidence 

base around BH treatment, making it readily accessible to 

providers and influencing care

• Service redesign to support integration cannot take place in a 

sustainable way without concurrent payment reform and transition 

to value-based payment methodologies  

• Clinical literature includes more than 160 definitions of “Integrated Mental Health 

Care” -- Integration is a demand, but what again exactly is “it”?

• Reverse Integration is physical health services within primary BH settings

* An Approach for Integrating Physical and Mental Health Care in Medicaid Health Homes”, Jurgen Unutzer, University 

of Washington Source: “The Collaborative Care Model.



A call for further Integration requires support and education: 
Massachusetts Child Psychiatry Access Project
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 Based on a University of Massachusetts 

Medical School pilot program

 Provides telephonic psychiatry 

consultation and coordination support to 

98% of Massachusetts’ pediatric PCPs

 Meets psychiatric consultation needs of PCPs responsible for all 1.5 

million children in Massachusetts

 Consists of six regional hubs—each one has one FTE child 

psychiatrist, licensed therapist, and care coordinator

 Helps pediatric PCPs build capacity to meet their patient’s behavioral 

health needs through:

• Real-time telephonic consultation with Beacon child psychiatrists

• Face-to-face appointments with a child psychiatrists, when indicated

• Assistance in accessing community-based behavioral health services



ACCESS Mental Health Connecticut
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 Best replicates original MCPAP model

 Offers free, timely consultative services 

for pediatricians and other PCPs across 

Connecticut who provide behavioral health care to children and 

adolescents under age 19—irrespective of insurance coverage

 Includes phone and face-to-face consultations, as well as didactic learning 

sessions—both in the office and out in the region—on mental health 

disorders

 Three ACCESS Mental Health hubs cover the State—each team has one 

FTE board-certified child/adolescent psychiatrist, licensed behavioral 

health clinician, and program coordinator

 Unique program component—each team includes a Family Peer 

Specialist who engages, educates, and empowers youth and families to 

connect with support services, community resources, and advocacy 

assistance
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Project ECHO creates learning communities 

Project ECHO Model

• “Technology-enabled collaborative learning” to 

develop specialty care capacity in underserved 

communities

• Interactive videoconferencing links specialist teams 

with primary care providers in underserved areas

• TeleECHO clinics combine teaching with case-based 

learning and mentoring

Public support

• On Nov. 29th, Senate passed a bill establishing 

ECHO as a National Telehealth Model for Rural Care

Why use ECHO for opioid use disorder

• System capacity for MAT is at an all-time high after 

CARA was passed in 2016

• Still, many clinicians do not feel adequately prepared 

to manage complex OUD cases, therefore access to 

care remains limited

• ECHO is proven to increase competency and self-

efficacy of community practitioners

• Many states require MAT be prescribed in conjunction 

BH services, which Beacon specialists can help 

inform

• Patients need access 

to specialty care 

• There aren’t enough 

specialists to treat everyone 

who needs care, especially 

in underserved communities

• ECHO trains 

community clinicians to 

provide specialty care 

services

• Patients get the right care, in 

the right place, at the right time. 

This improves outcomes and 

reduces cost in the system

Beacon ECHO participation is aimed to help share SUD expertise:
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 Facilitated bi-directional collaborative treatment 

 Screening for BH occurs by PCP and OB-GYN 

 Consultation is readily available: results in higher 

treatment initiation rates than referrals to specialty 

behavioral healthcare

 Real time referral pathways are in place for + screen

 Incentive payment distributed (Quality measures/P4P)

 Overall cost reductions are trending favorably

 Improved health status is measured

 Improved patient & care giver experience is reported

What are the signs that Integration is working?
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The Integration Vision
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Thank You!

Contact information:

Briana Duffy, Chief Partnership Officer

Briana.duffy@beaconhealthoptions.com

562-246-3518

mailto:Briana.duffy@beaconhealthoptions.com

