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The 2010 Patient Protection
and Affordable Care Act has
the potential to effect a major

transformation in how health care is
delivered in the United States. These
changes will be driven, in part, by a se-
ries of demonstration projects and ini-
tiatives for reorienting health services
to increase provider accountability and
strengthen the role of primary care. If
successful, these new programs are
likely to be expanded within Medicaid
and Medicare and eventually become
a model for care delivery throughout
the health care system.

This article describes how two such
demonstration programs, one ad-
dressing primary care in the general
medical sector and the other support-
ing improved primary care in special-
ty mental health settings, might lay

the groundwork for improvements in
care at the primary care–behavioral
health interface. We begin with a
brief overview of the clinical process-
es and organizational strategies that
have been demonstrated to improve
care at this interface, provide an
overview of the two demonstration
programs, and then consider support-
ing factors—new financing models,
better quality indicators, enhanced
health information technology, and
technical support for local sites—that
could help ensure that these new ini-
tiatives translate into improved care.

Models for improving care
To improve outcomes, health reform
initiatives need to support the evi-
dence-based clinical processes that
have been documented as improving

clinical outcomes. Multiple random-
ized controlled trials have found that
team-based interventions improve
quality of care for and outcomes of
common mental health and substance
use disorders in primary care (1,2)
and the delivery of primary medical
care in specialty behavioral settings
(3). A recent Agency for Healthcare
Research and Quality synthesis found
that integration, defined as sharing of
treatment decision making and the
colocation of primary care and mental
health specialists, was not in and of it-
self predictive of improved outcomes
but that together, the elements in
these models consistently resulted in
improved quality and outcomes of
care (4). Within the broader array of
services delivered in these models,
key “active ingredients” that would
need to be supported include system-
atic screening and use of qualified
care managers (5).

These clinical approaches can be
delivered through a variety of organi-
zational and structural relationships,
including colocation of services, re-
ferral approaches, and partnerships
between general health care provi-
ders and mental health and substance
abuse treatment providers. No partic-
ular organizational approach guaran-
tees or precludes these process ele-
ments of care. However, clinical inte-
gration is generally easier to support
in structured organizational models
than in more loosely organized refer-
ral relationships. The 2006 Institute
of Medicine report (6) on improving
the quality of care for mental health
and substance use conditions recom-
mended that sites should “transition
along a continuum of evidence-based
coordination models . . . adopt[ing]
models to which they can most easily
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transition from their current struc-
ture, that best meet the needs of their
patient populations, and that ensure
accountability.” The demonstration
projects outlined below and other el-
ements of health reform have the po-
tential to promote a spectrum of or-
ganized models of care—and with
them the opportunity to support evi-
dence-based clinical models of care
improvement.

Overview of 
demonstration projects
Medical home initiatives
Despite the growing number of indi-
viduals treated for common mental dis-
orders in primary care, a considerable
literature has demonstrated continued
quality deficits in those settings (4,7).
These gaps, in part, reflect problems in
the broader primary care system. Most
medical practices in the United States
still do not have the infrastructure or
capacity to implement evidence-based,
organized approaches to care delivery
(8). Thus improving the structure of
the primary care system overall could
have considerable benefits for the
treatment of mental and substance use
disorders in general medical settings in
the United States (9).

Among the most promising strate-
gies for revitalizing and redefining the
primary care system is the patient-
centered medical home (10). This
model, which was originally devel-
oped for children with chronic illness-
es in the 1960s (11), was reconfigured
in recent years by major purchasers,
health plans, and primary care organi-
zations, working as the Patient-Cen-
tered Primary Care Collaborative
(12). The model draws on Wagner’s
(13) chronic care model, which de-
scribes the environmental, structural,
and community characteristics need-
ed for multidisciplinary teams to work
with patients in improving illness
management. Medicare, large health
plans, and state Medicaid agencies are
currently conducting demonstration
projects to test new payment methods
(a combination of fee-for-service pay-
ments, monthly care management
fees, and bonuses) on quality and
costs of the patient-centered medical
home model (14). Some of these
demonstration projects explicitly in-
clude mental health and substance

use conditions. For instance, the State
of Oregon has recently adopted stan-
dards and measures for patient-cen-
tered primary care homes that include
the following measure under the stan-
dard for care coordination: “When I
need to see a specialist or get a test,
including help for mental health or
substance use problems, help me get
what I need at your clinic whenever
possible and stay involved when I get
care in other places”(15).

The Patient Protection and Afford-
able Care Act includes provisions for
patient-centered medical home proj-
ects within both Medicare and Med-
icaid. Within Medicare, these pro-
grams will be implemented in the
new Center for Medicare and Medic-
aid Innovation, which will test inno-
vative payment and service delivery
models designed to reduce expendi-
tures while preserving or enhancing
the quality of care (16). For Medicaid
enrollees, the legislation proposes a
new state plan option to permit en-
rollees with at least two chronic con-
ditions, or at least one serious and
persistent mental health condition, to
designate a provider as a health
home. States are expected to design
and implement care models, track
costs and avoidable hospitalizations,
implement information technology,
and monitor and report on quality
and outcomes of care.

Primary care colocation grants
Persons with serious mental disorders
treated in the specialty mental health
sector face challenges in accessing ap-
propriate primary medical services
(17). This poor quality of care may, in
part, contribute to excess rates of
medical morbidity and mortality
among persons with serious mental
disorders (18). For this population,
“specialty medical homes,” located in
community mental health settings,
may provide a strategy for delivering
integrated, high-quality care (19).

In 2009, in response to growing
concerns about the problem of mor-
bidity and mortality among mental
health consumers, the Substance
Abuse and Mental Health Services
Administration issued the first set of
awards for a new grant program to
provide community mental health or-
ganizations with funding to provide

primary care services and wellness
and prevention services to their
clients, either directly or via partner-
ships. A total of 13 sites were funded
in 2009; these sites are using a variety
of strategies, including colocation of
services and partnership models to
improve primary care for their
clients. Eight more sites are slated to
be funded in 2010.

Under health reform, Congress will
expand this program considerably, with
$50 million in funding for the current
fiscal year. Although this grant program
will provide funding only for a small
proportion of community mental
health providers in the United States, it
will make it possible to identify and un-
derstand a series of best practices for
specialty mental health homes that can
subsequently be implemented more
broadly. The program evaluation will
provide data about the implementa-
tion, clinical outcomes, and sustainabil-
ity of these programs in real-world
community settings.

Key elements needed to ensure
success of these initiatives
An initial evaluation of the National
Demonstration Project, a patient-
centered medical home project spon-
sored by the American Academy of
Family Physicians, recommended
several supporting elements that
would be essential for successfully
implementing future medical home
projects (20). These elements includ-
ed establishment of appropriate fi-
nancing models, development of ap-
propriate quality and accreditation
metrics, adaptation of health informa-
tion technologies, and implementa-
tion of appropriate technical support.
These echo key components de-
scribed as essential for supporting
quality improvement efforts in gener-
al medical populations (21) and for
persons with mental or substance use
disorders (6). In the section below, we
discuss how each of these features is
important for the demonstration proj-
ects to be successful in improving
care at the primary care–behavioral
health interface.

Implementing new 
financing models
Accountable care organizations. The
Patient Protection and Affordable
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Care Act has provisions for organizing
hospitals, specialists, and primary
care providers as accountable care or-
ganizations—collectives of providers
that would take responsibility for a
group of patients. Under most ac-
countable care organization models,
providers are paid bonuses based on
their ability to meet quality goals and
contribute to reduced costs.

Psychiatrists, like other specialists,
view the possibility of joining ac-
countable care organizations with
some caution, given uncertainty
about who will oversee them (for ex-
ample, hospitals or primary care prac-
tices) and concerns over possible loss
of revenue compared with current
fee-for-service payment schemes
(22,23). However, membership could
also support development of the new
service models, new financing mod-
els, and the measurement and quality
improvement infrastructure, which
has been difficult to achieve in the
current system. They could provide
the opportunity for mental health and
substance abuse treatment providers
to integrate vertically with other com-
ponents of the health care system,
contribute to achieving cost and qual-
ity targets, and share in the payment
methods being discussed in relation-
ship to accountable care organiza-
tions (such as fee-for-service plus
shared savings, episode or case rates,
and pay for performance).

Accountable care organizations and
patient-centered medical homes can
be mutually reinforcing, with ac-
countable care organizations provid-
ing an organizational environment to
support patient-centered medical
homes and patient-centered medical
homes allowing accountable care or-
ganizations to optimize quality and
efficiency of care (24). They could
provide economies of scale for solo
practitioners as well as community-
based mental health and substance
abuse treatment providers, allowing
them to develop virtual patient-cen-
tered medical homes (25). Account-
able care organizations would not
guarantee integration in and of them-
selves, but they could provide a struc-
ture in which integrated models
could be supported and incentives for
integration provided.

Both similarities and differences

exist between these approaches and
the 1990s managed care experience,
and lessons learned from those exper-
iments should be applied to these
new models. During the 1990s, man-
aged behavioral health care was large-
ly operated separately from general
health insurance managed care pro-
grams, an arrangement that provided
expertise in managing mental health
care but raised potential challenges in
coordination with general medical
care (26).

In contrast, accountable care or-
ganizations would include persons
with general medical conditions and
those with mental health conditions
in the same risk pools. Thus, although
these organizations could provide in-
centives for better coordination of
care, they might also divert resources
away from populations with mental
disorders and other complex comor-
bid conditions. Because of the high
costs in the Medicaid program associ-
ated with comorbid mental health
and substance use disorders (27),
these populations could become tar-
gets of cost savings for accountable
care organizations, as they have been
under Medicaid disease management
programs. More generally, pay-for-
performance approaches should be
applied with caution to mental health
and substance use conditions, pend-
ing better indicators, risk adjustment
models, and capacity to establish ac-
countability across multiple providers
and systems of care (28).

State financing innovations. Cur-
rent state initiatives may also provide
models for these organizational and
financing approaches to supporting
improved care at the primary care–
behavioral health interface. In the
Community Care of North Carolina
(CCNC) project, Medicaid enrollees
receive health care and care manage-
ment through local networks made
up of physicians, hospitals, social
service agencies, and county health
departments. Preliminary evidence
suggests that these programs may
help improve quality of care for
chronic medical illnesses and save
costs (29). The CCNC project is a pri-
mary care case management model
that could be used as a prototype for
accountable care organizations under
health reform.

Although the CCNC itself was not
designed as an integration initiative,
in the past several years four CCNC
networks have worked with state and
regional mental health authorities to
pilot a model for integrating mental
health and primary care. Recently,
the CCNC system began a gain-shar-
ing demonstration with Medicare, de-
signed to better serve persons dually
eligible for Medicare and Medicaid.
In the demonstration, the CCNC net-
works will expand current care coor-
dination efforts for the Medicaid pop-
ulation to dually eligible persons and,
over time, to the Medicare-only pop-
ulation as well. The CCNC networks
will receive a per-member-per-month
fee to cover care management, care
transitions, and colocation of mental
health services. Medicare savings be-
yond an established threshold will be
shared with the networks and rein-
vested (30). Planned expansion of in-
tegrated services through CCNC-em-
ployed mental health and substance
abuse treatment staff may further as-
sist primary care practitioners in
meeting the expectations for medical
home management of chronic health
conditions, including mental health
and substance use conditions.

A key financing approach for the
patient-centered medical home is a
monthly care management fee paid
per enrollee per month in addition to
fee for service. There is an opportuni-
ty to build on this idea by combining
it with a unique financing model for
integrated care now under way in
Minnesota. More than 90 clinics have
participated in an initiative known as
DIAMOND (Depression Improve-
ment Across Minnesota, Offering a
New Direction), based on the IMPACT
model (Improving Mood—Promot-
ing Access to Collaborative Treat-
ment) (31). By providing an organiza-
tional and financial framework to
support this evidence-based ap-
proach to depression management,
the DIAMOND program has been
able to demonstrate initial outcomes
that are superior to usual depression
treatment given to patients in primary
care.

Behind the clinical statistics, the
DIAMOND project is applying the
concept of an all-payer case rate for
depression care. Minnesota health
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plans are paying a monthly per-per-
son case rate to participating clinics
for a bundle of services—including a
depression care manager and consult-
ing psychiatrist—under a single case
rate billing code. For some of the
participating plans in Minnesota, the
case rate payments are being made
from the health care side of the plan,
rather than the mental health side, so
that any cost savings can accrue to
the health plans (32). Combining the
DIAMOND payment model with the
patient-centered medical home care
management monthly fee could facil-
itate the adoption of collaborative
care models for common mental dis-
orders in primary care.

Standardization of billing codes.
Other changes under health reform
may provide greater financial viability
for integrated models of care and evi-
dence-based strategies for quality im-
provement. The legislation promises
to bring more standardization to
Medicaid (for example, eligibility
thresholds, essential benefits, and
minimum payment rates to primary
care providers), and it could include a
requirement for state plans to incor-
porate the current CPT (current pro-
cedural terminology) codes that sup-
port integration (for example, Health
and Behavior 96150 series and
Screening and Brief Intervention
99408 and 99409) and eliminate fre-
quently described barriers to billing
(such as same-day billing prohibi-
tions). Medicaid and Medicare
demonstration projects should pro-
vide a setting in which to assess the
practicality and use of these changes
and the more widespread use of
bundling models such as those used
in the DIAMOND project, which
could be valuable for improving qual-
ity and increasing incentives for coor-
dination of care across providers.

Quality metrics
Broadening the range of quality meas-
ures. Rigorous quality assessment
standards are essential for the suc-
cessful implementation and evalua-
tion of demonstration projects and
other changes occurring under health
reform. However, quality metrics for
mental health and substance use dis-
orders are generally more limited
than those for other chronic condi-

tions (7). The National Committee
for Quality Assurance is seeking to ex-
pand its quality indicators for mental
health and substance use conditions.
Implementing quality measures for
serious mental illnesses is of particu-
lar importance for evaluating Medic-
aid programs and other public-sector
entities under health reform.

As demonstration projects and
broader reform efforts move forward,
it will be important to develop and
measure indicators not only for indi-
vidual general medical and mental
health conditions but also for the key
processes associated with clinical in-
tegration—effective communication
(transfer of information across pro-
viders), coordination (shared under-
standing of goals and roles), and con-
tinuity of care (uninterrupted deliv-
ery of services across levels of care)
(33). However, there are no validated
measures of coordination or clinical
integration that can be used for as-
sessing quality of care of persons with
mental and substance use disorders
(34). Demonstration projects for pa-
tient-centered medical homes and ac-
countable care organizations could
provide a laboratory in which to de-
velop and test candidate measures of
clinical integration that could subse-
quently be included in efforts to im-
plement these models more widely.

Other quality assessment organiza-
tions will also need to be engaged in
these quality assessment and im-
provement efforts. The Physician
Quality Reporting Initiative was es-
tablished in 2007 to assess quality of
care among physicians; it provides in-
centive payments to physicians for re-
porting data quality measures for
Medicare beneficiaries (“pay for re-
porting”) (35). Physicians can receive
a bonus payment of 2% based on
their total Medicare Part B payments
if they select at least three quality
measures and report data for those
measures on at least 80% of applica-
ble patient encounters. However,
mental health has limited representa-
tion in these measures; of 179 indica-
tors, only four are related to mental
health (depression screening, evalua-
tion, suicide assessment, and acute
medication treatment).

The National Quality Forum, which
collects and certifies quality measures

from a range of sources, is working on
a consensus development project
funded by the Department of Health
and Human Services to develop a
more robust set of outpatient indica-
tors for mental health, including seri-
ous and persistent mental illnesses
(www.qualityforum.org). Candidate
measures include management of
common medical comorbidities, pre-
ventive medical services, and en-
hanced clinical outcomes of medical
illnesses, as well as measures of coor-
dination, such as documentation of
communication by an outpatient
mental health clinician to the patient’s
primary care clinician (36). In 2007
the National Quality Forum issued a
set of evidence-based practices for
the treatment of substance use condi-
tions and is working on approaches to
measuring continuing care manage-
ment for those conditions. These
mental health and substance use
measures can be used as potential
candidates for development and
specification by the National Com-
mittee for Quality Assurance.

Expansion of accreditation and cer-
tification programs. The National
Committee for Quality Assurance
should also be supported in expand-
ing its accreditation and certification
programs to include more robust
quality measures. New draft certifica-
tion standards for the patient-cen-
tered medical home include refer-
ences to integration of mental health
and substance use screening and brief
treatment. The managed behavioral
health organization accreditation
process needs to be strengthened to
incorporate expanded quality indica-
tors, including measures of coordina-
tion with general health care.

Supporting health 
information technology
Health information technology is a
central feature facilitating quality im-
provement and better integration of
services (37). In its patient-centered
medical home certification standards,
the National Committee for Quality
Assurance includes multiple informa-
tion technology features, including
patient tracking and registries, elec-
tronic prescribing, and test tracking.
However, mental health and sub-
stance abuse treatment systems have
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historically lagged behind other areas
of medicine in the development and
standardization of these information
technology tools. Furthermore, regu-
latory barriers have limited the ex-
change of information between pri-
mary care and mental health and sub-
stance abuse treatment settings.

The Patient Protection and Afford-
able Care Act explicitly requires that
information technology be a part of
medical home demonstration proj-
ects, and it will also be critical in fa-
cilitating the success of integration ef-
forts. In developing these technolo-
gies, standardized templates for elec-
tronic medical records and personal
health records should include the
data elements needed to manage and
coordinate general medical care and
mental health and substance abuse
care. These systems need to be care-
fully designed to ensure that critical
information on health status and serv-
ices can be extracted for measuring
service patterns and performance.

The Health Information Technolo-
gy for Economic and Clinical Health
Act authorizes roughly $36 billion for
health information technology. Most
of the funds are expected to be dis-
tributed between 2011 and 2016 as
adoption incentives through Medi-
care and Medicaid to qualified health
care providers who adopt and use
electronic medical records in accor-
dance with the act’s requirements. Al-
though mental health and substance
abuse treatment providers are not el-
igible for these funds, legislation has
recently been introduced to include
them as qualified health care
providers in this grant program (38).

Building capacity for 
technical assistance
Implementing these demonstration
projects will be complex, and states
and local sites will require consider-
able technical support if these proj-
ects are to be successful. An initial
evaluation of the National Demon-
stration Project, a two-year patient-
centered medical home practice
transformation project sponsored by
the American Academy of Family
Physicians, described the challenges
in transforming the organizational
cultures and physician practice pat-
terns in the 36 participating sites (20).

The authors described this process as
a highly local developmental one re-
quiring both top-down leadership
and bottom-up engagement with
physicians and other clinicians. To
help current primary care practices
successfully transition to medical
homes, they recommended that tech-
nical support be tailored to character-
istics of practices and organizational
readiness.

For the new demonstration proj-
ects, technical assistance roles will
similarly require a grounding in evi-
dence-based approaches to integra-
tion practices along with a knowledge
of how these clinical models work in
local settings. It will require main-
taining an inventory of evidence-
based approaches to integrated care
and to measurement and quality im-
provement and developing and dis-
seminating standardized templates
for electronic health records, person-
al health records, and the registry. Ex-
pertise will be needed not only from
content experts and researchers but
also from quality improvement organ-
izations with experience in driving
large-scale practice change. Practice
management experts will need to
work with sites in demonstration proj-
ects to make these programs finan-
cially sustainable after grants end and
with other sites that do not have spe-
cific funding to underwrite quality
improvement efforts.

Conclusions
These two demonstration projects—
patient-centered medical home
demonstration projects and expan-
sion of the Substance Abuse and
Mental Health Services Administra-
tion primary care project in commu-
nity mental health centers—offer
considerable potential to improve
care at the primary care–behavioral
health interface. Given the complexi-
ty of the problems underlying poor-
quality care in safety-net settings, the
success of these efforts will hinge on
the ability of clinicians, managers,
and policy makers from various agen-
cies to work across traditional organi-
zational boundaries. In anticipation of
the implementation of health reform
legislation, a number of these collab-
orations have already begun. The
Health Resources and Services Ad-

ministration will be cofunding the
technical assistance center for pri-
mary care colocation grants with the
Substance Abuse and Mental Health
Services Administration. The Assis-
tant Secretary for Planning and Eval-
uation is cosponsoring the evaluation
of that program, along with the Sub-
stance Abuse and Mental Health Ser-
vices Administration, and working
with the National Committee for
Quality Assurance to develop new
quality metrics that can be used in
evaluating the impact of health re-
form. In addition, the Agency for
Healthcare Research and Quality and
the National Institute of Mental
Health are working together in set-
ting a research agenda for mental
health information technology and
comparative effectiveness research
that will further inform these health
reform efforts.

As these interagency collaborations
move forward, many of the same ele-
ments demonstrated to be essential
for improving clinical quality of
care—a clear locus of accountability,
long-term follow-up, effective com-
munication, and rigorous monitoring
and feedback—will also be essential
to ensure that these demonstration
projects, and health reform more
generally, fulfill their potential to im-
prove care at the primary care–be-
havioral health interface.
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