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Introduction 

This Behavioral Health Guide for North Carolina Federally Qualified Health Centers (FQHCs) has been 
specifically designed to provide you with valuable informa�on and frequently asked ques�ons (FAQs) 
related to integrated behavioral health. As FQHCs play a vital role in delivering holis�c and pa�ent-
centered care, it is essen�al to understand the importance of integra�ng behavioral health services 
within primary care se�ngs. This guide aims to equip FQHCs in North Carolina with the necessary 
knowledge and resources to effec�vely implement and enhance their integrated behavioral health 
programs. 

 

Purpose 

The primary purpose of this guide is to support North Carolina FQHCs in op�mizing their integrated 
behavioral health services. Integrated behavioral health is a collabora�ve approach that combines 
mental health and substance use services with primary care, ensuring that pa�ents receive 
comprehensive and coordinated care for their physical and mental well-being. By integra�ng behavioral 
health into the FQHC se�ng, we can improve pa�ent outcomes, reduce s�gma, enhance access to care, 
and address the complex healthcare needs of the communi�es we serve. 
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By delving into these key areas, this guide will serve as a valuable resource to North Carolina FQHCs, 
empowering them to provide comprehensive and pa�ent-centered care that addresses the behavioral 
health needs of their communi�es. Together, FQHCs can foster healthier communi�es, reduce health 
dispari�es, and improve the overall well-being of individuals served across North Carolina. 
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Understanding Integrated Behavioral Health 
 

Definition, Principles, and Benefits of Integrated Behavioral Health  

Integrated behavioral health refers to the systema�c coordina�on and integra�on of mental health, 
substance use, and behavioral healthcare services within primary care se�ngs. It involves the 
collabora�on of healthcare providers from different disciplines to address the physical, mental, and 
emo�onal well-being of individuals in a comprehensive and holis�c manner. The principles underlying 
integrated behavioral health include: 

• Whole-Person Care: Integrated behavioral health recognizes that physical and mental health are 
interconnected, and therefore aims to provide care that addresses both aspects of an 
individual's well-being. 
 

• Collabora�ve Approach: It involves the collabora�on and coordina�on of healthcare 
professionals, including primary care providers, mental health specialists, and substance use 
counselors, to deliver integrated care. 
 

• Pa�ent-Centeredness: Integrated behavioral health emphasizes the importance of pa�ent 
engagement, shared decision-making, and tailoring care to meet individual needs and 
preferences. 

The benefits of integrated behavioral health include: 

• Improved Access to Care: By integra�ng behavioral health services into primary care, individuals 
can receive �mely and convenient access to mental health and substance use support without 
the need for separate referrals or appointments. 75% of primary care visits include concerns 
regarding behavioral health. Many pa�ents are unable to obtain behavioral health or substance 
use disorder care due to lack of insurance or limited access. Shortages of behavioral health 
providers make accessing treatment difficult in many areas. 30-50% of pa�ents referred to 
behavioral health treatment do not keep their ini�al appointment. 
 

• Enhanced Care Coordina�on: Integra�on enables beter coordina�on and communica�on 
between primary care and behavioral health providers, leading to more effec�ve and 
coordinated care plans. Being able to get both physical and mental health care at a familiar place 
with a known provider increases pa�ent comfortability and reduces duplicate assessments. 80% 
of individuals with a behavioral health disorder will see a primary care provider annually, and 
50% of behavioral health disorders are already treated in primary care se�ngs. 
 

• Holis�c Assessment and Treatment: Integrated behavioral health allows for a comprehensive 
assessment of individuals, considering both physical and behavioral health factors, leading to 
more accurate diagnoses and personalized treatment plans. Behavioral health factors 
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inordinately increase pa�ent morbidity and mortality. 67% of people with behavioral health 
disorders do not get treatment for their condi�on(s). 
 

• Reduced S�gma: By integra�ng behavioral health within primary care se�ngs, it helps reduce 
the s�gma associated with seeking mental health and substance use treatment, promo�ng 
greater acceptance and u�liza�on of services. Important strategy for addressing racial, ethnic, 
and geographic behavioral health dispari�es. Behavioral health and physical health are 
intertwined, and one impacts the other, thus trea�ng them together increases pa�ent trust and 
comfortability with the health system. 
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Overview of Various Models of Integrated Care and Their Implementation in FQHCs  

There are several models of integrated care that can be implemented in Federally Qualified Health 
Centers (FQHCs) to integrate behavioral health services effec�vely. Some of these models include: 

• Primary Care Behavioral Health (PCBH): This model is a team-based approach to managing 
behavioral health issues that o�en present in primary care. It involves co-loca�ng behavioral 
health providers alongside primary care providers to collaborate in delivering comprehensive 
care. PCBH emphasizes warm handoffs, collabora�ve care, screening, brief interven�ons, and 
coordinated referrals. It aims to address pa�ents' behavioral health needs within the primary 
care visit, enhancing access, reducing s�gma, and promo�ng coordinated and pa�ent-centered 
care. 
 

• Collabora�ve Care Model (CoCM): A specific type of integrated care developed at the University 
of Washington to treat common mental health condi�ons in medical se�ngs like primary 
care. Based on principles of effec�ve chronic illness care, CoCM focuses on defined pa�ent 
popula�ons who are tracked in a registry to monitor treatment progression. This model involves 
a team-based approach that includes a primary care provider, a behavioral health specialist, and 
a care manager. The primary care provider takes the lead in treatment planning, while the 
behavioral health specialist offers consulta�on to the primary care provider and provides brief 
interven�ons and therapy sessions. The treatment plan focuses on measurement-based 
treatment to target, to ensure the pa�ent's goals and clinical outcomes are met. 
 

• Co-located Care Model: In this model, primary care and behavioral health providers work side by 
side, sharing the same physical space or loca�on. This facilitates easy communica�on and 
consulta�on between providers and enhances the integra�on of care. Co-located care enhances 
communica�on, reduces s�gma, and improves care coordina�on between the two disciplines. 
Pa�ents can conveniently receive integrated care without having to travel to separate loca�ons. 
 

• Telehealth-Based Models: Telehealth pla�orms and technologies can be u�lized to provide 
behavioral health services remotely, connec�ng primary care providers with mental health 
specialists for consulta�on and collabora�ve treatment planning. 
 

• Integrated Care Pathways: These pathways outline the systema�c approach for iden�fying, 
assessing, and trea�ng individuals with behavioral health concerns within the primary care 
se�ng. They ensure standardized processes and clear roles for different providers involved in 
integrated care delivery. 
 

• Screening, Brief Interven�on, and Referral to Treatment (SBIRT): SBIRT is a systema�c approach 
used to iden�fy and address substance abuse and mental health concerns in primary care 
se�ngs. It involves universal screening of pa�ents to iden�fy those at risk or in need of 
interven�on. Brief interven�ons are then provided to address iden�fied concerns, and for 
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individuals requiring more specialized care, appropriate referrals to behavioral health specialists 
or substance abuse treatment providers are made. 
 

• Stepped Care Model: The Stepped Care Model involves delivering care in a stepwise manner 
based on the severity of the pa�ent's condi�on. Ini�ally, low-intensity interven�ons such as self-
help materials or brief counseling may be provided. If symptoms persist or worsen, pa�ents can 
step up to higher levels of care, including more intensive therapy or psychiatric consulta�ons. 
This model op�mizes resource alloca�on by matching the intensity of care to the pa�ent's 
needs. 
 

• Integrated Electronic Health Records (EHR): Effec�ve integra�on of behavioral health and 
primary care requires seamless sharing of pa�ent informa�on. Integrated EHR systems allow 
healthcare providers from both disciplines to access and update pa�ent records, facilita�ng 
communica�on and coordina�on. Shared EHRs enhance the exchange of relevant clinical 
informa�on, support comprehensive treatment planning, and reduce fragmenta�on in care. 
 

• Coordinated Specialty Care (CSC): CSC is a model designed for individuals experiencing their first 
episode of psychosis. It involves a team-based approach that integrates psychiatric treatment, 
psychosocial interven�ons, and case management. The team typically consists of psychiatrists, 
psychologists, social workers, employment specialists, and peer support providers. CSC aims to 
provide early interven�on, reduce the dura�on of untreated psychosis, and support recovery. 
 

• Asser�ve Community Treatment (ACT): ACT is a comprehensive and intensive model for 
individuals with severe and persistent mental illness. It involves a mul�disciplinary team that 
delivers community-based services, including psychiatric care, case management, psychosocial 
rehabilita�on, housing support, and crisis interven�on. ACT teams provide ongoing, holis�c 
support to individuals who may have difficulty engaging in tradi�onal outpa�ent se�ngs. 
 

• Peer Support Programs: Peer support programs involve individuals with lived experience of 
mental health or substance abuse challenges providing support to others facing similar 
challenges. Peer support specialists, who have received training and cer�fica�on, work alongside 
clinical providers in various se�ngs, including primary care clinics, hospitals, and community 
organiza�ons. Peer support programs promote recovery, empowerment, and shared decision-
making. 
 

• Integrated Dual Diagnosis Treatment (IDDT): IDDT is a model designed for individuals with co-
occurring mental health and substance use disorders. It involves a comprehensive approach that 
integrates mental health and substance abuse treatment services. The IDDT model emphasizes 
simultaneous treatment, collabora�on between mental health and substance abuse providers, 
and coordina�on of care to address both disorders effec�vely. 
 

• School-Based Health Centers (SBHC): SBHCs provide comprehensive healthcare services, 
including primary care and behavioral health services, within school se�ngs. These centers 
o�en employ integrated care models to address the physical and mental health needs of 
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students. By offering on-site behavioral health services, SBHCs enhance access to care, early 
interven�on, and collabora�on between healthcare providers and schools. 
 

• Trauma-Informed Care: Trauma-informed care is an approach that recognizes the prevalence of 
trauma in individuals' lives and the poten�al impact it has on their health and well-being. FQHCs 
may adopt trauma-informed care principles across their services, crea�ng a safe and suppor�ve 
environment for pa�ents. This approach involves understanding the effects of trauma, 
implemen�ng trauma-sensi�ve prac�ces, and integra�ng trauma-informed therapies into 
primary care and behavioral health services. 
 

• Cer�fied Community Behavioral Health Clinics (CCBHCs): Under the purview of SAMHSA, CCBHCs 
are designed to ensure access to coordinated comprehensive behavioral health care. As an 
integrated and sustainably-financed model for care delivery, CCBHCs ensure access to integrated, 
evidence-based substance use disorder and mental health services, including 24/7 crisis 
response and medica�on-assisted treatment (MAT); meet stringent criteria regarding �meline of 
access, quality repor�ng, staffing and coordina�on with social services, criminal jus�ce and 
educa�on systems; receive flexible funding to support the real costs of expanding services to 
fully meet the need for care in their communi�es. 
 
 

These models highlight the diverse approaches to integrated care across different popula�ons and 
se�ngs. Each model has its own focus and target popula�on, but they all share a common goal of 
providing comprehensive, pa�ent-centered care that addresses both physical and behavioral health 
needs. FQHCs may adopt one or a combina�on of these models based on the specific needs of their 
pa�ents and communi�es. The implementa�on of these models in FQHCs requires careful planning, 
collabora�on, and alignment of resources, as well as training and educa�on for the healthcare team to 
effec�vely provide integrated care. 
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Recognizing the Impact of Behavioral Health on Overall Health Outcomes 

Behavioral health plays a significant role in overall health outcomes. Mental health condi�ons, such as 
depression, anxiety, and substance use disorders, can have a profound impact on physical health and 
vice versa. It is crucial to recognize the impact of behavioral health on overall health outcomes, 
including: 

• Physical Health: Untreated behavioral health condi�ons can lead to increased healthcare 
u�liza�on, higher rates of chronic disease, poor medica�on adherence, and compromised 
immune func�on. 
 

• Health Dispari�es: Behavioral health condi�ons can contribute to health dispari�es, as 
individuals with mental health or substance use disorders may face barriers in accessing �mely 
and appropriate healthcare services. 
 

• Treatment Effec�veness: Trea�ng behavioral health condi�ons alongside physical health 
condi�ons improves treatment effec�veness, leading to beter health outcomes, reduced 
hospitaliza�ons, and improved quality of life. 
 

• Healthcare Costs: Untreated or poorly managed behavioral health condi�ons can result in higher 
healthcare costs due to increased emergency department visits, hospitaliza�ons, and u�liza�on 
of medical services. 

Specific examples of condi�ons that highlight the profound impact on overall health outcomes: 

1. Mental Health Conditions: 

• Depression: Depression is a prevalent mental health condi�on that affects millions of 
individuals worldwide. It is associated with a higher risk of chronic diseases such as 
diabetes, heart disease, and stroke. Studies have shown that individuals with depression 
have a 40% higher risk of developing cardiovascular diseases than those without 
depression. 

• Anxiety Disorders: Anxiety disorders, including generalized anxiety disorder, panic 
disorder, and social anxiety disorder, can lead to physical health consequences. Chronic 
anxiety is associated with increased rates of hypertension, gastrointes�nal disorders, 
and respiratory condi�ons. 

• Serious Mental Illness: Condi�ons such as schizophrenia, bipolar disorder, and severe 
depression, collec�vely known as serious mental illness (SMI), can significantly impact 
physical health outcomes. Individuals with SMI have a reduced life expectancy of 10 to 
25 years compared to the general popula�on, primarily due to comorbid physical health 
condi�ons and inadequate healthcare access. 

2. Substance Use Disorders: 

• Substance use disorders (SUDs) contribute to numerous health problems and increase 
the risk of morbidity and mortality. Common substances include alcohol, opioids, 
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s�mulants, and illicit drugs. Health consequences of SUDs include liver diseases, 
cardiovascular problems, respiratory issues, infec�ous diseases (such as HIV/AIDS and 
hepa��s), mental health disorders, and an increased risk of accidents and injuries. 

3. Co-occurring Mental and Physical Health Conditions: 

• Co-occurring mental health and physical health condi�ons are common and have a 
significant impact on individuals' well-being. For example, individuals with diabetes and 
comorbid depression have a higher risk of complica�ons, poorer adherence to treatment 
plans, and increased healthcare costs. Studies have shown that approximately 30% of 
individuals with diabetes have comorbid depression. Similarly, individuals with 
cardiovascular diseases and comorbid anxiety disorders have higher rates of 
hospitaliza�on, worse treatment adherence, and increased mortality rates compared to 
those without anxiety disorders. 

Recognizing the impact of behavioral health on overall health outcomes emphasizes the need for 
integrated care models that address the holis�c needs of individuals, providing �mely and coordinated 
interven�ons for both physical and behavioral health concerns. FQHCs play a vital role in addressing 
these needs and promo�ng improved health outcomes in the communi�es they serve. 
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Establishing Effec�ve Integrated Behavioral Health Programs 
 

Assessing Organizational Readiness and Developing a Strategic Plan  

Before implemen�ng an integrated behavioral health program, it is crucial to assess the organiza�onal 
readiness of the healthcare facility, such as an FQHC, and develop a strategic plan. Here's an overview of 
these processes: 

1. Assessing Organizational Readiness: 

• Resource Evalua�on: Assess the availability of resources such as staffing, infrastructure, 
and financial support. Determine if the organiza�on has the necessary resources to 
support the integra�on of behavioral health services. This includes evalua�ng the 
capacity to hire and train behavioral health providers, care managers, and support staff. 

• Leadership Support: Evaluate the commitment and support of organiza�onal leadership 
in promo�ng and sustaining integrated behavioral health ini�a�ves. Engage leadership 
early in the process and secure their buy-in to ensure their ac�ve involvement in 
decision-making and resource alloca�on. 

• Needs Assessment: Conduct a comprehensive needs assessment to iden�fy the 
behavioral health needs of the pa�ent popula�on served by the FQHC. This can involve 
analyzing exis�ng data, conduc�ng community assessments, and administering pa�ent 
surveys. Understanding the specific needs and preferences of the target popula�on 
helps tailor the integrated program to address those needs effec�vely. 

• Regulatory and Policy Considera�ons: Review and understand any relevant regula�ons, 
policies, and reimbursement mechanisms related to integrated behavioral health 
services. This ensures compliance with applicable guidelines and facilitates sustainable 
implementa�on of the program. 

2. Developing a Strategic Plan: 

• Goal Se�ng: Clearly define the goals and objec�ves of the integrated behavioral health 
program. These goals should align with the organiza�on's mission and strategic 
priori�es. Establish measurable outcomes to track progress and evaluate the program's 
effec�veness. 

• Timelines and Milestones: Develop a �meline that outlines the key milestones and 
deliverables for implemen�ng the integrated program. Se�ng realis�c �melines ensures 
that the necessary steps are taken in a structured and efficient manner. 

• Stakeholder Engagement: Iden�fy and engage key stakeholders who will play a role in 
the success of the program. This includes organiza�onal leadership, clinical and 
administra�ve staff, community partners, and pa�ents. Seek their input, feedback, and 
support throughout the planning and implementa�on process. 
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• Resource Alloca�on: Determine the necessary resources, including staffing, training, 
infrastructure, and technology, needed to support the integrated program. Assess the 
financial implica�ons and develop a budget that reflects the resources required for 
successful implementa�on and sustainability. 

• Implementa�on Strategies: Define the strategies and approaches for integra�ng 
behavioral health services into primary care prac�ces. This includes considera�ons such 
as workflow redesign, care coordina�on processes, training and educa�on plans, and 
quality improvement ini�a�ves. Develop implementa�on strategies that are tailored to 
the organiza�on's specific context and pa�ent popula�on. 

• Evalua�on and Con�nuous Improvement: Establish mechanisms for ongoing evalua�on 
and con�nuous improvement of the integrated program. Define evalua�on metrics, data 
collec�on methods, and feedback mechanisms to monitor outcomes and iden�fy areas 
for enhancement. Regularly review and refine the strategic plan based on feedback and 
data analysis. 

By assessing organiza�onal readiness and developing a strategic plan, FQHCs can ensure a systema�c 
and well-planned approach to integra�ng behavioral health services. This process sets the founda�on for 
successful implementa�on, sustainability, and posi�ve health outcomes for the pa�ents served by the 
organiza�on. 
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Identifying Key Stakeholders and Building Interdisciplinary Teams 

Iden�fying key stakeholders and building interdisciplinary teams are essen�al steps in establishing 
effec�ve integrated behavioral health programs within FQHCs. Here's an overview of these processes: 

1. Identify Key Stakeholders: 

• Organiza�onal Leadership: Engage execu�ves, administrators, and board members in the 
planning and implementa�on of the integrated behavioral health program. Their support 
and involvement are cri�cal for alloca�ng resources, advoca�ng for the program, and 
ensuring its sustainability. 

• Primary Care Providers: Involve primary care physicians, nurse prac��oners, and other 
healthcare professionals who play a central role in delivering primary care services. Their 
collabora�on and buy-in are vital for successful integra�on and coordinated pa�ent care. 

• Behavioral Health Specialists: Iden�fy behavioral health specialists, such as 
psychologists, social workers, psychiatrists, and addic�on counselors, who will be 
involved in providing integrated services. Engage them in the planning and 
implementa�on process to ensure their exper�se is incorporated into the program 
design. 

• Care Managers and Support Staff: Include care managers and support staff who will 
assist in coordina�ng care, managing referrals, and ensuring seamless communica�on 
between primary care and behavioral health providers. Their involvement is essen�al for 
effec�ve care coordina�on and pa�ent engagement. 

• Pa�ents and Families: Recognize pa�ents and their families as important stakeholders. 
Involve them in the planning and implementa�on process to understand their needs, 
preferences, and barriers to accessing integrated behavioral health services. Seek their 
input to design a pa�ent-centered program that addresses their specific requirements. 

2. Build Interdisciplinary Teams: 

• Establish Interdisciplinary Collabora�on: Form interdisciplinary teams that include 
primary care providers, behavioral health specialists, care managers, nurses, and other 
relevant healthcare professionals. Encourage regular communica�on, shared decision-
making, and collabora�ve care planning to ensure comprehensive and coordinated 
pa�ent care. 

• Define Roles and Responsibili�es: Clearly define the roles and responsibili�es of team 
members to avoid duplica�on of efforts and promote efficient workflow. This includes 
specifying the roles of primary care providers in screening and iden�fica�on of 
behavioral health concerns, the responsibili�es of behavioral health specialists in 
providing assessment and treatment, and the tasks of care managers in coordina�ng 
referrals and follow-up care. 

• Foster Effec�ve Communica�on: Establish effec�ve communica�on channels and 
pla�orms for interdisciplinary team members to share informa�on, exchange ideas, and 
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discuss pa�ent cases. Regular team mee�ngs, case conferences, and electronic 
communica�on systems can facilitate seamless communica�on and enhance 
collabora�on. 

• Promote Training and Educa�on: Provide training opportuni�es for interdisciplinary 
team members to enhance their understanding of integrated care models, effec�ve 
communica�on strategies, and evidence-based interven�ons for behavioral health 
concerns. Foster a culture of con�nuous learning and professional development within 
the team. 

By iden�fying key stakeholders and building interdisciplinary teams, FQHCs can create a collabora�ve 
environment that supports integrated behavioral health services. This collabora�ve approach ensures 
effec�ve communica�on, shared decision-making, and coordinated care, ul�mately leading to improved 
pa�ent outcomes and sa�sfac�on. 
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Integrating Behavioral Health Workflows into Primary Care Practices  

Integra�ng behavioral health workflows into primary care prac�ces is a crucial aspect of establishing 
effec�ve integrated behavioral health programs. This process involves implemen�ng streamlined 
processes, collabora�ve documenta�on, care coordina�on, and training ini�a�ves. Here are some key 
elements to consider when integra�ng behavioral health workflows: 

1. Establishing Care Pathways: 

• Develop clear and standardized care pathways that outline the steps for iden�fying, 
assessing, and managing behavioral health concerns within the primary care se�ng. 
These pathways ensure consistency and efficiency in delivering integrated care. 

• Define the roles and responsibili�es of primary care providers, behavioral health 
specialists, and other team members involved in the care pathway. This clarifies 
expecta�ons and promotes collabora�ve decision-making. 

2. Collaborative Documentation: 

• Implement collabora�ve documenta�on prac�ces to enhance communica�on and 
informa�on sharing between primary care and behavioral health providers. This includes 
shared electronic health records (EHR) or integrated documenta�on systems. 

• Ensure that documenta�on captures both physical and behavioral health aspects, 
allowing providers from different disciplines to access comprehensive pa�ent 
informa�on. This promotes con�nuity of care and informed decision-making. 

3. Coordinating Care and Referrals: 

• Establish mechanisms for seamless care coordina�on and referrals between primary 
care and behavioral health providers. This can include warm handoffs, where the 
primary care provider introduces the pa�ent to the behavioral health specialist during 
the same visit. 

• Develop clear communica�on channels and protocols for exchanging informa�on, 
sharing treatment plans, and providing �mely feedback between providers. This 
collabora�on ensures a holis�c approach to pa�ent care. 

4. Training and Education: 

• Provide training and educa�onal opportuni�es for primary care providers and behavioral 
health specialists to enhance their knowledge and skills in integrated care delivery. This 
can include workshops, seminars, case discussions, and online resources. 

• Training should focus on promo�ng a shared understanding of integrated care principles, 
effec�ve communica�on strategies, collabora�ve treatment planning, and evidence-
based interven�ons for behavioral health concerns in primary care se�ngs. 

• Foster a culture of con�nuous learning and professional development by encouraging 
providers to stay updated with the latest research and best prac�ces in integrated 
behavioral health care. 
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5. Evaluation and Quality Improvement: 

• Establish mechanisms for ongoing evalua�on and quality improvement of integrated 
behavioral health workflows. This involves monitoring pa�ent outcomes, assessing 
provider sa�sfac�on, and gathering feedback from pa�ents, providers, and staff. 

• Use data analy�cs and performance metrics to iden�fy areas for improvement, refine 
care pathways, and op�mize resource alloca�on. Regular feedback loops and quality 
improvement ini�a�ves ensure the con�nuous enhancement of integrated care delivery. 

Addi�onally, the Na�onal Ins�tute of Health (NIH) outlines five steps to an efficient workflow for 
Behavioral Health Integra�on (BHI): 

1. Pa�ent Engagement: The goal of the PCP is to determine how to connect the pa�ent with a 
behavioral health provider, par�cularly when the pa�ent is in the clinic for a non-behavioral 
health related concern.  
 

2. Evidence-Based Treatment: What will behavioral health treatment look like in your clinic? Brief 
interven�on? Psychotherapy? Psychopharmacology? A combina�on of both? 
 

3. Systema�c Follow-up: Adjus�ng treatment as needed and iden�fica�on and preven�on of 
relapse. How will pa�ent progress be tracked? Some clinics use screening tools at ini�al 
incep�on of behavioral health services and periodically throughout treatment, such as the PHQ-
9, GAD-7, AUDIT, CAGE, DAST-10, and ACEs. 
 

4. Communica�on, Care Coordina�on and Referrals: How will your clinic get the pa�ent to a higher 
level of care, if needed?  
 

5. Systemic Case Review and Psychiatric Consult: Will you have regular team mee�ngs between 
primary care and behavioral health staff? Do you have psychiatric consulta�on available when 
needed? Tasks and roles should be defined, and the team should work collec�vely to map out 
workflows based on pa�ent and clinic needs. 

By integra�ng behavioral health workflows into primary care prac�ces, FQHCs can improve the 
iden�fica�on and management of behavioral health concerns, enhance collabora�on between 
providers, and promote pa�ent-centered care. This integra�on leads to beter overall health outcomes 
and increased pa�ent sa�sfac�on. 
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Staffing and Workforce Considera�ons 
 

Roles and Responsibilities of Various Team Members  

When implemen�ng integrated behavioral health programs within FQHCs, it is important to consider the 
licenses, cer�fica�ons, and training levels required for each role as well as define the roles and 
responsibili�es of different team members. Here are some key roles to consider: 

1. Primary Care Providers: Primary care providers (PCP), such as physicians (MD or DO) and mid-
level or advanced prac�ce providers including Nurse Prac��oners (NP) and Physician Assistants 
(PA), must hold valid state licenses to prac�ce medicine. Primary care providers typically 
complete medical school or graduate-level nursing or PA programs, followed by residency or 
advanced prac�ce clinical training in their respec�ve fields. Con�nuing educa�on and 
professional development are essen�al to stay updated on the latest guidelines and best 
prac�ces in primary care. Each PCP may hold addi�onal cer�fica�ons specific to scope of 
prac�ce, such as board cer�fica�on within a defined specialty. 

 
Primary care providers play a central role in iden�fying and addressing behavioral health 
concerns in the primary care se�ng. Their responsibili�es may include: 

• Screening pa�ents for behavioral health issues during rou�ne visits. 
• Conduc�ng brief interven�ons and providing ini�al treatment for common behavioral 

health condi�ons. 
• Collabora�ng with behavioral health specialists to develop comprehensive treatment 

plans. 
• Monitoring pa�ents' progress and making appropriate referrals when necessary. 

 
2. Behavioral Health Providers: Behavioral health providers may include psychologists, licensed 

clinical social workers (LCSW), licensed professional counselors (LPC), marriage and family 
therapists (LMFT), licensed clinical mental health clinician (LCMHC), licensed clinical addic�on 
specialist (LCAS), and psychiatrists (MD or DO). The specific licenses and cer�fica�ons required 
vary by state and profession. Behavioral health providers generally have advanced degrees in 
their respec�ve fields, such as a Ph.D. in psychology, Master's degree in social work, counseling, 
or marriage and family therapy, or an M.D. or D.O. degree in the case of psychiatrists. They 
undergo specialized clinical training, including internships and supervised prac�ce, to gain 
proficiency in diagnosing and trea�ng behavioral health condi�ons. 
 
Behavioral health specialists bring exper�se in diagnosing and trea�ng mental health and 
substance use disorders. Their responsibili�es may include: 

• Conduc�ng comprehensive assessments and evalua�ons of pa�ents' behavioral health 
needs. 

• Providing evidence-based interven�ons, psychotherapy, and medica�on management. 
• Collabora�ng with primary care providers to develop integrated treatment plans. 
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• Offering consulta�on and support to primary care providers regarding behavioral health 
concerns. 

 
3. Care Managers and Support Staff: Care managers and support staff involved in care coordina�on 

may benefit from cer�fica�ons such as Cer�fied Care Manager (CCM) or Cer�fied Case Manager 
(CCM) offered by professional organiza�ons. Some �tles may include qualified professional (QP), 
care coordinator, care manager, case manager, behavioral health specialist, or the like. Training in 
care coordina�on, pa�ent engagement, and communica�on skills is valuable for effec�ve 
performance in these roles. Care managers and support staff may come from diverse 
educa�onal backgrounds, including nursing, social work, psychology, or healthcare 
administra�on. While specific degrees may not be mandatory, relevant experience and training 
in care coordina�on, healthcare management, or related fields are beneficial. 
 
Care managers and support staff play crucial roles in coordina�ng care and facilita�ng 
communica�on among team members. Their responsibili�es may include: 

• Assis�ng with pa�ent outreach and engagement in integrated behavioral health 
services. 

• Coordina�ng referrals and scheduling appointments with behavioral health providers. 
• Ensuring the smooth flow of informa�on and follow-up between primary care and 

behavioral health teams. 
• Providing pa�ent educa�on and support for self-management of behavioral health 

condi�ons. 

It's important to note that licensing and cer�fica�on requirements vary by jurisdic�on, and FQHCs 
should ensure compliance with local regula�ons and guidelines. Addi�onally, ongoing professional 
development and con�nuing educa�on are essen�al for all team members to stay up-to-date with the 
latest research, evidence-based prac�ces, and regulatory changes in their respec�ve fields.  

By ensuring that team members have the necessary licenses, cer�fica�ons, and training levels, FQHCs 
can establish a competent workforce that can effec�vely deliver integrated behavioral health services to 
pa�ents. 
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Strategies for Recruiting, Training, and Retaining Behavioral Health Providers 

Recrui�ng, training, and retaining skilled behavioral health providers is crucial for the success of 
integrated behavioral health programs within FQHCs. Here are some effec�ve strategies to consider: 

1. Targeted Recruitment: 

• Market the Benefits of Integrated Care: Highlight the advantages of working within an 
integrated care team, such as improved collabora�on, increased access to pa�ents, and 
enhanced pa�ent outcomes. Emphasize the opportunity to work in a mul�disciplinary 
se�ng that values holis�c care. 

• Establish Rela�onships with Educa�onal Ins�tu�ons: Collaborate with local universi�es, 
colleges, and training programs to create pipelines for recrui�ng behavioral health 
providers. Offer internships, clinical rota�ons, or fellowship programs to atract and 
retain top talent. 

• Leverage Professional Networks: Engage with professional associa�ons, local chapters, 
and online pla�orms dedicated to behavioral health professions. Adver�se job openings, 
par�cipate in career fairs, and leverage networking opportuni�es to connect with 
poten�al candidates. 

2. Training and Professional Development: 

• Provide Integrated Care Training: Offer comprehensive training programs to behavioral 
health providers on integrated care models, collabora�ve prac�ces, and the unique 
aspects of working within an FQHC. This may include workshops, seminars, webinars, or 
online courses tailored to their specific roles and responsibili�es. 

• Support Con�nuing Educa�on: Allocate resources and encourage behavioral health 
providers to pursue ongoing professional development. Provide financial support for 
atending conferences, workshops, or obtaining advanced cer�fica�ons. This fosters a 
culture of learning and growth, enhancing their skills and knowledge. 

• Establish Mentorship Programs: Pair new behavioral health providers with experienced 
professionals within the organiza�on. Mentorship programs provide guidance, support, 
and opportuni�es for knowledge transfer, helping new team members integrate 
smoothly into the integrated care environment. 

3. Competitive Compensation and Benefits: 

• Conduct Salary Benchmarking: Research and analyze industry standards and local 
market rates to ensure compe��ve compensa�on packages. This includes considering 
salary, benefits, re�rement plans, and incen�ve programs to atract and retain talented 
behavioral health providers. 

• Employee Recogni�on and Rewards: Implement recogni�on programs to acknowledge 
the contribu�ons of behavioral health providers. This can include performance-based 
bonuses, awards, or public acknowledgment of their achievements. Recogni�on and 
rewards contribute to job sa�sfac�on and reten�on. 



19 
 

 

• Work-Life Balance Ini�a�ves: Foster a healthy work-life balance by offering flexible 
scheduling op�ons, telecommu�ng opportuni�es, and suppor�ve policies for �me off, 
vaca�on, and family leave. Providing a posi�ve work environment promotes job 
sa�sfac�on and reduces burnout. 

4. Collaborative Work Environment: 

• Foster Interdisciplinary Collabora�on: Create a collabora�ve work environment where 
behavioral health providers can effec�vely communicate and work alongside primary 
care providers and support staff. Encourage shared decision-making, interprofessional 
educa�on, and regular team mee�ngs to facilitate collabora�on. 

• Promote Team-Based Care: Emphasize the value of team-based care and the benefits of 
working collabora�vely with other healthcare professionals. Foster a culture of mutual 
respect, trust, and open communica�on among team members. 

• Pa�ent-Centered Care Philosophy: Emphasize the importance of pa�ent-centered care 
and how behavioral health providers can contribute to improved health outcomes and 
pa�ent sa�sfac�on. Highlight the impact their work has on the lives of pa�ents and the 
community. 

5. Supportive Work Environment: 

• Provide Adequate Resources: Ensure that behavioral health providers have the 
necessary resources and tools to deliver high-quality care. This includes access to 
electronic health records, assessment tools, evidence-based treatment guidelines, and 
necessary technology. 

• Supervision and Support: Establish a suppor�ve supervision structure that allows 
behavioral health providers to seek guidance, consulta�on, and case reviews when 
needed. Provide access to clinical supervisors or consultants who can assist with 
complex cases and offer professional support. 

• Professional Growth Opportuni�es: Support behavioral health providers' career growth 
by offering opportuni�es for advancement, promo�on, and leadership roles within the 
organiza�on. Encourage their involvement in research, program development, and 
quality improvement ini�a�ves. 

By implemen�ng these strategies, FQHCs can atract, train, and retain highly skilled behavioral health 
providers who are dedicated to providing integrated care and improving pa�ent outcomes. A suppor�ve 
and collabora�ve work environment, coupled with compe��ve compensa�on and opportuni�es for 
professional growth, creates an environment where behavioral health providers thrive. 
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Collaborative Approaches to Care Coordination and Case Management  

Effec�ve care coordina�on and case management are essen�al components of integrated behavioral 
health programs within FQHCs. Collabora�ve approaches ensure seamless communica�on, coordina�on 
of services, and holis�c care delivery. Here's a closer look at the strategies and principles involved: 

1. Interdisciplinary Team Collaboration: 

• Establishing Interdisciplinary Teams: Form interdisciplinary teams consis�ng of primary 
care providers, behavioral health providers, care managers, and support staff. These 
teams work together to develop and implement care plans, ensuring comprehensive and 
coordinated care for pa�ents. 

• Regular Team Mee�ngs: Conduct regular team mee�ngs to discuss pa�ent cases, share 
informa�on, and collaborate on treatment plans. These mee�ngs facilitate 
interdisciplinary communica�on, allowing team members to contribute their exper�se 
and perspec�ves to pa�ent care decisions. 

• Care Conferences and Case Reviews: Organize care conferences or case reviews where 
team members come together to discuss complex cases, iden�fy barriers, and develop 
strategies for coordinated care. These sessions foster collabora�on, problem-solving, 
and shared decision-making. 

2. Shared Care Planning and Documentation: 

• Shared Treatment Plans: Collaborate on the development of integrated treatment plans 
that address both physical and behavioral health needs. Involve the pa�ent in the 
planning process, considering their preferences and goals. Shared treatment plans 
ensure that all team members are aware of the pa�ent's care goals and can contribute 
to their achievement. 

• Integrated Documenta�on: U�lize shared electronic health records (EHRs) or care 
coordina�on pla�orms to document and track pa�ent progress. Integrated 
documenta�on enables seamless informa�on sharing, reduces duplica�on of efforts, 
and ensures that all team members have access to up-to-date pa�ent informa�on. 

3. Communication and Information Sharing: 

• Effec�ve Communica�on Channels: Establish efficient communica�on channels among 
team members, such as secure messaging systems, shared calendars, or virtual 
pla�orms for video conferencing. Prompt and clear communica�on ensures �mely 
coordina�on of care, facilitates consulta�ons, and addresses any concerns or ques�ons. 

• Confiden�ality and Informa�on Security: Maintain strict adherence to privacy 
regula�ons (e.g., HIPAA) to protect pa�ent confiden�ality. Ensure that all team members 
receive appropriate training on confiden�ality and data security measures to safeguard 
pa�ent informa�on during care coordina�on and case management. 
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4. Patient and Family Engagement: 

• Pa�ent Educa�on and Empowerment: Provide pa�ents and their families with 
informa�on on the integrated care model, the roles of different team members, and the 
benefits of coordinated care. Educate pa�ents about their treatment op�ons, self-
management strategies, and the importance of adhering to the care plan. 

• Shared Decision-Making: Involve pa�ents in the decision-making process by providing 
them with relevant informa�on, discussing treatment op�ons, and considering their 
preferences and values. Shared decision-making empowers pa�ents to ac�vely 
par�cipate in their care and enhances treatment outcomes. 

• Suppor�ve Resources and Referrals: Collaborate with community organiza�ons, social 
services, and other healthcare providers to provide pa�ents with addi�onal support 
services. Connect pa�ents to resources such as support groups, financial assistance 
programs, or specialized treatment providers to address their comprehensive needs. 

5. Continuous Quality Improvement: 

• Performance Monitoring and Evalua�on: Implement mechanisms to monitor and 
evaluate the effec�veness of care coordina�on and case management processes. This 
may involve tracking pa�ent outcomes, assessing pa�ent sa�sfac�on, and conduc�ng 
regular audits of care coordina�on ac�vi�es. 

• Quality Improvement Ini�a�ves: Iden�fy areas for improvement and implement quality 
improvement ini�a�ves to enhance care coordina�on and case management prac�ces. 
Collaborate with team members to develop and implement evidence-based protocols, 
standardized workflows, and best prac�ces. 

By embracing collabora�ve approaches to care coordina�on and case management, FQHCs can op�mize 
pa�ent care, improve treatment outcomes, and enhance pa�ent sa�sfac�on. Effec�ve communica�on, 
shared decision-making, and interdisciplinary collabora�on form the founda�on for providing 
comprehensive and integrated care to individuals with behavioral health needs. 
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Clinical Guidelines and Best Prac�ces 
 

Evidence-Based Assessment and Treatment Approaches for Common Behavioral Health 
Conditions 

1. Depression and Anxiety: 

• Assessment: Use evidence-based tools such as the Pa�ent Health Ques�onnaire-9 (PHQ-
9) and Generalized Anxiety Disorder-7 (GAD-7) to assess the severity of depression and 
anxiety symptoms. These ques�onnaires help determine the appropriate treatment 
approach and monitor progress over �me. 

• Treatment: Evidence-based treatment approaches for depression and anxiety may 
include cogni�ve-behavioral therapy (CBT), which helps individuals iden�fy and change 
nega�ve thought paterns and behaviors. Other effec�ve treatments include medica�on 
management, such as selec�ve serotonin reuptake inhibitors (SSRIs), and 
psychoeduca�on to increase awareness and coping skills. 

2. Substance Use Disorders: 

• Assessment: U�lize evidence-based screening tools like the Alcohol Use Disorders 
Iden�fica�on Test (AUDIT) or Drug Abuse Screening Test (DAST-10) to iden�fy individuals 
with substance use disorders. These tools help assess the severity and patern of 
substance use. 

• Treatment: Evidence-based treatment approaches for substance use disorders may 
include mo�va�onal interviewing, which helps individuals explore and resolve 
ambivalence towards change. Cogni�ve-behavioral interven�ons focus on iden�fying 
triggers, developing coping skills, and addressing underlying thoughts and beliefs. 
Medica�on-assisted treatment (MAT), such as the use of buprenorphine or methadone 
for opioid use disorders, is another evidence-based approach. 

3. Post-Traumatic Stress Disorder (PTSD): 

• Assessment: U�lize validated screening tools such as the PTSD Checklist for DSM-5 (PCL-
5) to assess PTSD symptoms. These tools help iden�fy individuals who may require 
further evalua�on and treatment for PTSD. 

• Treatment: Evidence-based treatments for PTSD include prolonged exposure therapy, 
which involves gradually exposing individuals to trauma�c memories and situa�ons to 
reduce anxiety and avoidance. Cogni�ve processing therapy focuses on challenging and 
restructuring nega�ve thoughts related to the trauma�c event. Eye Movement 
Desensi�za�on and Reprocessing (EMDR) is another evidence-based therapy that 
incorporates bilateral s�mula�on to process trauma�c memories and reduce distress. 
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4. Bipolar Disorder: 

• Assessment: Use standardized diagnos�c tools such as the Mood Disorder Ques�onnaire 
(MDQ) to screen for bipolar disorder. These tools help iden�fy individuals who may 
require a comprehensive assessment by a mental health professional. 

• Treatment: Evidence-based treatment approaches for bipolar disorder may include 
medica�on management with mood stabilizers such as lithium, an�convulsants, or 
atypical an�psycho�cs. Psychosocial interven�ons such as psychoeduca�on, cogni�ve-
behavioral therapy (CBT), and family-focused therapy can help individuals manage 
symptoms, enhance coping skills, and prevent relapse. 

It is important for healthcare providers to stay updated on the latest research and evidence-based 
prac�ces for assessing and trea�ng common behavioral health condi�ons. This allows for personalized 
and effec�ve care that improves outcomes and enhances the well-being of individuals seeking 
treatment. Addi�onally, a comprehensive and integrated approach that combines assessment, evidence-
based interven�ons, and collabora�on with other healthcare professionals promotes beter outcomes 
for individuals with behavioral health condi�ons. 
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Screening Tools and Protocols for Identifying Patients in Need of Behavioral Health 
Services 

1. Universal Screening: 

• Implemen�ng Rou�ne Screening: Incorporate rou�ne behavioral health screenings into 
primary care se�ngs for all pa�ents, regardless of their presen�ng concerns. This helps 
iden�fy individuals who may benefit from further assessment and treatment. 

• Validated Screening Tools: U�lize validated screening tools, such as the Pa�ent Health 
Ques�onnaire (PHQ) or the Generalized Anxiety Disorder-7 (GAD-7), to assess the 
presence and severity of common behavioral health condi�ons like depression and 
anxiety. These tools provide standardized measures to aid in iden�fying pa�ents who 
may require further evalua�on and interven�on. 

2. Risk Assessments: 

• Suicide Risk Assessment: Develop protocols and use validated tools like the Columbia-
Suicide Severity Ra�ng Scale (C-SSRS) to assess suicide risk. These tools help iden�fy 
individuals at risk of self-harm or suicide and ensure appropriate interven�ons and 
referrals. 

• Violence Risk Assessment: Establish protocols and u�lize validated risk assessment tools 
to assess the poten�al for harm to self or others. This helps iden�fy individuals who may 
require immediate interven�on or safety planning. 

3. Integrated Health Questionnaires: 

• Use integrated health ques�onnaires that combine physical and behavioral health 
screening. These ques�onnaires assess both medical and behavioral health concerns, 
allowing for a more comprehensive evalua�on of pa�ents' overall well-being. 

• Examples of integrated health ques�onnaires include the Behavioral Health Screen (BHS) 
and the World Health Organiza�on's (WHO) Composite Interna�onal Diagnos�c 
Interview (CIDI). 

4. Culturally Sensitive Screening: 

• Ensure that screening tools and protocols consider cultural factors and are sensi�ve to 
the unique experiences and expressions of behavioral health concerns across diverse 
popula�ons. 

• Use validated screening tools that have been translated and adapted for specific cultural 
groups, allowing for more accurate iden�fica�on of behavioral health needs. 

5. Screening for Co-occurring Disorders: 

• Implement screening tools that assess both behavioral health and substance use 
disorders to iden�fy individuals with co-occurring condi�ons. Examples of such tools 
include the Alcohol Use Disorders Iden�fica�on Test (AUDIT) or the Drug Abuse 
Screening Test (DAST-10). 
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6. Follow-up Assessments: 

• Establish protocols for follow-up assessments to monitor pa�ents' progress, reassess 
their needs, and determine the effec�veness of interven�ons. Follow-up assessments 
help ensure that pa�ents receive appropriate and ongoing behavioral health care. 

By implemen�ng screening tools and protocols, FQHCs can proac�vely iden�fy pa�ents in need of 
behavioral health services. These tools aid in early detec�on, facilitate appropriate referrals, and allow 
for �mely interven�on and treatment. It is important to integrate these screening processes into rou�ne 
clinical prac�ce to ensure that individuals with behavioral health concerns receive the necessary support 
and care. 
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Strategies for Managing Medication-Assisted Treatment (MAT) and Co-occurring Disorders 

1. Medication-Assisted Treatment (MAT): 

• Comprehensive Assessment: Conduct a comprehensive assessment to determine the 
appropriateness of medica�on-assisted treatment for individuals with substance use 
disorders. This assessment includes evalua�ng the severity of substance use, medical 
history, psychiatric comorbidi�es, and readiness for treatment. 

• Individualized Treatment Plans: Develop individualized treatment plans that integrate 
medica�on management with psychosocial interven�ons. This holis�c approach 
addresses both the physical and psychological aspects of substance use disorders. 

• Medica�on Selec�on: Select appropriate medica�ons based on evidence-based 
guidelines and the individual's specific substance use disorder. Common medica�ons 
used in MAT include buprenorphine, methadone, and naltrexone, which can help reduce 
cravings, manage withdrawal symptoms, and prevent relapse. 

• Collabora�on and Coordina�on: Collaborate closely with primary care providers, 
behavioral health specialists, and addic�on treatment centers to ensure coordinated 
care and ongoing support for individuals receiving MAT. Regular communica�on and 
shared care plans improve treatment outcomes. 

2. Co-occurring Disorders: 

• Integrated Treatment Approach: Adopt an integrated treatment approach that addresses 
both the behavioral health condi�on and the co-occurring medical condi�on. This 
approach ensures that both condi�ons are effec�vely managed, reducing the risk of 
relapse and improving overall health outcomes. 

• Collabora�ve Care Teams: Assemble interdisciplinary teams comprising medical 
providers, behavioral health specialists, case managers, and other relevant professionals 
to deliver comprehensive and coordinated care. These teams can provide integrated 
treatment planning, regular communica�on, and shared decision-making. 

• Evidence-Based Interven�ons: Implement evidence-based interven�ons for co-occurring 
disorders, such as cogni�ve-behavioral therapy (CBT), dialec�cal behavior therapy (DBT), 
or trauma-informed care. These approaches address both the behavioral health and 
medical needs of individuals with co-occurring disorders. 

• Medica�on Management: Coordinate medica�on management between providers to 
ensure that medica�ons for both the behavioral health condi�on and co-occurring 
medical condi�ons are appropriately prescribed, monitored, and adjusted as needed. 
Regular medica�on reviews and follow-up assessments are crucial to op�mizing 
treatment outcomes. 

 

 



27 
 

 

3. Supportive Services and Resources: 

• Peer Support: Integrate peer support services into the treatment plan to provide 
individuals with co-occurring disorders access to others who have had similar 
experiences. Peer support can enhance engagement, mo�va�on, and overall well-being. 

• Care Coordina�on: Establish care coordina�on mechanisms to ensure seamless 
transi�ons between different levels of care, such as referrals to specialized treatment 
programs, community resources, and support groups. This helps individuals with co-
occurring disorders access addi�onal support and services that can facilitate their 
recovery journey. 

• Educa�on and Self-Management: Provide educa�on and self-management resources to 
individuals and their families, empowering them to ac�vely par�cipate in their 
treatment. This includes psychoeduca�on about their condi�ons, strategies for self-care, 
and skills for managing symptoms and triggers. 

By implemen�ng strategies for managing medica�on-assisted treatment and co-occurring disorders, 
FQHCs can effec�vely support individuals with complex needs. These strategies promote integrated care, 
collabora�on among providers, and a comprehensive approach to treatment, leading to improved 
outcomes and beter overall well-being for individuals with co-occurring behavioral health and medical 
condi�ons. 
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Coordinated Care and Referral Networks  

Interdisciplinary Collaboration: 

• Establishing Collabora�ve Rela�onships: Foster collabora�ve rela�onships among 
primary care providers, behavioral health specialists, and other healthcare professionals 
within the FQHC. Encourage open communica�on, shared decision-making, and mutual 
respect to ensure effec�ve collabora�on. 

• Integrated Care Teams: Form integrated care teams comprising professionals from 
various disciplines, including physicians, nurse prac��oners, psychologists, social 
workers, care coordinators, and other relevant specialists. These teams work together to 
provide comprehensive and coordinated care to pa�ents with behavioral health needs. 

• Regular Case Conferencing: Conduct regular case conferences or mul�disciplinary team 
mee�ngs to discuss complex cases, develop treatment plans, and coordinate care. These 
mee�ngs facilitate informa�on sharing, collabora�ve problem-solving, and improved 
pa�ent outcomes. 

Care Coordination and Referral Networks: 

• Care Coordina�on: Implement care coordina�on processes to ensure seamless 
transi�ons of care for pa�ents with behavioral health needs. This involves facilita�ng 
referrals, sharing pa�ent informa�on securely, and maintaining ongoing communica�on 
between providers and care se�ngs. 

• Referral Networks: Establish and maintain strong referral networks with external 
behavioral health providers, community-based organiza�ons, and specialty care 
facili�es. Collaborate with these partners to ensure pa�ents receive �mely and 
appropriate services beyond the scope of the FQHC. 

• Shared Care Plans: Develop shared care plans that outline treatment goals, 
interven�ons, and responsibili�es for both the primary care team and external 
behavioral health providers. These care plans ensure con�nuity of care and effec�ve 
collabora�on between providers across different se�ngs. 

• Warm Handoffs: Implement warm handoff procedures, where primary care providers 
directly introduce pa�ents to behavioral health specialists during the same visit. This 
facilitates immediate access to behavioral health services, reduces fragmenta�on of 
care, and enhances pa�ent engagement. 

Information Exchange and Technology: 

• Health Informa�on Exchange: U�lize health informa�on exchange pla�orms to securely 
share pa�ent informa�on, including medical records, assessments, treatment plans, and 
progress notes, between primary care and behavioral health providers. This promotes 
coordinated care and informed decision-making. 

• Electronic Health Records (EHRs): Ensure the interoperability of EHR systems to facilitate 
seamless informa�on exchange and con�nuity of care across different healthcare 
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se�ngs. Enable features that support care coordina�on, including shared care plans, 
task assignments, and messaging capabili�es. 

• Telehealth and Teleconsulta�on: Leverage telehealth technologies to facilitate remote 
consulta�on and collabora�on between primary care providers and behavioral health 
specialists. This is par�cularly useful in areas with limited access to specialized 
behavioral health services. 

Quality Improvement and Evaluation: 

• Con�nuous Quality Improvement: Implement quality improvement ini�a�ves to monitor 
and improve the effec�veness of collabora�ve care processes. Regularly assess the 
sa�sfac�on of pa�ents, providers, and staff to iden�fy areas for improvement and 
implement necessary changes. 

• Outcome Evalua�on: Collect and analyze data on pa�ent outcomes, such as 
improvements in mental health symptoms, medica�on adherence, and healthcare 
u�liza�on. Evaluate the impact of collabora�ve care on pa�ent outcomes and use the 
findings to guide program enhancements. 

By implemen�ng collabora�ve care and establishing robust referral networks, FQHCs can provide 
comprehensive, pa�ent-centered care to individuals with behavioral health needs. This approach 
ensures that pa�ents receive the right care at the right �me from a coordinated team of providers. 
Improved collabora�on and effec�ve referral processes contribute to beter outcomes, reduced 
healthcare costs, and enhanced pa�ent sa�sfac�on. 
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Addressing Regulatory Challenges 
 

Navigating Regulatory Frameworks and Compliance Requirements  

 

Naviga�ng regulatory frameworks and compliance requirements is essen�al for FQHCs implemen�ng 
integrated behavioral health programs. By understanding and adhering to these regula�ons, FQHCs can 
ensure the delivery of high-quality, legally compliant, and ethical care. Here are key considera�ons when 
naviga�ng regulatory frameworks and compliance requirements: 

1. Stay Updated on Regulations: 

• Monitor State and Federal Regula�ons: Stay informed about state and federal laws and 
regula�ons that govern behavioral health services, such as licensing requirements, scope 
of prac�ce guidelines, privacy regula�ons (e.g., HIPAA), and reimbursement policies. 
Regularly review official websites, atend relevant conferences or webinars, and engage 
with professional organiza�ons to stay updated on any changes or updates. 

• Collaborate with Regulatory Agencies: Establish communica�on channels with 
regulatory agencies, such as state health departments, Medicaid agencies, or licensing 
boards. Proac�vely engage with these agencies to seek guidance, clarifica�on, and 
assistance regarding compliance requirements. Atend trainings or workshops provided 
by these agencies to enhance understanding of regula�ons. 

2. Develop Policies and Procedures: 

• Privacy and Confiden�ality: Develop comprehensive policies and procedures that adhere 
to privacy and confiden�ality regula�ons, such as HIPAA. These policies should address 
the collec�on, use, and disclosure of pa�ent informa�on, as well as procedures for 
obtaining informed consent and ensuring data security. 

• Documenta�on and Record-Keeping: Establish clear guidelines for documenta�on and 
record-keeping prac�ces. Ensure that documenta�on meets regulatory standards, 
including requirements for content, signatures, and reten�on periods. Train staff on 
proper documenta�on procedures and regularly audit records for compliance. 

• Consent and Rights: Develop policies and procedures related to pa�ent consent for 
treatment, sharing of informa�on, and involvement in decision-making. Educate staff on 
informed consent processes and ensure that pa�ents' rights are respected throughout 
the care con�nuum. 

3. Compliance Audits and Monitoring: 

• Conduct Regular Internal Audits: Perform regular internal audits to assess compliance 
with regulatory requirements. These audits can iden�fy areas of non-compliance, 
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poten�al risks, and opportuni�es for improvement. Address any issues iden�fied 
through correc�ve ac�ons and ongoing monitoring. 

• External Accredita�on and Cer�fica�on: Consider pursuing external accredita�on or 
cer�fica�on programs specific to behavioral health integra�on. These programs provide 
guidelines and standards that can help FQHCs meet regulatory requirements and 
demonstrate a commitment to quality care. 

4. Staff Training and Education: 

• Con�nuous Educa�on: Provide ongoing training and educa�on to staff members on 
relevant regulatory requirements, ethical standards, and best prac�ces. This includes 
topics such as confiden�ality, informed consent, mandated repor�ng, and cultural 
competence. Encourage staff to stay updated on changes in regula�ons through 
professional development opportuni�es. 

• Compliance Champions: Designate individuals within the organiza�on as compliance 
champions or subject mater experts who can help disseminate informa�on, answer 
staff ques�ons, and ensure adherence to regulatory requirements. 

5. Collaborative Relationships and Resources: 

• Professional Associa�ons and Networks: Engage with professional associa�ons and 
networks that specialize in behavioral health integra�on. These organiza�ons o�en 
provide resources, guidance, and opportuni�es for collabora�on with peers facing 
similar regulatory challenges. 

• Legal and Compliance Experts: Establish rela�onships with legal and compliance experts 
who can provide advice and assistance in naviga�ng complex regulatory frameworks. 
Seek their guidance on specific compliance ques�ons or concerns. 

 

When establishing integrated behavioral health programs, FQHCs in North Carolina may encounter 
regulatory frameworks and compliance requirements set by various agencies. Understanding and 
adhering to these regula�ons is crucial for ensuring legal compliance and delivering quality care. Here 
are some regulatory agencies that North Carolina FQHCs are likely to encounter: 

1. North Carolina Division of Health Service Regulation (DHSR): 

• Licensing and Cer�fica�on: FQHCs in North Carolina must comply with licensing and 
cer�fica�on requirements outlined by the DHSR. These regula�ons ensure that FQHCs 
meet specific standards related to the delivery of healthcare services, quality 
improvement, pa�ent safety, and infec�on control. 

2. North Carolina Department of Health and Human Services (DHHS): 

• Medicaid Program: FQHCs par�cipa�ng in North Carolina's Medicaid program must 
adhere to Medicaid regula�ons and guidelines. This includes requirements for billing, 
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documenta�on, pa�ent eligibility, and the provision of covered services. DHHS provides 
resources, training, and updates on Medicaid policies to assist FQHCs in compliance. 

 

3. North Carolina Medical Board: 

• Medical Prac�ce Act: FQHCs employing medical providers must comply with the North 
Carolina Medical Prac�ce Act, which outlines regula�ons for the prac�ce of medicine, 
licensing requirements, scope of prac�ce, and professional conduct for physicians, 
physician assistants, and nurse prac��oners. 

4. North Carolina Division of Mental Health, Developmental Disabilities, and Substance Abuse 
Services: 

• Behavioral Health Services: FQHCs offering integrated behavioral health services need to 
comply with regula�ons related to mental health, developmental disabili�es, and 
substance abuse services. These regula�ons cover areas such as service delivery 
standards, consent for treatment, privacy and confiden�ality, and staff qualifica�ons. 

5. Office for Civil Rights (OCR): 

• HIPAA Compliance: FQHCs must comply with the Health Insurance Portability and 
Accountability Act (HIPAA) regula�ons enforced by the OCR. These regula�ons govern 
the privacy and security of pa�ent health informa�on, including the use, disclosure, and 
protec�on of electronic health records. 

6. North Carolina Health Information Exchange Authority (NC HIEA): 

• Health Informa�on Exchange (HIE): FQHCs may engage in health informa�on exchange 
ini�a�ves facilitated by the NC HIEA. Compliance with regula�ons related to secure 
electronic health informa�on exchange is essen�al for ensuring the privacy and security 
of pa�ent data. 

7. Substance Abuse and Mental Health Services Administration (SAMHSA): 

• Federal Behavioral Health Regula�ons: FQHCs providing substance abuse and mental 
health services must comply with federal regula�ons and guidelines set by SAMHSA. 
These regula�ons cover areas such as confiden�ality of substance use disorder 
treatment records, opioid treatment program regula�ons, and best prac�ces for 
integrated care. 

 

Naviga�ng regulatory frameworks and compliance requirements requires a proac�ve and ongoing effort 
to ensure that FQHCs deliver integrated behavioral health services in a manner that meets legal and 
ethical standards. By staying informed, developing policies and procedures, conduc�ng regular audits, 
providing staff educa�on, and accessing external resources, FQHCs can navigate the regulatory 
landscape effec�vely and provide high-quality, compliant care to their pa�ents. 
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Understanding Bill ing and Reimbursement Models for Integrated Care 

 

Billing and reimbursement models play a crucial role in suppor�ng the sustainability and viability of 
integrated behavioral health programs within FQHCs. To effec�vely navigate these models, it is essen�al 
to have a comprehensive understanding of the various op�ons available and the requirements 
associated with each. Here are key points to consider when it comes to understanding billing and 
reimbursement models for integrated care: 

1. Fee-for-Service (FFS): 

• Tradi�onal Model: Fee-for-service is a widely used billing and reimbursement model 
where providers are paid for each service rendered. In this model, integrated behavioral 
health services are billed separately from primary care services, and reimbursement is 
based on the specific CPT codes assigned to each service. 

• Coding and Documenta�on: Familiarize yourself with the CPT codes specific to 
integrated behavioral health services. Proper coding and documenta�on prac�ces are 
crucial for accurately capturing the services provided, ensuring medical necessity, and 
suppor�ng appropriate reimbursement. This includes documen�ng the integra�on of 
services, the �me spent on each service, and the clinical ra�onale for the services 
provided. 

• Modifier Codes: Understand the use of modifier codes, such as the "25" modifier, which 
indicates that a separately iden�fiable evalua�on and management service was provided 
in addi�on to the primary care visit. Properly applying modifiers helps differen�ate and 
capture the dis�nct services provided by behavioral health professionals. 

2. Bundled Payments: 

• Integrated Payment Approach: Some payment models involve bundled payments, where 
a single payment is made for a bundle of services provided within a specific �me frame 
or for a specific condi�on. This model promotes collabora�on and shared responsibility 
among providers involved in the pa�ent's care, including primary care and behavioral 
health providers. 

• Care Coordina�on and Collabora�on: Successful implementa�on of bundled payments 
requires effec�ve care coordina�on and collabora�on among the interdisciplinary team. 
This involves regular communica�on, shared care plans, and joint decision-making to 
op�mize pa�ent outcomes and cost-efficiency. 

3. Capitation: 

• Managed Care Contracts: Capita�on is a payment model where providers receive a fixed 
per-member, per-month (PMPM) payment to deliver comprehensive care. FQHCs may 
enter into managed care contracts, where they receive capitated payments for providing 
integrated behavioral health services as part of a larger scope of care. 
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• Risk Adjustment: Capitated payments may be risk-adjusted based on the complexity of 
the pa�ent popula�on and the an�cipated healthcare needs. Understanding the risk 
adjustment methodology is crucial to ensure appropriate reimbursement for the 
integrated behavioral health services provided. 

4. Value-Based Payment Arrangements: 

• Outcome-Based Reimbursement: In value-based payment arrangements, 
reimbursement is �ed to specific outcomes or quality metrics. Providers are incen�vized 
to deliver high-quality care and achieve posi�ve pa�ent outcomes, which can lead to 
addi�onal financial incen�ves or shared savings. 

• Quality Measures: Familiarize yourself with the quality measures or performance 
metrics relevant to integrated behavioral health. These measures may include 
improvements in pa�ent mental health outcomes, pa�ent sa�sfac�on, reduc�on in 
emergency department visits, or adherence to evidence-based prac�ces. 

5. Medicaid and Commercial Insurance: 

• Medicaid Reimbursement: Understand the specific Medicaid reimbursement policies 
and guidelines for integrated behavioral health services in your state, as they can vary. 
Familiarize yourself with any documenta�on or prior authoriza�on requirements and 
ensure compliance to receive appropriate reimbursement. 

• Commercial Insurance Contracts: For FQHCs serving pa�ents with commercial insurance, 
review the contracts and agreements with insurance providers to understand the billing 
and reimbursement processes. Determine if there are specific guidelines or 
requirements for billing integrated care services and collaborate with insurance 
representa�ves to ensure compliance. 

It is crucial to regularly monitor and stay informed about changes in billing and reimbursement models, 
including updates to CPT codes, reimbursement rates, and any regulatory updates related to integrated 
care. By understanding and effec�vely naviga�ng these models, FQHCs can ensure appropriate 
reimbursement for integrated behavioral health services and sustain the delivery of high-quality care to 
their pa�ents. 
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Leveraging Telehealth and Technology to Expand Access to Behavioral Health Services  

 

Telehealth and technology have emerged as powerful tools in expanding access to behavioral health 
services, par�cularly in underserved areas or situa�ons where in-person visits may be challenging. Here 
are key points to consider when it comes to leveraging telehealth and technology: 

1. Telehealth Modalities: 

• Real-Time Video Conferencing: This involves conduc�ng behavioral health sessions 
remotely through secure video conferencing pla�orms. It allows for face-to-face 
interac�ons, enabling providers to assess and treat pa�ents in a manner similar to in-
person visits. 

• Store-and-Forward: This modality involves capturing and transmi�ng pa�ent 
informa�on, such as assessments, images, or videos, to behavioral health providers for 
review and diagnosis at a later �me. 

• Remote Pa�ent Monitoring: U�lizing technology to monitor and track pa�ents' 
behavioral health condi�ons remotely, o�en through wearable devices or smartphone 
applica�ons. This enables ongoing assessment and interven�on based on real-�me data. 

2. Benefits of Telehealth: 

• Increased Access: Telehealth removes geographic barriers, allowing individuals in remote 
or underserved areas to receive behavioral health services without traveling long 
distances. 

• Convenience and Flexibility: Telehealth provides flexibility in scheduling appointments, 
reduces travel �me and costs, and allows individuals to receive care from the comfort 
and privacy of their own homes. 

• Enhanced Con�nuity of Care: Telehealth enables seamless communica�on and 
coordina�on between primary care providers and behavioral health specialists, ensuring 
a more integrated and collabora�ve approach to pa�ent care. 

• Improved Outcomes: Studies have shown that telehealth interven�ons for behavioral 
health can be as effec�ve as in-person care, leading to improved outcomes, pa�ent 
sa�sfac�on, and engagement in treatment. 

3. Technology Tools and Platforms: 

• Secure Communica�on: U�lize encrypted pla�orms or secure messaging systems to 
ensure the confiden�ality and privacy of pa�ent informa�on during telehealth sessions. 

• Electronic Health Records (EHR): Implement EHR systems that support telehealth 
documenta�on, enabling seamless integra�on of telehealth visits into pa�ents' medical 
records and facilita�ng con�nuity of care. 
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• Remote Monitoring Devices: Explore the use of wearable devices or mobile applica�ons 
that enable remote monitoring of pa�ents' behavioral health indicators, such as sleep 
paterns, ac�vity levels, or mood fluctua�ons. 

• Pa�ent Portals and Telehealth Apps: Provide pa�ents with user-friendly portals or 
mobile apps that allow them to schedule appointments, access educa�onal resources, 
securely message providers, and par�cipate in telehealth visits. 

4. Reimbursement and Regulatory Considerations: 

• Stay abreast of the regulatory and reimbursement landscape for telehealth services. 
Medicare, Medicaid, and private insurance companies have expanded coverage for 
telehealth during the COVID-19 pandemic, but policies may vary. Ensure compliance 
with the specific requirements and guidelines set forth by each payer. 

• Familiarize yourself with state and federal regula�ons regarding telehealth prac�ce, 
pa�ent consent, privacy, and security to ensure adherence to legal and ethical standards. 

5. Patient Education and Engagement: 

• Educate pa�ents about telehealth op�ons, including the benefits, processes, and 
technical requirements. Address any concerns or ques�ons they may have to promote 
their understanding and engagement in telehealth services. 

• Provide clear instruc�ons on how to access and use telehealth pla�orms or applica�ons. 
Offer technical support to pa�ents who may require assistance in se�ng up or 
troubleshoo�ng telehealth sessions. 

By leveraging telehealth and technology, FQHCs can overcome barriers of distance, transporta�on, and 
limited provider availability, expanding access to much-needed behavioral health services. It is crucial to 
select secure and user-friendly technology solu�ons, comply with regulatory requirements, and educate 
both providers and pa�ents on the effec�ve u�liza�on of telehealth tools for op�mal outcomes. 
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Evalua�ng Outcomes and Quality Improvement 
 

Implementing Outcome Measures and Data Collection Tools 

 

Implemen�ng outcome measures and data collec�on tools is essen�al for evalua�ng the effec�veness of 
integrated behavioral health services. Here are some key considera�ons for implemen�ng these 
measures and tools: 

 

1. Selection of Appropriate Measures: 

• Iden�fy Goals and Objec�ves: Clearly define the goals and objec�ves of your integrated 
behavioral health program. This will help determine the outcomes that need to be 
measured. 

• Use Validated Measures: Select outcome measures that have been validated and widely 
accepted within the behavioral health field. These measures should have established 
reliability and validity to ensure accurate and meaningful data collec�on. 

• Consider Popula�on and Condi�on: Take into account the specific popula�on and 
behavioral health condi�ons you are targe�ng. Different measures may be more suitable 
for certain popula�ons or specific condi�ons. 

 

2. Standardized Measurement Tools: 

• Symptom Severity Scales: 

1. PHQ-9 (Pa�ent Health Ques�onnaire-9): This widely used tool assesses the 
severity of depressive symptoms. It consists of nine items that measure various 
symptoms of depression, such as feelings of sadness, loss of interest, and 
changes in appe�te or sleep paterns. 

2. GAD-7 (Generalized Anxiety Disorder-7): The GAD-7 is designed to measure the 
severity of generalized anxiety disorder symptoms. It consists of seven items 
that assess symptoms like excessive worrying, restlessness, and difficulty 
concentra�ng. 

3. AUDIT (Alcohol Use Disorders Iden�fica�on Test): The AUDIT is a screening tool 
used to iden�fy alcohol misuse and dependence. It assesses alcohol 
consump�on, drinking behaviors, and alcohol-related problems. 

4. Beck Depression Inventory (BDI): The BDI is a widely used self-report 
ques�onnaire that assesses the severity of depressive symptoms. It consists of 

https://med.stanford.edu/fastlab/research/imapp/msrs/_jcr_content/main/accordion/accordion_content3/download_256324296/file.res/PHQ9%20id%20date%2008.03.pdf
https://adaa.org/sites/default/files/GAD-7_Anxiety-updated_0.pdf
https://nida.nih.gov/sites/default/files/files/AUDIT.pdf
https://www.ismanet.org/doctoryourspirit/pdfs/Beck-Depression-Inventory-BDI.pdf
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21 items that measure various aspects of depression, such as mood, pessimism, 
and sleep disturbances. 

5. Hamilton Anxiety Ra�ng Scale (HAM-A): The HAM-A is a clinician-administered 
assessment tool used to measure the severity of anxiety symptoms. It evaluates 
symptoms such as tension, nervousness, and physical manifesta�ons of anxiety. 

6. Yale-Brown Obsessive-Compulsive Scale (Y-BOCS): The Y-BOCS is commonly used 
to assess the severity of obsessive-compulsive disorder (OCD) symptoms. It 
measures both obsessions and compulsions and provides insights into the 
impact of OCD on an individual's daily life. 

7. Addic�on Severity Index (ASI): The ASI is a comprehensive tool used to assess 
the severity of substance use disorders. It evaluates mul�ple domains, including 
substance use, medical, psychiatric, legal, and social func�oning. 

8. CAGE-AID Ques�onnaire: The CAGE is a brief screening tool used to iden�fy 
poten�al alcohol and substance use related problems. It consists of four 
ques�ons that assess whether an individual's drug or alcohol use may be 
problema�c or indicate signs of substance dependence. 

9. PTSD Checklist for DSM-5 (PCL-C): The PCL-C is a self-report ques�onnaire used 
to assess symptoms of post-trauma�c stress disorder (PTSD). It measures the 
frequency and severity of PTSD symptoms, including intrusive thoughts, 
nightmares, and hyperarousal. 

10. Montreal Cogni�ve Assessment (MoCA): The MoCA is a cogni�ve screening tool 
used to detect mild cogni�ve impairment. It assesses various cogni�ve domains, 
including aten�on, memory, language, and visuospa�al abili�es. 

11. OQ-45.2 (Outcome Ques�onnaire): The OQ-45.2 is a self-report measure that 
assesses a broad range of psychological distress and func�oning. It covers 
domains such as symptoms, interpersonal rela�onships, and social role 
func�oning. 

12. WHO-5 Well-being Index: The WHO-5 is a short self-report ques�onnaire that 
assesses subjec�ve well-being and mental health. It measures posi�ve mood, 
vitality, and general sense of well-being. 

13. Columbia-Suicide Severity Ra�ng Scale (C-SSRS): The C-SSRS is a comprehensive 
tool used to assess suicidal idea�on and behavior. It helps clinicians iden�fy and 
monitor individuals at risk of suicide and determine appropriate interven�ons. 

14. Brief Symptom Inventory (BSI): The BSI is a widely used self-report ques�onnaire 
that assesses a broad range of psychological symptoms. It measures distress 
levels across mul�ple domains, including anxiety, depression, soma�za�on, and 
interpersonal sensi�vity. [Assessment starts at pg. 42] 

https://dcf.psychiatry.ufl.edu/files/2011/05/HAMILTON-ANXIETY.pdf
https://www.intermed.com/content/uploads/Yale-Brown-Obsessive-Compulsive-Scale-Y-BOCS_July-2022.pdf
https://adai.washington.edu/instruments/pdf/Addiction_Severity_Index_Baseline_Followup_4.pdf
https://www.hopkinsmedicine.org/johns_hopkins_healthcare/downloads/all_plans/CAGE%20Substance%20Screening%20Tool.pdf
https://www.mirecc.va.gov/docs/visn6/3_ptsd_checklist_and_scoring.pdf
https://www.parkinsons.va.gov/resources/MOCA-Test-English.pdf
http://www.agapepsych.com/userfiles/1059203/file/Updated%20Forms%20(01_2018)/OQ-45_2.pdf
https://ogg.osu.edu/media/documents/MB%20Stream/who5.pdf
https://cssrs.columbia.edu/wp-content/uploads/C-SSRS_Pediatric-SLC_11.14.16.pdf
https://hazards.colorado.edu/nhcdata/chernobyl/ChData/ScalesInstruments/Scales%20and%20Indices/Scale%20Construction%20Instructions/BSI.pdf
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15. Social Phobia Inventory (SPIN): The SPIN is a self-report scale designed to assess 
symptoms and func�onal impairment related to social anxiety disorder. It 
measures fear and avoidance of social situa�ons, as well as the impact of social 
anxiety on daily life. 

16. Ea�ng Disorder Examina�on Ques�onnaire (EDE-Q): The EDE-Q is a self-report 
tool used to assess symptoms of ea�ng disorders, such as anorexia nervosa and 
bulimia nervosa. It evaluates ea�ng-related behaviors, a�tudes toward weight 
and shape, and the impact of these symptoms on an individual's life. 

17. Au�sm Spectrum Quo�ent (AQ): The AQ is a self-report ques�onnaire used to 
assess traits associated with au�sm spectrum disorder (ASD). It measures social 
communica�on difficul�es, restricted and repe��ve behaviors, and sensory 
sensi�vi�es. [Scoring] 

18. Sleep Disturbance Ques�onnaire (SDQ): The SDQ is a self-report measure that 
assesses sleep quality and disturbances. It evaluates various aspects of sleep, 
including sleep dura�on, latency, quality, and day�me dysfunc�on. 

19. Panic Disorder Severity Scale (PDSS): The PDSS is a clinician-administered tool 
used to assess the severity of panic disorder symptoms. It measures the 
frequency and intensity of panic atacks, an�cipatory anxiety, and agoraphobic 
avoidance. 

20. Obsessive-Compulsive Inventory-Revised (OCI-R): The OCI-R is a self-report 
measure used to assess the presence and severity of obsessive-compulsive 
symptoms. It evaluates various symptom dimensions, including checking, 
washing, obsessing, and hoarding. 

21. Strengths & Difficul�es Ques�onnaire (SDQ): The Strengths and Difficul�es 
Ques�onnaire (SDQ) is a brief emo�onal and behavioral screening ques�onnaire 
for children and young people ages 3-16. The tool can capture the perspec�ve of 
children and young people, their parents, and teachers. 

22. Bipolar Spectrum Diagnos�c Scale (BSDS): The BSDS is a self-report screening 
tool used to iden�fy poten�al symptoms of bipolar disorder. It assesses mood 
fluctua�ons, energy levels, and behavioral changes associated with bipolar 
spectrum disorders. 

23. Disrup�ve Behavior Disorders Ra�ng Scale (DBDRS): The DBDRS is a caregiver-
rated tool used to assess symptoms of disrup�ve behavior disorders, such as 
aten�on-deficit/hyperac�vity disorder (ADHD) and opposi�onal defiant 
disorder (ODD). It evaluates behavior problems, hyperac�vity, and impulsivity. 

24. Yale Global Tic Severity Scale (YGTSS): The YGTSS is a clinician-rated tool used to 
assess the severity of �c disorders, such as Tourete syndrome. It evaluates the 
frequency, intensity, complexity, and interference of motor and vocal �cs. 

https://www.brusheducation.ca/media/W1siZiIsIjIwMTYvMTEvMDkvNDMyMXcyMm1pdl9BcHBlbmRpeF9YWElJSV9Tb2NpYWxfUGhvYmlhX0ludmVudG9yeV9TUElOXy5wZGYiXV0/Appendix%20XXIII_Social%20Phobia%20Inventory%20%28SPIN%29.pdf?sha=1cbd318b09364dd1
https://www.corc.uk.net/media/1273/ede-q_quesionnaire.pdf
https://psychiatry-uk.com/2020/wp-content/uploads/2022/06/this-AQ50-form.pdf
https://novopsych.com.au/wp-content/uploads/2020/11/Autism-Spectrum-Quotient-AQ-scoring.pdf
https://actt.albertadoctors.org/media/5qlhhzfe/sleep-disorders-questionnaire.pdf
https://www.goodmedicine.org.uk/files/panic,%20assessment%20pdss.pdf
http://www.caleblack.com/psy5960_files/OCI-R.pdf
https://depts.washington.edu/dbpeds/Screening%20Tools/Strengths_and_Difficulties_Questionnaire.pdf
https://cls.unc.edu/wp-content/uploads/sites/3019/2014/06/BSDS_self_English_v1.pdf
https://ccf.fiu.edu/research/_assets/dbd-rating-scale.pdf
https://pandasnetwork.org/wp-content/uploads/2018/11/YGTSS.pdf
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25. Pitsburgh Sleep Quality Index (PSQI): The PSQI is a self-report measure used to 
assess sleep quality and disturbances. It evaluates different components of 
sleep, including sleep dura�on, latency, disturbances, and day�me dysfunc�on. 

26. Brief Coping Orienta�on to Problems Experienced (COPE): The COPE inventory is 
a self-report ques�onnaire that assesses coping strategies used to deal with 
stressors. It measures various coping styles, such as problem-solving, seeking 
social support, and avoidance. [Scoring] 

27. Modified Checklist for Au�sm in Toddlers, Revised (M-CHAT-R): The M-CHAT-R is 
a screening tool used to iden�fy early signs of au�sm spectrum disorder (ASD) in 
toddlers. It assesses social communica�on and interac�on skills and helps in 
early detec�on and interven�on. 

• Func�onal Assessments: 

1. SF-12 (Short Form Health Survey): The SF-12 is a widely used ques�onnaire that 
measures health-related quality of life. It assesses various domains, including 
physical func�oning, role limita�ons, social func�oning, and mental health. 

2. WHODAS 2.0 (World Health Organiza�on Disability Assessment Schedule 2.0): 
This tool evaluates an individual's level of disability across different domains, 
such as cogni�on, mobility, self-care, and par�cipa�on in daily ac�vi�es. 

3. Daily Living Ac�vi�es–20 (DLA-20): Outcomes measurement and monitoring 
supports people living with mental illness, substance use, and intellectual 
disorders to manage their treatment. The DLA-20 measures the daily living areas 
impacted by mental illness or disability and supports the func�onal assessment 
data needs of service providers. 

• Pa�ent Sa�sfac�on Surveys: 

1. Consumer Assessment of Healthcare Providers and Systems (CAHPS): CAHPS 
surveys are widely used to measure pa�ent sa�sfac�on with healthcare services. 
They capture feedback on various aspects of care, including communica�on with 
providers, access to care, and overall sa�sfac�on. 

2. Pa�ent-Reported Outcome Measures (PROMs): PROMs assess the pa�ent's 
perspec�ve on the impact of treatment on their health and well-being. These 
measures can be condi�on-specific, capturing symptoms, func�onal limita�ons, 
and quality of life related to a par�cular behavioral health condi�on. 

• Administra�on and Scoring: 

1. Proper Administra�on: Standardized measurement tools require adherence to 
specific administra�on protocols to ensure consistency across different 
assessments. This may involve providing clear instruc�ons to pa�ents, ensuring 
privacy and a comfortable environment for assessment, and using standardized 
response op�ons. 

https://www.psychdb.com/_media/sleep/2-insomnia-disorder/the_pittsburgh_sleep_quality_index_psqi.pdf
https://novopsych.com.au/wp-content/uploads/2023/03/brief-cope_PDF-assessment-scoring.pdf
https://novopsych.com.au/assessments/formulation/brief-cope/
https://www.cpqcc.org/sites/default/files/M-CHAT-R_F_1.pdf
https://www.hss.edu/physician-files/huang/SF12-RCH.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/APA_DSM5_WHODAS-2-Self-Administered.pdf
https://www.sharp.com/hospitals/mesa-vista/programs/upload/DLA.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/cg/about/measures-cg30-2309.pdf
https://mmshub.cms.gov/sites/default/files/Patient-Reported-Outcome-Measures.pdf
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2. Scoring and Interpreta�on: Each standardized measure comes with its own 
scoring guidelines and interpreta�on criteria. It is important to follow these 
guidelines accurately to ensure reliable and valid results. Scoring can be done 
manually or through electronic scoring tools, depending on the measurement 
tool and the data collec�on system in use. 

• Integra�on into Clinical Prac�ce: 

1. Rou�ne Administra�on: Incorporate the use of standardized measurement tools 
into rou�ne clinical prac�ce. This may involve administering assessments at 
specific �me points (e.g., at intake, during treatment, and at follow-up) to track 
progress and evaluate treatment effec�veness. 

2. Treatment Planning and Monitoring: Use the results of standardized measures to 
guide treatment planning and monitor the impact of interven�ons over �me. 
This allows for personalized care and evidence-based decision-making. 

3. Communica�on with Pa�ents: Discuss the results of standardized measures with 
pa�ents, helping them understand their progress, iden�fy areas of 
improvement, and engage them in shared decision-making. 

 

3. Electronic Data Collection: 

• Electronic Health Records (EHRs): Integrate outcome measures and data collec�on tools 
into your EHR system. This allows for efficient data collec�on, storage, and analysis. EHRs 
can facilitate the use of standardized assessment tools and streamline the 
documenta�on process. 

• Online Surveys or Mobile Applica�ons: Consider using online pla�orms or mobile 
applica�ons to administer surveys and collect pa�ent-reported outcomes. These digital 
tools offer convenience for pa�ents and can facilitate real-�me data collec�on. 

 

4. Training and Staff Education: 

• Train Staff on Data Collec�on: Provide comprehensive training to staff members involved 
in data collec�on, ensuring they understand the purpose and administra�on of outcome 
measures. This includes proper administra�on, scoring, and documenta�on of results. 

• Standardize Data Collec�on Processes: Establish clear protocols and guidelines for 
consistent and standardized data collec�on across the organiza�on. This includes 
instruc�ons for administering assessments, data entry procedures, and confiden�ality 
protocols. 
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5. Regular Monitoring and Feedback: 

• Data Quality Assurance: Implement processes to ensure the accuracy and completeness 
of collected data. This may involve periodic audits or data quality checks to iden�fy and 
address any data entry errors or inconsistencies. 

• Feedback to Providers: Share the results of outcome measures with providers to provide 
them with feedback on their effec�veness in delivering integrated behavioral health 
services. This allows for self-reflec�on, iden�fica�on of areas for improvement, and the 
adop�on of evidence-based prac�ces. 

 

By implemen�ng appropriate outcome measures and data collec�on tools, FQHCs can gather meaningful 
data to assess the impact of integrated behavioral health services. This informa�on is crucial for 
evidence-based decision-making, program evalua�on, and quality improvement efforts. Regular 
monitoring and analysis of collected data can help drive con�nuous improvement and enhance pa�ent 
outcomes. 
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Measurement Based Care Within FQHC ’s  

 

Measurement-based care (MBC) is an approach that involves using standardized assessments and 
outcome measures to guide the delivery of healthcare services. When applied to behavioral health 
services at Federally Qualified Health Centers (FQHCs), MBC can have several important use-cases. Let's 
discuss them in more detail: 

1. Treatment Planning and Monitoring: MBC enables FQHCs to develop more individualized and 
effec�ve treatment plans for pa�ents seeking behavioral health services. By using standardized 
assessments, clinicians can gather objec�ve data about the pa�ent's symptoms, func�oning, and 
overall well-being. This informa�on helps in iden�fying the appropriate interven�ons and se�ng 
realis�c treatment goals. As treatment progresses, regular monitoring using outcome measures 
allows clinicians to track changes over �me, make adjustments if necessary, and evaluate the 
effec�veness of the chosen interven�ons. 

2. Evidence-Based Prac�ce Implementa�on: FQHCs can u�lize MBC to promote the use of 
evidence-based prac�ces (EBPs) in behavioral health services. By incorpora�ng validated 
assessments and outcome measures aligned with specific EBPs, clinicians can ensure fidelity to 
these prac�ces. MBC helps in systema�cally monitoring treatment progress, iden�fying when 
interven�ons may need modifica�on, and determining if the desired outcomes are being 
achieved. This data-driven approach enhances the implementa�on of EBPs and improves the 
overall quality of care. 

3. Shared Decision Making: MBC facilitates shared decision making between clinicians and pa�ents. 
By involving pa�ents in the measurement process, they gain a beter understanding of their 
symptoms, progress, and treatment op�ons. Pa�ents can provide valuable input on their goals, 
preferences, and experiences, allowing for more collabora�ve and pa�ent-centered care. MBC 
supports a transparent and empowering rela�onship between pa�ents and providers, helping to 
build trust and improve treatment outcomes. 

4. Quality Improvement and Accountability: Implemen�ng MBC at FQHCs allows for systema�c 
data collec�on and analysis, leading to quality improvement ini�a�ves. Aggregated data from 
standardized assessments and outcome measures can iden�fy trends, paterns, and areas for 
improvement in the delivery of behavioral health services. FQHCs can use this informa�on to 
refine clinical protocols, iden�fy training needs, and enhance care coordina�on. Furthermore, 
MBC provides a mechanism for FQHCs to demonstrate their accountability by tracking and 
repor�ng on treatment outcomes to regulatory bodies, funding agencies, and stakeholders. 

5. Research and Program Evalua�on: MBC data collected within FQHCs can contribute to research 
and program evalua�on efforts. Aggregated data can be analyzed to iden�fy popula�on-level 
trends, treatment effec�veness, and poten�al areas for innova�on. Findings from such research 
can inform evidence-based prac�ces, policy development, and resource alloca�on in the field of 
behavioral health. Addi�onally, program evalua�on using MBC data helps FQHCs assess the 
impact and cost-effec�veness of their services, suppor�ng decision-making and strategic 
planning. 



44 
 

 

 

6. Value Based Care Arrangements: MBC's use in value-based care arrangements enhances pa�ent 
outcomes, op�mizes treatment efficiency, promotes pa�ent engagement, supports con�nuous 
quality improvement, and aligns with reimbursement and incen�ve structures. By leveraging 
standardized assessments and outcome measures, healthcare organiza�ons can effec�vely 
measure and improve the value of the care they provide, leading to beter pa�ent experiences 
and more cost-effec�ve healthcare delivery. 

• Outcome Measurement: Value-based care models priori�ze achieving posi�ve pa�ent 
outcomes while controlling costs. MBC provides a systema�c and standardized approach 
to measuring outcomes by using validated assessments and outcome measures. These 
measures capture important data on pa�ent symptoms, func�oning, treatment 
response, and overall well-being. By tracking outcomes over �me, healthcare providers 
can assess the effec�veness of interven�ons, iden�fy varia�ons in care delivery, and 
make data-driven decisions to op�mize pa�ent outcomes. 

• Treatment Optimization and Efficiency: MBC helps healthcare providers iden�fy the most 
effec�ve treatments for individual pa�ents. By monitoring treatment progress using 
outcome measures, providers can make �mely adjustments, tailor interven�ons, and 
op�mize treatment plans. This proac�ve approach reduces the likelihood of unnecessary 
or ineffec�ve treatments, leading to improved pa�ent outcomes and cost savings. MBC 
enables providers to allocate resources efficiently by focusing on interven�ons that have 
demonstrated effec�veness for specific pa�ent popula�ons. 

• Patient Engagement and Shared Decision Making: Value-based care models emphasize 
pa�ent engagement and shared decision making. MBC facilitates this by involving 
pa�ents in the measurement process and using outcome data to inform discussions 
about treatment op�ons. By providing pa�ents with objec�ve informa�on about their 
progress and treatment effec�veness, MBC empowers them to ac�vely par�cipate in 
their care decisions. Engaged pa�ents are more likely to adhere to treatment plans, 
leading to improved outcomes and reduced healthcare costs. 

• Continuous Quality Improvement: Value-based care arrangements aim to con�nuously 
improve the quality of care. MBC supports this goal by enabling the collec�on of 
standardized data on treatment outcomes across pa�ent popula�ons. Aggregated MBC 
data helps iden�fy varia�ons in prac�ce, areas for improvement, and best prac�ces. 
Healthcare organiza�ons can use this informa�on to implement quality improvement 
ini�a�ves, refine clinical protocols, and enhance care coordina�on. By focusing on 
evidence-based interven�ons and con�nuously monitoring outcomes, value-based care 
arrangements can drive improvements in care quality. 

• Reimbursement and Incentives: In value-based care, reimbursement models o�en link 
payment to performance and outcomes. MBC provides a mechanism to measure and 
demonstrate the value of healthcare services. By collec�ng and repor�ng outcome data, 
healthcare providers can show the impact of their interven�ons on pa�ent outcomes. 
This data can support reimbursement nego�a�ons and help providers qualify for 
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financial incen�ves based on achieving predefined outcome targets. MBC's emphasis on 
objec�ve data and measurable outcomes aligns well with the reimbursement structures 
in value-based care, incen�vizing providers to deliver effec�ve and efficient care. 

 

In summary, MBC in behavioral health services at FQHCs offers valuable use-cases for treatment 
planning, evidence-based prac�ce implementa�on, shared decision making, quality improvement, 
accountability, research, program evalua�on, and value-based care arrangements. By integra�ng 
standardized assessments and outcome measures into rou�ne care, FQHCs can enhance the 
effec�veness, efficiency, and pa�ent-centeredness of their behavioral health services. 
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Analyzing Data to Evaluate the Impact of Integrated Behavioral Health Services:  

 
Analyzing data is a crucial step in evalua�ng the impact of integrated behavioral health services. It 
involves the systema�c examina�on and interpreta�on of collected data to assess the effec�veness and 
outcomes of the integrated care model. Here are key considera�ons and steps involved in analyzing data 
for evalua�ng the impact of integrated behavioral health services: 

1. Data Collec�on: Before analysis can occur, relevant data needs to be collected. This may include 
various sources such as pa�ent records, electronic health records, surveys, assessments, and 
administra�ve data. It is important to ensure the data collected aligns with the evalua�on goals 
and measures the desired outcomes. 

2. Data Cleaning and Prepara�on: Data cleaning involves reviewing and correc�ng any errors, 
inconsistencies, or missing values within the dataset. This step ensures data quality and 
reliability. Once the data is cleaned, it needs to be prepared for analysis by organizing it in a 
structured format and assigning appropriate variables and labels. 

3. Data Analysis Techniques: The choice of data analysis techniques depends on the research 
ques�ons and the type of data collected. Commonly used analy�cal methods include descrip�ve 
sta�s�cs, inferen�al sta�s�cs, regression analysis, and other sta�s�cal techniques. These 
methods help to iden�fy paterns, trends, rela�onships, and significant differences within the 
data. 

4. Outcome Evalua�on: One of the main objec�ves of analyzing data is to evaluate the outcomes of 
integrated behavioral health services. This involves comparing pre- and post-interven�on data to 
determine changes in pa�ent outcomes, such as symptom reduc�on, improved func�oning, or 
beter quality of life. It may also involve comparing outcomes between different groups, such as 
pa�ents receiving integrated care versus tradi�onal care. 

5. Cost Analysis: Evalua�ng the cost-effec�veness of integrated behavioral health services is 
another important aspect. This involves examining the financial impact of the integrated care 
model compared to alterna�ve approaches. Cost analysis may include factors such as healthcare 
u�liza�on, healthcare costs, pa�ent sa�sfac�on, and produc�vity outcomes. 

6. Data Interpreta�on and Repor�ng: Once the analysis is completed, the findings need to be 
interpreted and reported in a meaningful way. This involves summarizing the results, drawing 
conclusions, and discussing implica�ons for prac�ce and policy. Clear and concise repor�ng is 
essen�al to effec�vely communicate the impact of integrated behavioral health services to 
stakeholders, such as healthcare providers, administrators, policymakers, and pa�ents. 

7. Con�nuous Evalua�on and Quality Improvement: Data analysis is an ongoing process in 
evalua�ng integrated behavioral health services. Con�nuous evalua�on allows for the 
monitoring of outcomes over �me and the iden�fica�on of areas for improvement. It helps to 
inform decision-making, program modifica�ons, and the implementa�on of quality 
improvement strategies to enhance pa�ent care and outcomes. 
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Analyzing data provides valuable insights into the effec�veness, efficiency, and impact of integrated 
behavioral health services. It helps stakeholders make informed decisions, iden�fy areas of success, and 
address challenges in delivering high-quality integrated care. By analyzing data, healthcare organiza�ons 
can con�nuously refine and op�mize their integrated care programs, leading to improved pa�ent 
outcomes and enhanced overall healthcare delivery. 
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Continuous Quality Improvement Strategies for Enhancing Patient Care  

 

Con�nuous quality improvement (CQI) is an essen�al process for enhancing pa�ent care in integrated 
behavioral health services. It involves systema�cally iden�fying areas for improvement, implemen�ng 
changes, and evalua�ng the impact of those changes. Here are some key strategies for implemen�ng CQI 
in integrated behavioral health to enhance pa�ent care: 

1. Establish a Culture of Quality: Crea�ng a culture of quality starts with leadership commitment 
and engagement. Leadership should communicate the importance of con�nuous improvement, 
encourage staff par�cipa�on, and provide the necessary resources and support for CQI 
ini�a�ves. This helps foster a culture where staff members are empowered to iden�fy and 
address areas for improvement. 

2. Define Quality Metrics and Indicators: Establish clear quality metrics and indicators that align 
with the goals and objec�ves of integrated behavioral health services. These metrics may include 
pa�ent outcomes, access to care, pa�ent sa�sfac�on, adherence to clinical guidelines, and care 
coordina�on effec�veness. Clearly defining these metrics allows for the systema�c 
measurement and monitoring of performance. 

3. Collect and Analyze Data: Regularly collect data related to the iden�fied quality metrics and 
indicators. This can involve reviewing pa�ent records, conduc�ng surveys, analyzing 
administra�ve data, and using standardized measurement tools. Analyze the data to iden�fy 
trends, paterns, and areas for improvement. This data-driven approach helps iden�fy 
opportuni�es for enhancing pa�ent care. 

4. Engage and Involve Staff: Involve frontline staff, clinicians, and other stakeholders in the CQI 
process. They can provide valuable insights and perspec�ves on areas for improvement and 
contribute to the development and implementa�on of changes. Regular staff mee�ngs, feedback 
mechanisms, and interdisciplinary collabora�on can foster a sense of ownership and 
engagement in the CQI ini�a�ves. 

5. Implement Quality Improvement Projects: Use the data and insights gathered to iden�fy specific 
improvement projects. These projects should address iden�fied areas for improvement and have 
clear objec�ves and measurable outcomes. Collabora�vely develop and implement interven�ons 
or changes to workflows, processes, or policies. Monitor the implementa�on and evaluate the 
impact of these changes on pa�ent care. 

6. Con�nuous Monitoring and Evalua�on: Con�nuously monitor and evaluate the effec�veness of 
implemented changes. Regularly review data and track progress towards improvement goals. 
Assess whether the implemented changes have led to the desired outcomes and iden�fy any 
unintended consequences. This itera�ve process allows for ongoing refinement and adjustment 
of interven�ons. 

7. Share Best Prac�ces and Lessons Learned: Promote a learning environment by sharing best 
prac�ces and lessons learned from successful quality improvement ini�a�ves. Encourage 
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knowledge exchange and collabora�on among staff members and teams. This facilitates the 
spread of effec�ve strategies and interven�ons to enhance pa�ent care across the organiza�on. 

8. Engage Pa�ents and Families: Involve pa�ents and their families in the CQI process. Seek their 
feedback and perspec�ves on the quality of care received, their experiences, and areas for 
improvement. Pa�ent sa�sfac�on surveys, focus groups, and pa�ent advisory councils can 
provide valuable insights. Engaging pa�ents and families helps ensure that CQI efforts are 
pa�ent-centered and focused on mee�ng their needs and preferences. 

9. Con�nuous Training and Educa�on: Provide ongoing training and educa�on to staff members to 
enhance their knowledge and skills in delivering integrated behavioral health care. This can 
include training on evidence-based prac�ces, new treatment modali�es, cultural competency, 
and communica�on skills. Con�nuous learning ensures that the staff remains updated and 
equipped to provide high-quality pa�ent care. 

10. Regularly Review and Update Quality Improvement Ini�a�ves: Periodically review and update 
the CQI ini�a�ves to ensure their relevance and effec�veness. As healthcare landscapes and 
pa�ent needs evolve, it is essen�al to adapt and refine quality improvement strategies 
accordingly. 

 

By implemen�ng con�nuous quality improvement strategies, integrated behavioral health services can 
enhance pa�ent care, improve outcomes, and op�mize the delivery of services. CQI fosters a culture of 
learning, collabora�on, and innova�on, enabling organiza�ons to con�nually evolve and meet the 
changing needs of the individuals they serve. 
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Quality Indicators and Benchmarks  

 

Quality indicators and benchmarks are essen�al tools for measuring and assessing the performance and 
outcomes of integrated behavioral health services. They provide a framework for evalua�ng the quality 
of care provided and comparing it to established standards or benchmarks. Here's an elabora�on on 
quality indicators and benchmarks in the context of integrated behavioral health. 

 

Quality Indicators: 

 

1. Clinical Outcomes: These indicators measure the impact of integrated behavioral health services 
on pa�ent outcomes. Examples include improvements in symptom severity, func�onal status, 
quality of life, and pa�ent sa�sfac�on. 

2. Access to Care: These indicators assess the accessibility of integrated behavioral health services, 
such as wai�ng �mes for appointments, availability of services, and �mely access to follow-up 
care. 

3. Care Coordina�on: These indicators evaluate the effec�veness of care coordina�on between 
behavioral health providers and primary care teams. They assess communica�on, informa�on 
sharing, and the collabora�ve management of pa�ents' physical and behavioral health needs. 

4. Treatment Adherence: These indicators measure the degree to which pa�ents adhere to 
treatment plans, follow medica�on regimens, atend therapy sessions, and engage in self-
management prac�ces. 

5. Screening and Assessment: These indicators focus on the systema�c screening and assessment 
of pa�ents for behavioral health condi�ons. They measure the percentage of pa�ents screened, 
the accuracy of assessments, and the documenta�on of screening results. 

6. Integra�on of Care: These indicators assess the degree of integra�on between behavioral health 
and primary care services. They measure the extent to which behavioral health providers are 
ac�vely involved in the care team, par�cipate in care planning, and collaborate with primary care 
providers. 
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Benchmarks: 

 

1. Evidence-Based Guidelines: Benchmarks may be based on established evidence-based guidelines 
or best prac�ces for specific behavioral health condi�ons. These guidelines serve as benchmarks 
for the expected standards of care and provide a reference point for evalua�ng the quality of 
services. 

2. Na�onal Standards: Benchmarks can be derived from na�onal standards or quality measures set 
by organiza�ons such as the Na�onal Commitee for Quality Assurance (NCQA), the Centers for 
Medicare and Medicaid Services (CMS), or professional associa�ons. These standards define 
performance expecta�ons and provide benchmarks for comparison. 

3. Peer Comparisons: Benchmarks can be established by comparing the performance of integrated 
behavioral health services to that of peer organiza�ons or similar healthcare se�ngs. This allows 
for performance comparisons and iden�fica�on of areas for improvement based on industry 
best prac�ces. 

4. Internal Performance Targets: Benchmarks can also be set based on internal performance targets 
developed by the healthcare organiza�on itself. These targets are specific to the organiza�on's 
goals, resources, and pa�ent popula�on and serve as benchmarks for monitoring progress and 
driving improvement efforts. 

 

Regularly tracking and comparing performance against quality indicators and benchmarks enables 
healthcare organiza�ons to assess their performance, iden�fy areas for improvement, and implement 
targeted quality improvement ini�a�ves. It helps ensure that integrated behavioral health services meet 
or exceed established standards and deliver high-quality care to pa�ents. 
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Reimbursement Resources 
 

BILLING/REIMBURSEMENT 
GRID FOR FQHC’s (2023) 

    

Most Used CPT Codes Medicare Medicaid Private  

Mental Health (Psychiatric) 

90791 (intake) 

90832 (psychotherapy 16-
37min.) 

90834 (psychotherapy 38-
52 min.) 

90837 (psychotherapy 53+ 
min.) 

90846, 47, 48 (Family 
therapy with and without 
the pa�ent) 

90839, 90840 (Crisis 
interven�on only for P/H/S 
threats or ac�ons) 

 

 

1. Medical encounters 
are billed under revenue 
code 521; BH encounters 
are billed under revenue 
code 900. Encounters 
can occur same 
day/same �me (sdst) and 
both be reimbursed. 

2. HOWEVER, even if the 
revenue codes are 
different for sdst, the 
encounter will be billed 
“incident to” the medical 
provider because the bill 
has to be submited on 
one claim. 

3. If the visit is only with 
a BHS, it can be billed 
directly under BHS 
provider number. 

4. As of 1/1/18, specific 
G codes for both medical 
and BH encounters have 
to be included in 
addi�on to the 
tradi�onal CPT codes. 
For BH the codes are 
G0469 (FQHC, mental 
health, new pa�ent); and 
G 0470 (FQHC, mental 
health, established 
pa�ent).  

1. All visits are billed 
under T revenue 
codes (and CPT codes 
are not iden�fied); 
medical visits are T-
1015; BH visits are 
T1015-HI (or simply 
non-medical visits) 

2. Same day medical 
and BH visits are both 
reimbursable 

3. BH services are 
billed under the BHS 
provider number on a 
separate claim 

 

Benefits vary by 
carrier but can 
bill directly 
under BHS 
provider if 
appropriately 
creden�aled, 
etc. by carrier 
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Health And Behavior 

Assessment/Interven�on 
(Disease Management)  

96156 (ini�al)* 

96156 (reassessment)* 

96158 (interven�on) 

96164 (group) 

96167 (pa�ent with family) 

96170 (family only) 

* Medicaid, up to the end 
of 2019, only reimbursed 
ini�al and reassessment 
codes 

 

 

 

 

 

 

 

 

G0447 Obesity 

 

 

 

 

 

 

1. Billed under revenue 
code 521. Can be billed 
same day as a PCP visit 
but Medicare will ignore 
the second 521 service 
and only reimburse one. 

2. Has to be billed 
incident to PCP. 

3.  LCSW’s cannot use 
these codes; technically, 
Licensed Psychologists 
are the only 
creden�aled providers 
for these codes. 

(This is disputed based 
on who you talk to and 
what you read) 

4.  BHP cannot report a 
therapy code the same 
day. 

 

 

 

 

 

Screening and counseling 
for obesity; coded in 15 
minute units 

Not considered part of a 
core visit but will present 
a challenge if only 
medical providers can 
make use of it 

 

 

1. As of 1/1/2009 
these codes are 
covered under NC 
Medicaid  

2.  Any approved BH 
provider can use these 
codes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Unknown 

 

 

 

 

 

 

1. Benefits vary 
by carrier 

but some 
private carriers 
have been 
reimbursing 
these codes. 

 

2. They can be 
billed directly 
under the BHS 
provider if 
appropriately 
creden�aled, 
etc. by carrier 

 

 

 

 

 

 

 

 

 

Unknown 
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Alcohol/substance abuse 
screening/SBIRT:   

 

 

 

 

 

 

 

 

 

 

Smoking Cessa�on 
Preven�on and Counseling 

 

 

 

 

 

 

Evidence Based Screening 

 

 

 

 

 

 

G0396, G0397 
(structured assessment 
and brief interven�on); 
G0442, G0443 (annual 
alcohol misuse screening 
and brief behavioral 
counseling, 15 minutes) 
These later two codes 
are designated billable 
and can occur the same 
day but do not earn cost 
rate; reimbursement rate 
is below $20.00 

 

 

 

G0436 (3 to 10 minutes; 
asymptoma�c pa�ent, 
intermediate) and 
G0437(greater than 10 
minutes; asymptoma�c 
pa�ent, intensive)  

 

 

 

G0444 (Annual 
depression screening, 15 
minutes) As of 
10/14/2011 is covered if 
the primary care se�ng 
has staff-assisted 
depression care supports 
in place. (Since the 
reimbursement rate is 
below cost rate, and 
since BH support has to 
be in place, it is more 
readily subsumed under 
90832, etc.) 

The following codes 
are designated as a 
part of core services 
and cannot be billed 
separately:   99408, 
99409.    

 

 

 

 

 

 

 

 

The following codes 
are designated as a 
part of core services 
and cannot be billed 
separately:   99406 
and 99407  

 

 

 

99420 (Administra�on 
and interpreta�on of 
health risk assessment 
instrument, e.g. 
health hazard 
appraisal) 

May be used for MH, 
MCHAT, and other 
secondary 
developmental 
screens; limited to 2 
units per day 

Benefits will 
vary by carrier if 
allowed at all. 

 

 

 

 

 

 

 

 

 

 

Benefits will 
vary by carrier if 
allowed at all. 

 

 

 

 

 

Unknown 
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Copays Copay expected and we 
can reschedule if they 
have not made an 
atempt to pay.  But we 
will always work with 
pa�ent re: their bill and 
set up a payment plan, 
and any pa�ent can 
qualify for sliding fee. 

Pa�ent has no copay Copay is 
expected based 
on the 
individual’s 
benefit plan 

 

Number of unmanaged 
visits 

for psychiatric codes 

No limit FQHC's are carved out 
of the MCO system so 
BH visits do not count 
against MCO BH 
provider visits; 
however, if your FQHC 
is under contract with 
your MCO, you may 
have to count visits 
against what NC 
Medicaid allows 

Varies by 
individual’s 
benefit plan 

 

Number of unmanaged 
visits for Health and 
Behavior Assessment 
codes 

Refer to the atached 
document on H & B 
Codes for guidance 

Follows Medicare 
coverage guidelines 

Varies by 
individual’s 
benefit plan 

 

Number of 
Alcohol/SA/Tobacco 
SBIRTs 

New Preven�on 
guidelines give specific 
�me/number of contacts 
for these interven�ons.  
The Medicare Learning 
Network breaks down all 
the preven�on services 
in a helpful, many page 
chart. 

Part of core service Unknown if 
covered at all 
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 Is the professional recognized to be reimbursed under…  
Professional NC Medicaid Medicare Private 

Coverage 
 

Uninsured (Can visits with 
professional be counted for 
UDS purposes?)  

Clinical 
Psychologist 

Yes Yes Dependent on 
plan & insurer  

Yes 

Licensed 
Psychological 
Associate 

Yes No Yes 

LCSW Yes Yes Yes 
LCSW-A Yes No Yes 
LPC Yes No Yes 
LPC-A Yes No Yes 
LCAS Yes No Yes 
LCAS-A Yes No Yes 
LMFT Yes No Yes 
Peer Support 
Specialist 

Not if billing as 
FQHC; may be 
possible under 
managed care 
“in lieu of 
services” or 
through 
LME/MCO 

No If individual is “certified” 
peer support specialist and 
health center chooses, they 
may report as “other mental 
health staff.” 

Note: These licensed professionals are required to be currently licensed in North Carolina and to be 
directly enrolled in Medicaid (or PIHP) and bill under their own attending Medicaid Provider Numbers. 
These licensed providers cannot bill “incident to” a physician or any other licensed professional.  
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North Carolina Resources 
 

• American Psychological Associa�on: Myriad of resources related to individual psychology topics, 
diagnoses and trainings, wide base of publica�on materials, research database, and grant fund 
opportuni�es.  

• Cer�fied Community Behavioral Health Clinics (CCBHCs): SAMHSA’s landing page for criteria, 
required services, compliance checklists, state specific informa�on, and grants available 
(planning, development, implementa�on).  

• Crisis Solu�ons NC: An ini�a�ve under DHHS to help both providers and consumers find help for 
a mental health or substance use crisis within a specific county. Provides phone op�ons (call or 
text), local county mobile crisis unit, and closest physical crisis center.  

• LME/MCO Directory: Discover your Local Management En�ty/Managed Care Organiza�on by 
county as well as their contact informa�on.  

o Trillium Health Resources  

o Alliance Health Resources  

o Eastpointe Resources  

o Partners Health Management Resources  

o Sandhills Center Resources   

o Vaya Health Resources 

• Medica�on Assisted Treatment (MAT) Resources: Including �p sheets, best prac�ces, medica�on 
indica�ons/contraindica�ons, implementa�on guidelines, and a mul�tude of other supports.  

o SAMHSA  

o Rural Health Informa�on Hub  

o NC Medical Board 

• Na�onal Alliance of Mental Illness (NAMI) North Carolina: A na�onwide, grassroots mental 
health organiza�on. NAMI offers educa�onal programs, advocates for individuals and families 
affected by mental illness, and operates a toll-free helpline. State and local resources available. 

• NC Area Health Educa�on Centers (AHEC): Provides and supports educa�onal ac�vi�es and 
services with a focus on primary care in rural communi�es and those with less access to 
resources to recruit, train, and retain the workforce needed to create a health North Carolina.   

• NC Care 360: NCCARE360 is the first statewide coordinated care network that beter connects 
individuals to local services and resources. NCCARE360 provides a solu�on to a fragmented 

https://www.apa.org/
https://www.samhsa.gov/certified-community-behavioral-health-clinics
https://crisissolutionsnc.org/
https://www.ncdhhs.gov/providers/lme-mco-directory
https://www.trilliumhealthresources.org/for-individuals-families/mental-health-substance-use
https://www.alliancehealthplan.org/members/services/
https://www.eastpointe.net/members-and-families/
https://www.partnersbhm.org/resources/
https://www.sandhillscenter.org/for-providers/resources
https://www.vayahealth.com/benefits-services/mental-health/
https://www.samhsa.gov/medications-substance-use-disorders
https://www.ruralhealthinfo.org/toolkits/substance-abuse/2/treatment/medication-assisted-treatment
https://www.ncmedboard.org/landing-page/MAT
https://naminc.org/
https://www.ncahec.net/
https://nccare360.org/
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health and human services system by connec�ng providers and organiza�ons across sectors in a 
shared technology network. In the NCCARE360 network, providers can electronically connect 
individuals and families who have unmet social needs to community resources.  

• NC Cer�fied Peer Support Specialist Program: The NCCPSS Program cer�fies persons in recovery 
from serious mental illness (SMI) and substance use disorders (SUD) to become Cer�fied Peer 
Support Specialists (CPSS) who provide support to others who can benefit from their 
experiences. 

• NC Complex MH/IDD Resources: This website provides informa�on and resources for parents, 
caregivers, primary care physician offices, community members and others who live with and 
care for people with intellectual and developmental disabili�es (I/DD) who are also experiencing 
mental illness. 

• NC Department of Public Health: NCPH works to promote and contribute to the highest possible 
level of health for the people of North Carolina. North Carolina Public Health is community 
health. Disease preven�on, health services and health promo�on programs protect en�re 
communi�es – not just individuals – from untoward outcomes such as communicable diseases, 
epidemics, and contaminated food and water. 

• NC Department of Social Services (DSS): provides guidance and technical assistance to agencies 
that provide direct services that address issues of poverty, family violence and 
exploita�on. Resources for child welfare and support services, food and nutri�on, work first 
family assistance, energy assistance, refugee assistance, and local county directory.   

• NC DHHS Division of Health Benefits Medicaid: All things related to learning about Medicaid, 
applying for benefits, finding a provider, ePASS, Tailored Plans, changing PCP or PHP, etc. 

• NC DHHS Mental Health/Developmental Disabili�es/Substance Abuse Services: Incredible wealth 
of resources, programs, and informa�on for both consumer and providers from grants to jail 
diversion, gambling to supported housing, TBI to deaf and hard of hearing. 
 

o Provider Resources  
 

• NC Medicaid Provider Resources: A great list of fact sheets, FAQs, Standard and Tailored Plans 
informa�on, NEMTs, and programs and services. 

• NC School-Based Health Alliance:  A nonprofit organiza�on that supports accessible, affordable 
and quality healthcare in school-based and school-linked health centers across NC. NCSBHA is 
the only NC organiza�on focused exclusively on suppor�ng school-based/linked health centers 
and school –based health and mental health services across a variety of clinical and 
organiza�onal models.  

• NC Statewide Telepsychiatry Program (NC-STeP): Within Eastern Carolina University (ECU) NC-
STeP is to assure that if an individual experiencing an acute behavioral health crisis enters an 
emergency department of a hospital anywhere in the state of North Carolina, s/he receives 
�mely specialized psychiatric treatment through this program. 

https://pss.unc.edu/
https://complexmhidd-nc.org/
https://www.dph.ncdhhs.gov/
https://www.ncdhhs.gov/divisions/social-services
https://ncgov.servicenowservices.com/sp_beneficiary?id=bnf_index
https://www.ncdhhs.gov/divisions/mental-health-developmental-disabilities-and-substance-abuse-services
https://www.ncdhhs.gov/providers/provider-info/mental-health-development-disabilities-and-substance-abuse-services
https://medicaid.ncdhhs.gov/providers/provider-playbook-medicaid-managed-care/fact-sheets#Non-EmergencyMedicalTransportation-1601
https://ncsbha.org/
https://ncstep.ecu.edu/
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• NC Tracks: The mul�-payer Medicaid Management Informa�on System for the N.C. Department 
of Health and Human Services (N.C. DHHS).  

• NC.Gov Health and Social Services: Various programs, documents, and informa�on under the 
Department of Health and Human Services. 

• North Carolina 211: NC 211 is an informa�on and referral service provided by United Way of 
North Carolina. Families and individuals can dial 2-1-1 or 1-888-892-1162 to obtain free and 
confiden�al informa�on on health and human services and resources within their community. 

• Substance Abuse and Mental Health Services Administra�on (SAMHSA): The agency within the 
U.S. Department of Health and Human Services that leads public health efforts to advance the 
behavioral health of the na�on. Various opportuni�es related to grants, trainings, data, and 
programs. 

• The Psychiatric Collabora�ve Care Model (CoCM): One stop shop from the Advanced Integrated 
Mental Health Solu�ons (AIMS) Center for all resources including FAQs, implementa�on guides, 
billing setup, registry guidance, and team structure.  

https://www.nctracks.nc.gov/content/public?version=NCTRACKS-Prod-DT20230406&why=Root
https://www.nc.gov/living/health-social-services
https://nc211.org/
https://www.samhsa.gov/
https://aims.uw.edu/collaborative-care
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