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Today’s Agenda and Objectives
We will cover the following topics:
• About HealthLandscape
• About Integrated Behavioral Health
• Integrated Behavioral Health Information Hub
• Integrated Behavioral Health Research and Data Visualization
• Finding user support after the webinar
So that you will be able to:
• Understand Integrated Behavioral Health
• Use the Integrated Behavioral Health Information Hub
• Identify areas in need of Integrated Behavioral Health

HealthLandscape is a social enterprise of the
American Academy of Family Physicians (AAFP)
Mark Carrozza, MA
Director

Jené Grandmont, MA

Associate Director, Application Development and Data
Services

Jennifer Rankin, PhD
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Michael Topmiller, PhD
Senior Research Scientist
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User Engagement Specialist

Morgan Walker, MS
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Geospatial
Analysis

Translate spreadsheets of
information into modern visuals
Search maps for disparities
and areas of greatest need
Filter information from the
global view to the local level

Data
Integration

Layer your data to discover
actionable insights
Maximize your data while
minimizing inconsistencies
A safe, secure, and simple way
to analyze your proprietary data

HealthLandscape works with internal and
external clients according to their needs
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Integrated Behavioral Health

Funding
This work was conducted under a cooperative subcontract with the
National Center for Integrated Behavioral Health, Mayo Clinic,
https://www.mayo.edu/research/centers-programs/national-center-forintegrated-behavioral-health/overview. The activities described in this
report were funded by the U.S. Department of Health and Human
Services, Health Resources and Services Administration under cooperative
agreement number UH1HP33881. The contents are those of the authors
and do not necessarily represent the official views of, nor an
endorsement, by HRSA, HHS or the U.S. Government.

Introducing the Integrated Behavioral Health
Information Hub
• https://ibh.healthlandscape.org/
• A one-stop shop for Integrated Behavioral Health resources, including these research
products funded for this project:

• State of Integrated Primary Care and Behavioral Health (Report by the Robert Graham Center and
HealthLandscape, cross-posted: https://www.graham-center.org/content/dam/rgc/documents/publicationsreports/reports/state-of-integrated-pc-and-bh.pdf)
• Identifying Health Center Behavioral Health “Bright Spots” (HealthLandscape Geospatial Brief, cross-posted:
https://www.healthlandscape.org/documents/GeospatialBrief_HealthCentersIBH_2022-06-17.pdf)
• Targeting High-Need, High-Minority Geographies - Improving Access to Behavioral Health Care
(HealthLandscape Geospatial Brief, cross-posted:
https://www.healthlandscape.org/documents/GeospatialBrief_HighNeedGeographies-2022-06-17.pdf)
• Measuring Behavioral Health Need and Treatment Capacity (HealthLandscape Geospatial Brief, cross-posted:
https://www.healthlandscape.org/documents/GeospatialBrief_MeasurementAnalysis-2022-06-17.pdf)
• Measuring IBH Potential (HealthLandscape Geospatial Brief, cross-posted:
https://www.healthlandscape.org/documents/GeospatialBrief_IBHScore-2022-06-17.pdf)
• Co-Location of Primary Care and Behavioral Health Clinicians (HealthLandscape Geospatial Brief, crossposted: https://www.healthlandscape.org/documents/GeospatialBrief_CoLocation-2022-06-17.pdf)
• Integrated Behavioral Health Needs Explorer (Interactive mapping tool, cross-posted:
https://maps.healthlandscape.org/IBHExplorer)

IBH Information
Hub
•

Research

•

AAFP resources
•
•
•
•

Family Practice Management articles
Blogs
Reports
News and advocacy

•

Interactive mapping and data tool

•

Other HealthLandscape mapping tools
and data resources

•

IBH provider search

•

NCIBH, HRSA, and SAMHSA resources

•

Policy

•

Bibliography
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The Research

State of Integrated Primary Care and Behavioral
Health in the United States, 2022
• Objectives

• Explore and describe the current state of Integrated Behavioral Health in Primary Care
• Assess and describe the Integrated Behavioral Health practice workforce
• Evaluate the role of Integrated Primary Care and Behavioral Health in providing equitable access to and delivery of
behavioral health services

• Problem

• Access to behavioral health services in the U.S. is becoming increasingly difficult as the need for these services grows
• Fifteen to twenty percent of adults in the U.S. report ever having been diagnosed with depression or mental illness and
10-15% report suffering severe psychological distress in the past year
• Fewer than 50% of those with mental illness report receiving care in the past year

• Innovation

• The lack of adequate access to care for people with mental health conditions and behavioral health needs is
multifactorial and includes a shortage or maldistribution of providers, stigma in accessing care, and prohibitive cost
• Integrating behavioral health with primary care has been proposed as a solution to increasing access and decreasing
fragmentation of care
• Integrated care is associated with improved outcomes in depression and anxiety and physicians report integrated care
decreases their own personal stress level and improves the care provided by their practice
• Integrated care may remove stigma associated with mental health care and increase access to behavioral health
services

State of Integrated Primary Care and Behavioral
Health in the United States, cont.

Findings

• 118,500 primary care physicians are co-located with nearly 140,000 behavioral health clinicians in 23,000 primary
care practices
•

20% of primary care physicians, 19% of behavioral health clinicians, 38% of primary care practices

• Primary care physicians provide 45% of visits to patients with depression and/or anxiety, of which about half are comanaged with a non-physician behavioral health clinician
•

Most often, care for patients with mental illness (visits and prescriptions) is provided by a combination of primary care and non-physician behavioral
health

• Four case studies of integrated care practices identify examples of barriers to and facilitators of integrated care
•
•

Payment reform allowing flexible delivery of behavioral health services is a crucial step to increasing integrated care
Physical space and shared medical records are necessary elements to integrated care

• Among high-need communities, there appears to be moderate overlap with integrated primary care clinics and/or
Substance Abuse and Mental Health Services Administration (SAMHSA) facilities
•
•
•

In New York City, 10% of co-located primary care and behavioral health clinics and 20% of SAMHSA facilities are in the highest need communities
However, many integrated clinics are not located in the highest need communities
A stronger investment in integrated primary care and behavioral health may improve access to mental health services and improve patient and
community health outcomes

• Because multiple models of integrated primary care are associated with better individual and population health
outcomes, it is important to focus collective efforts on increasing the spread and availability of integrated primary
care rather than limiting resources or policy efforts to any single or narrowly-defined integrated care model

Geospatial Brief: Identifying Health Center
Behavioral Health “Bright Spots”
• Specific aims

• Compare the geographic, organizational, and patient characteristics of high-performing (bright spot) Health Resources
and Services Administration (HRSA) Health Center Program awardees and look-alikes with low-performing (which we
refer to as cold spots) health centers

• Problem

• Health centers have increased their behavioral health care capacity and are seeing increasing numbers of behavioral
health patients
• Large numbers of people still have unmet behavioral health needs
• Health centers have varying levels of IBH capacity and IBH models within health centers vary widely, with some
research suggesting that local factors have the largest influence
• Target high and low-performing health centers to understand successful IBH models using in-depth qualitative
research, identifying IBH models for health centers that account for local context

• Innovation

• Stratified health centers based on their percentage of mental health patients (> 50th percentile) and their depression
remission adjusted quartile rankings (AQRs; rank 1 and 4)
• Focusing on health centers in the top 50th percentile for percentage of mental health patients, bright spots and cold
spots were identified as those in the depression remission top and bottom AQRs, respectively

Identifying Health Center
Behavioral Health
“Bright Spots,” cont.
Findings
• 132 bright spot health centers
• 93 cold spot health centers
• Cold spot health centers are more likely to
be located in urban areas compared to
bright spot health centers (76.3% vs.
62.9%)
•

Few significant differences in patient and
organizational characteristics between hot
and cold spot health centers
• Cold spot health centers have significantly
higher percentages of patients that are
uninsured, minority, Hispanic, and best
served in a language other than English

• Bright spot health centers have significantly
better clinical quality scores for several
measures, including depression screening,
and significantly lower costs per patient
compared to cold spot health centers

Geospatial Brief: Targeting High-Need, High-Minority
Geographies - Improving Access to Behavioral Health Care
• Specific aims

• Identify high-need areas based on high levels of poor mental health and high concentrations by race
• Explore primary care, mental health, and integrative behavioral health care capacity in these areas

• Problem

• Minority populations have less access to behavioral health services
• While minority populations have lower prevalence of major depressive disorders, minorities are more likely to have chronic,
long-term mental health issues
• Serious mental health disorders, substance use, mental health issues, and opioid-related mortality have increased over the past
few years
• Physical and mental health co-morbidities are higher among minority populations; Black populations with co-morbidities are also
less likely to receive mental health treatment

• Innovation

• Identified areas with the greatest mental health needs and the largest Black populations, and explored IBH capacity in these
areas
• Data: Centers for Disease Control and Prevention PLACES, American Community Survey, SAMHSA Behavioral Health
Services Locator, and National Provider and Plan Enumeration System (NPPES)
• Used a co-location mapping approach to identify Black priority counties – defined as those in the highest quintile for poor mental
health and the highest quintile for percentage of Black populations
• Mapped SAMHSA integrative primary care facilities and primary care and mental health providers onto these areas
• Compared the behavioral health capacity of Black priority counties with other high mental health need counties that had the
largest percentage of White populations (highest quintile)

High-Need, High-Minority
Geographies, cont.
Findings
• 245 Black priority counties
• 133 White priority counties
• No differences between counties for primary
care and mental health access to care
measures
• Black priority counties compared to White
priority counties:
•
•
•

Higher rates of poverty, unemployment, and
other challenges related to social determinants
of health
Less access to co-located primary care and
mental health providers (IBH practices) and
integrative primary care facilities
Significantly higher rates of hypertension,
obesity, diabetes, and physical inactivity

• White priority counties compared to Black
priority counties:
•
•
•

Significantly smaller populations
More likely to be located in rural areas
Significantly higher rates of smoking and
smoking-related poor health outcomes

Geospatial Brief: Measuring IBH Potential
• Specific aim
• Develop an IBH Potential Score that provides insights into the potential IBH capacity of primary care practice
locations

• Problem
• There is no accurate data source on primary care IBH for all primary care provider locations

• Innovation
• IBH Potential Score is a combination of the probable – the likelihood of collaboration, and the possible –
available collaborations within a practice, based on the number of primary care physicians and behavioral
health providers within a practice location

Measuring IBH Potential: Example
Practice with 4 PC Providers and 1 BH Provider
Table 1

PC1

PC1

PC2

PC3

PC4

BH1

0

0

0

1

0

0

1

0

1

PC2

0

PC3

0

0

PC4

0

0

0

BH1

1

1

1

1

Table 2

PC1

PC2

PC3

PC4

BH1

0

0

0

.1

0

0

.1

0

.1

PC1
PC2

0

PC3

0

0

PC4

0

0

0

BH1

.05

.05

.05

1

.1
.05

• Simple measure - BH to PC ratio 1:4 = .25
• Probable IBH - if not weighted, assumes that
between any PC/BH pair, patients are initially
referred in either direction (PC  BH and BH PC)
at the same rate or same probability (see Table 1)

• Adjust based on national health center data assuming shorter
clinical visits for PC than BH (see Table 2)
• Probable weights for Table 2: sum of PC = .4 and sum of BH =
.2

• Possible IBH - assumes that one BH provider can
interact with up to four PC providers in the practice,
while each PC provider can only interact with a
single BH provider
• Use both the BH/PC ratio and the PC/BH ratio as margin
weights to adjust for possible collaborations
• Possible weights for Table 2: BH/PC ratio of 1/4 (0.25) and
PC/BH ratio of 4/1 (4.0)

Measuring IBH Potential: Score Calculation
20

Possible Dyads/Collaborations
0.4 Sum of PC Weights (cells)
0.2 Sum of BH Weights (cells)
0.25 1/4 = BH / PC Ratio (margins)
4 4/1 = PC / BH ratio (margins)

0.9
0.045

0.1

Probable PC Weights * Possible BH/PC
Ratio

0.8

Probable BH Weights * Possible PC/BH
Ratio

“Probable” Weights
“Possible” Weights

Sum of Weights
IBH Score

Sum of Weights/ Dyads

Measuring IBH
Potential:
Limitations

• Assumes a closed system or practice, and does not account
for telehealth, multi-group practices, ownership by regional
hospital systems, or other non-traditional settings
• Calculations do not account for the typical amount of time
spent on primary care visits (10 to 15 minutes) compared to
behavioral health counseling sessions (potentially 45
minutes to an hour, including group visits)
• Treats providers as identical, meaning that all primary care
providers and all behavioral health counselors work and
interact with patients and other providers in the same way at
the same rate
•

Relaxing this assumption would require unequal cell (probable) weighting,
which we cannot calculate with the limited data available

• Due to the lack of data on patient flow between PC and BH
providers, we had to make assumptions about the
probability of primary care patients being referred to
behavioral health services within the practice and vice versa

Geospatial Brief: Co-Location of Primary Care and
Behavioral Health Clinicians
• Specific aims
• Create a proxy for IBH availability using a workforce co-location methodology to explore the geospatial
distribution of primary care practices and behavioral health providers
• Explore the distribution of these practices relative to Primary Care and Mental Health Care Health Professional
Shortage Areas (HPSAs), Medically Underserved Areas/Populations (MUA/Ps), and urban/rural designation

• Methodology
• Accessed NPPES records for specialties and clean
• Geocoded data and truncated longitude and latitude to five significant digits
• Summed primary care and mental health providers at each unique combination of latitude and longitude values
and identified individual practices with co-location of one or more primary care physician and one or more
mental health provider (n=23,079 proximity-derived co-located practices)
• Spatially joined derived practice locations with geospatial information on health care shortage areas (Primary
Care and Mental Health Care HPSAs), MUA/Ps, and rurality status (rural-urban commuting area [RUCA])
• Calculated descriptive IBH Potential Score statistics, including count, average, and one-way analysis of
variance (ANOVA) for each geography type (HPSAs, MUA/Ps, rurality), and by four levels of RUCA (metro
areas, micro areas, small cities, and rural areas)

Co-Location: Specialties Used
Provider Type

Primary Care

Mental Health
Practitioner

Provider Name

Taxonomy

n

Addiction Medicine (Psychiatry & Neurology) Physician

2084A0401X

563

Family Medicine Physician
General Practice Physician
Geriatric Medicine (Family Medicine) Physician
Internal Medicine Physician
Pediatrics Physician
Addiction (Substance Use Disorder) Counselor

207Q00000X
208D00000X
207QG0300X
207R00000X
208000000X
101YA0400X

130,953
13,889
1,760

Clinical Psychologist
Clinical Social Worker
Marriage & Family Therapist
Mental Health Counselor
Psychiatric/Mental Health Nurse Practitioner
Psychologist

103TC0700X
1041C0700X
106H00000X
101YM0800X
363LP0808X
103T00000X

64,052
223,170
70,182
232,132
19,338
47,857

110,112
57,446
91,526

Co-Location: Findings
N
Primary Care HPSAs
In HPSA
Not in HPSA
Mental Health Care HPSAs
In HPSA
Not in HPSA
MUA/P
In Medically Underserved Area/Population
Not in Medically Underserved Area/Population
Rural-Urban Commuting Area (RUCA)
Metro
Micro
Small City
Rural

%

Mean IBH Score

9,223
13,856

40.0
60.0

0.0616
0.0608

12,092
10,987

52.4
47.6

0.0609
0.0608

6,930
15,656

32.2
67.8

0.0607
0.0608

20,292
1,577
816
378

88.0
6.8
3.5
1.6

0.0609
0.0604
0.0598
0.0604

Co-Location: Discussion
•

Primary care and behavioral health clinicians are
predominantly co-located in urbanized areas, though
not necessarily in health care shortage areas within
those urbanized areas

•

While the lack of IBH practices in small city and rural
areas is consistent with general health care service
availability and population patterns, these data
suggest even less availability of IBH practices in these
areas

•

More than 5 in 10 IBH practices are located within
mental health care HPSAs, suggesting an opportunity
increased IBH capacity in these areas

Co-Location:
Limitations

• There may be false positive co-locations, meaning locations
that are determined to have co-located providers but merely
reflect common office space or office space in a single multistoried building
• Addresses associated with a provider’s NPPES record may
reflect a business center or billing location, rather than an
actual care location
• Co-location does not imply integrated behavioral health
•

Providers may share office space without engaging in the level of
collaboration required to meet the definition of integrated behavioral health

Geospatial Brief: Measuring Behavioral Health Need
and Treatment Capacity
• Aim

• Describe measures and geographies (NSDUH substate regions) included in the IBH Needs
Explorer

• Problem

• Most data sources that provide information about population needs related to mental health and
substance use:
• Are based on surveys that report data at the national and state levels
• Lack the sample sizes appropriate for exploring substate geographies to target interventions

• Integrated behavioral health care capacity measures are based on the presence of facilities
• SAMHSA Behavioral Health Treatment Locator database
• NPPES data on the location of providers by specialty

• Integrating various behavioral health need and capacity measures at geographies that allow for
targeted interventions

• Innovation

• IBH Behavioral Health Needs Explorer
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Integrated Behavioral Health
Needs Explorer

Thank You
Questions? Comments? Concerns?
Mark Carrozza
MCarrozza@HealthLandscape.org
Jené Grandmont
JGrandmont@HealthLandscape.org
Jennifer Rankin
JRankin@HealthLandscape.org
www.HealthLandscape.org
www.UDSMapper.org

