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Patient-centered medical home and integrated care in the  
United States: An opportunity to maximize delivery of primary care

Sandra J. Gonzalez, Maria C. Mejia de Grubb, Roger J. Zoorob

Abstract
The reciprocal relationship between mental and physical health is well established. Undiag-

nosed, untreated, and poorly managed mental health conditions are associated with numerous 

physical health complications, poor treatment adherence, and decreased quality of life. Despite 

growing evidence regarding the importance of effectively addressing these conditions in primary 

care, the rates of identification remain low and follow-up and management by primary care pro-

viders has been criticized. The objective of this review was to demonstrate the role of Patient-

Centered Medical Home (PCMH) and mental health integration in addressing comprehensive 

health care needs in primary care patients, and to describe common barriers and facilitators to the 

implementation of these types of programs.
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Introduction
Primary care clinics are the first point of health 

care contact for many patients in the United 

States (US) and throughout the world. Primary 

care clinics serve an important function in the 

prevention and management of chronic disease. 

Additionally, primary care providers encounter 

many mental health and substance abuse prob-

lems that affect health outcomes for patients 

with chronic diseases and comorbid mental 

health conditions [1, 2]. Historically, primary 

care services were exclusively provided by 

a physician with minimal ancillary support. 

These traditional models of primary care deliv-

ery place a significant burden upon the physician 

to identify and manage both physical and men-

tal health conditions, a position which can be 

problematic given the perceived lack of con-

fidence amongst some physicians in treating 

psychiatric conditions [3, 4]. Nevertheless, 

it is widely acknowledged that patients are 

more likely to discuss topics, such as stress, 

depression, and anxiety, with their primary 

care physician than to seek out specialty care 

from a psychiatrist or therapist.

Mental health care is increasingly pro-

vided in the context of a primary care visit, 

yet rates of identification remain low, creat-

ing a myriad of missed opportunities and 

further fragmenting service delivery [2, 

5–7]. Given this schism, it can be argued that 

integrated models should be considered as 

an alternative to provide more comprehen-

sive care and lessen the burden on physicians 
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and other medical providers. In fact, the American Academy 

of Family Physicians (AAFP) has encouraged the transforma-

tion of primary care practices from traditional to more com-

prehensive models of care. In 2007, the AAFP partnered with 

the American College of Physicians (ACP), the American 

Academy of Pediatrics (AAP), and the American Osteopathic 

Association (AOA) to develop joint principles describing the 

features of the Patient-Centered Medical Home (PCMH). 

These joint principles were then used to develop the PCMH 

recognition program by the National Committee for Quality 

Assurance (NCQA), in collaboration with the aforementioned 

medical societies [8]. The most recent revision of the NCQA 

PCMH standards explicitly sets the expectation that practices 

must demonstrate evidence of integration and collaboration 

with mental health and substance abuse providers [9]. In this 

article we have reviewed mental health integration and how it 

fits with the PCMH model, barriers and facilitators to imple-

mentation of the PCMH model, and the impact these methods 

of service delivery may have upon patient outcomes.

Medical homes
Medical homes were first introduced by the American 

Academy of Pediatrics during the 1960s [10]. Since then, the 

concept has evolved and taken on many forms in the health care 

arena. The recent health care reforms in the US have placed 

a greater emphasis on the need to provide high-quality, cost-

effective primary care services. To that end, the Affordable 

Care Act (ACA), also referred to as ObamaCare, promotes 

two approaches (PCMH and Accountable Care Organizations 

[ACOs]). ACA legislation recognizes the important role that 

medical homes and ACOs play in health care delivery [11]. For 

the purpose of this article, we will focus on the PCMH model.

The PCMH is an approach to primary health care deliv-

ery that functions on the principles of comprehensive, patient- 

centered, coordinated care [2]. It emphasizes the need for 

greater access with on-going quality improvement and safety 

efforts to promote patient satisfaction and the effective prac-

tice of population health management [12, 13]. Moreover, the 

PCMH acknowledges the benefits of patient-centered, com-

prehensive, and coordinated care involving a diverse team of 

care providers, including mental health and substance abuse 

practitioners. The focus on patient-centered care ensures 

that patients are receiving the care they need, while actively 

 participating in health care decisions. The use of technology 

promotes coordination among providers.

The concept of integration
In general, integration is an organized approach to coordinat-

ing comprehensive health care services, from general medical 

care to specialty services, such as mental health and substance 

abuse treatment. The theoretical underpinnings of integration 

are based on the inherent understanding that a person’s health 

is affected by a number of biological, psychological, and social 

factors, and as such, it is vital to provide care beyond the typi-

cal medical model of disease processes [4, 7, 14]. The spe-

cific definition of integration varies widely and the degree of 

integration tends to fall along a spectrum. Some health care 

providers, for example, have a coordinated system of referral 

to specialty mental health services, although other health care 

providers may offer these services on-site using a co-location 

model, such as a mental health professional who works within 

the primary care clinic, but not necessarily sharing the same 

medical record system or engaging in common, regular com-

munication regarding the totality of the patient’s needs and 

circumstances. Although integration is not precluded by physi-

cal location, the PCMH model lends itself to a collaborative 

practice approach wherein general medical providers and 

mental health providers are working side-by-side in the provi-

sion of services.

PCMH and mental health integration
The Mental Health Parity and Addiction Equity Act of 2008 

established the mandate that insurance carriers provide the 

same coverage for mental health and substance abuse services 

as is provided for all other medical services. Coupled with the 

requirements of the ACA, these laws will likely draw millions 

of people into the US health care system, many by way of 

primary care clinics [15]. This natural triaging system creates 

opportunities to identify complex patient needs, including the 

need for mental health and substance abuse services.

Approximately one-fourth of primary care patients meet 

the criteria for mood, anxiety, or substance use disorders [2]. 

In traditional primary care settings, these concerns are typi-

cally addressed vis-à-vis referral to specialty mental health or 
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substance abuse treatment. Unfortunately, studies have shown 

that 40%–50% of patients with mood, anxiety, or substance 

use disorders never actually follow through with a specialist 

appointment [1, 2]. As a result, untreated mental health con-

ditions may further impair functioning, complicate chronic 

disease management, and contribute to greater health care 

costs. The current system of care assumes that patients are not 

adversely affected by having their medical and mental health 

care providers operating independently, when in fact this frag-

mentation often results in redundant, conflicting, and costly 

treatment.

Comprehensive mental and physical care requires more 

than either can readily provide alone, and the coordination 

of care between systems is often poor [16, 17]. The literature 

supports models that facilitate closer coordination, showing 

significant benefits of integration on psychiatric illness care 

initiation and provision, as well as cost effectiveness [18–24]. 

Areas of research focus have included depression [25–31], 

chronic pain management, substance use disorders [32, 33], 

sexual health [34], and chronic diseases [35, 36]. Integrated 

services are also beneficial to patients with co-occurring men-

tal health and chronic disease needs, as conditions are often 

interrelated. More longitudinal studies are needed to define 

the depth of impact on patient outcomes and the broader range 

of illnesses and their comorbidities [28, 37, 38]. Furthermore, 

as greater integration occurs, additional evaluations of prac-

tice level interventions are needed to assess and refine the 

model [39].

The PCMH model with mental health integration has been 

implemented and shown to be an effective and efficient means 

to improve access, quality, outcomes, and cost effectiveness 

[40, 41]. Integration also addresses disparities in mental health 

care for underserved and vulnerable groups. Moreover, primary 

care is perhaps best situated to tailoring culturally- competent, 

patient-centered, and comorbid-inclusive approaches, and to 

communicate patient treatment options and self-care [18, 42, 

43]. Stigmas surrounding mental health care are also reduced 

in the primary care setting by abridging the referral process, 

providing a familiar environment, and bringing behavioral 

modification of risk factors into routine care [44]. 

Mental health and substance abuse providers, such as social 

workers, psychologists, and counselors, are instrumental in 

delivering a wide spectrum of prevention and intervention 

services in these medical homes. These clinicians possess the 

knowledge and skills needed to effectively address the socio-

behavioral aspects of chronic disease management, provide 

mental health and substance abuse treatment, and deliver pre-

ventive services, such as screening and brief intervention for 

alcohol use, tobacco cessation programs, and stress manage-

ment classes [6, 20, 41, 45–47]. Despite these potential ben-

efits, many primary care practices are reluctant to change their 

current model.

Barriers and facilitators to implementation
There are over 425,000 primary care physicians (i.e., internal 

medicine, family medicine/general practice, pediatrics, and 

obstetrics and gynecology) in the US. Additionally, the major-

ity of more than 200,000 nurse practitioners and physician 

assistants deliver primary care services. Of these, approxi-

mately 35,500 providers, representing over 7000 practices, have 

received NCQA PCMH recognition [48]. Although this figure 

does not account for practices that are recognized or accredited 

by programs other than NCQA or those who have chosen not 

to seek formal designation, the primary care system as a whole 

remains more aligned with the traditional model of care. 

A number of barriers to implementing the PCMH model 

and integrated care have been identified. Among the most com-

monly reported are time constraints, reimbursement issues, 

resistance to change, difficulties with the PCMH recognition 

process, small practice size, and lack of specialty personnel [1, 

15, 49–53]. Mental health and substance abuse providers also 

report that the absence of a physician champion also serves as 

a barrier to successful implementation [45]. 

Philosophically, providers seem to accept the idea that these 

models are beneficial to patients; however, the challenges, par-

ticularly those related to upfront costs and time commitment, 

have deterred many from initiating a change. In response, the 

NCQA and other organizations in the public and private sectors 

have worked collaboratively with the government to develop 

incentives and support programs [2, 10]. Additionally, a vari-

ety of resources are available to provide guidance to practices 

with respect to implementation efforts. 

A growing body of literature has examined the character-

istics that are needed to ensure successful implementation. 
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Overwhelmingly, supportive leadership has been cited as a 

prominent facilitator [8, 10, 54, 55]. Other facilitators include 

the availability of coaching or facilitating services, support-

ive organizational culture, adequate information technology 

resources, financial incentives, and larger practice size [53, 

54, 56, 57]. Bodenheimer and colleagues [8] developed a 

tiered conceptual model involving ten building blocks which 

they determined to be reflective of primary care practices 

that were successful in their transformation efforts, including 

engaged leadership, data-driven improvement, empanelment, 

and team-based care [8]. The authors asserted that these four 

fundamental attributes provided a solid base for incorporating 

other aspects of the PCMH.

In a survey of 123 PCMH practices, Kessler et al. [6] 

reported that over 40% of practices had a mental health clini-

cian on site; however, they also noted that full integration has 

yet to be achieved. In particular, Kessler et al. [6] found vari-

ances in the way in which mental health and substance abuse 

care was provided when compared to general medical care. 

For instance, there were differences in scheduling and avail-

ability of appointments, the use of electronic health records, 

and the availability of evidence-based protocols [6].

Conclusion
The US health care system has undergone significant changes 

over the past decade. The passage of key legislation has forced 

health care providers, insurance companies, and advocates to 

consider effective means of delivering accessible, high quality, 

and cost-effective care. Current recommendations encourage 

the transformation of primary care from its traditional mono-

disciplinary approach to one that seeks to involve a multitude 

of clinicians working in collaboration to deliver comprehen-

sive care that meets both the physical and mental health needs 

of patients.

The PCMH model with mental health integration shows 

promise in meeting the challenges associated with health 

care reform (i.e., the need to respond to the increase in num-

ber of patients needing mental health and substance abuse 

services), yet it is imperative that existing barriers to imple-

mentation be adequately addressed to achieve sustainability. 

In addition to addressing the practical barriers discussed 

above, it is important to consider ways to promote a cultural 

shift among health care providers. Moreover, innovative 

reimbursement models, rather than the traditional fee-for-

service, are warranted to support and promote the delivery 

of high-value primary, behavioral, and preventive services, 

and reward improved health outcomes while reducing total 

health care costs.
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