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Introduction

The Primary Care Behavioral Health (PCBH) model of ser-
vice delivery was developed as a clinician-driven effort to 
fill a need for effective behavioral health1 services in primary 
care (Strosahl, 1994, 1998; Strosahl & Robinson, 2008). 
Reiter, Dobmeyer, and Hunter (2017) describe the PCBH 
model as:

… a team-based primary care approach to managing 
behavioral health problems and biopsychosocially 
influenced health conditions. The model’s main goal 
is to enhance the primary care team’s ability to man-
age and treat such problems/conditions, with result-
ing improvements in primary care services for the 
entire clinic population. The model incorporates into 
the primary care team a behavioral health consultant 
(BHC), sometimes referred to as a behavioral health 
clinician, to extend and support the primary care pro-
vider (PCP) and team. The BHC works as a generalist 
and an educator who provides high volume services 
that are accessible, team-based, and a routine part of 
primary care. Specifically, the BHC assists in the care 
of patients of any age and with any health condition 
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1  Behavioral health is being used as a generic term to include ser-
vices for health behavior change like weight loss, substance misuse, 
behavioral medicine interventions such as chronic pain management, 
and general mental health services for patient problem presentations 
such as depression or anxiety.
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(generalist); strives to intervene with all patients on 
the day they are referred (accessible); shares clinic 
space and resources and assists the team in various 
ways (team-based); engages with a large percentage 
of the clinic population (high volume); helps improve 
the team’s biopsychosocial assessment and interven-
tion skills and processes (educator); and is a routine 
part of biopsychosocial care (routine). To accomplish 
these goals, BHCs use focused (15–30 min) visits to 
assist with specific symptoms or functional improve-
ment. Follow-up is based in a consultant approach 
in which patients are followed by the BHC and PCP 
until functioning or symptoms begin improving; at that 
point, the PCP resumes sole oversight of care but re-
engages the BHC at any time, as needed. Patients not 
improving are referred to a higher intensity of care, 
though if that is not possible the BHC may continue 
to assist until improvements are noted. This consultant 
approach also aims to improve the PCP’s biopsychoso-
cial management of health conditions in general (this 
issue).

In other words, the PCBH model focuses on improving 
primary care services for everyone receiving care. This 
includes patients seen and not seen by the BHC and for 
those who have or do not have significant biopsychosocial 
issues. As a PCP extender, effective BHCs can enable PCPs 
to complete appointments more efficiently, leaving time for 
PCPs to attend to the needs of other patients or spend more 
appointment time on other concerns.

As the importance of integrated behavioral health ser-
vices in primary care has increasingly been recognized 
(Baird et al., 2014), the PCBH model has been identified as 

a viable option for effective and efficient delivery of inte-
grated care. It is the primary model implemented, alone 
or blended with other types of behavioral health services 
delivered in primary care, in several noteworthy healthcare 
system efforts including the Veterans Health Administration 
(serving 8.9 million patients), the Department of Defense 
Medical Health System (3.3 million), Cherokee Health Sys-
tem (66,000+), and Presbyterian Medical Group in New 
Mexico (190,000+).

Primary care practices are under increasing pressure to 
integrate behavioral health services into standard care deliv-
ery. In spite of the growing use of the PCBH service deliv-
ery model, research systematically evaluating the model has 
been limited in quality and scope. Much of the work on this 
model has focused on how to implement it successfully, with 
attention to processes of care and less emphasis on evaluat-
ing the model’s effectiveness. A robust PCBH model evi-
dence base is needed to provide primary care practices with 
the information necessary to determine whether it is best for 
their system and how to effectively implement the model.

PCBH Model Literature Review

In this review, we examined peer-reviewed research related 
to the PCBH model. Using the taxonomy delineated by 
Proctor et al. (2009, 2011), we organize this literature by 
patient versus implementation outcomes. Proctor et al. cat-
egorize patient outcomes, as patient satisfaction, changes in 
patient functioning, and changes in symptomatology. They 
define implementation outcomes as “the effects of deliber-
ated and purposive actions to implement new treatments, 
practice, and services.” (Proctor et al., 2011, p. 65). They 
state “implementation” outcomes (acceptability, adoption, 

Table 1   Implementation Outcome variables

a Definitions taken from Proctor et al. (2011)

Implementation outcomes Definitiona

Acceptability The perception among implementation stakeholders that a given treatment, service, practice, or innovation is agree-
able, palatable, or satisfactory. Acceptability is specifically referencing a particular treatment or set of treatments 
while satisfaction typically references the general service experience

Adoption The intention, initial decision, or action to try or employ an innovation or evidence-based practice
Appropriateness The perceived fit, relevance, or compatibility of the innovation or evidence-based practice for a given practice set-

ting, provider, or consumer; and/or perceived fit of the innovation to address a particular issue or problem
Cost (incremental or 

implementation cost)
The cost impact of an implementation effort. The true cost of implementing a treatment depends upon the costs of 

the intervention, the implementation strategy used, and the location of service delivery
Feasibility The extent to which a new treatment, or an innovation, can be successfully used or carried out within a given agency 

or setting
Fidelity The degree to which an intervention was implemented as it was prescribed in the original protocol or as it was 

intended by the program developers
Penetration The integration of a practice within a service setting and its subsystems
Sustainability The extent to which a newly implemented treatment is maintained or institutionalized with a service setting’s ongo-

ing, stable operations
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appropriateness, cost, feasibility, fidelity, penetration, sus-
tainability; see Table 1 for definitions) are important and 
distinct from patient outcomes. We believe the Proctor et al. 
taxonomy is a useful way to separate and categorize two dis-
tinctly separate, but equally important PCBH model research 
domains. We then delineate gaps in the existing research, 
propose strategies to address those gaps, and attempt to 
develop a research agenda for the next decade. Given the 
state of the current literature with few randomized controlled 
trials and our interest in primarily identifying gaps, we con-
ducted a descriptive review rather than applying systematic 
review methodology.

Literature Search Methods

The literature search was conducted using Medline and Psy-
cINFO databases from Jan 1, 1996 through May 1, 2016 
using the terms: integrated mental health, integrated behav-
ioral health, integrated primary care, primary care behav-
ioral health, primary care mental health, and collaborative 
primary care. Since the PCBH model was just starting to 
be written about in the mid-1990s (e.g., Strosahl & Sobel, 
1996), we included two decades of research and started the 
literature search from 1996. Search result abstracts were 
reviewed to identify those that included information on 
behavioral health services in primary care that included 
patient outcomes (i.e., changes on a function, symptom 
measure, or satisfaction) and implementation outcomes (i.e., 
acceptability, adoption, appropriateness, feasibility, fidel-
ity, implementation cost, penetration, and sustainability). 
Complete articles were obtained for abstracts that included 
patient outcome and implementation data when it appeared 
to involve PCBH model service delivery or where service 
delivery model was unclear. Articles were reviewed to deter-
mine whether PCBH model services were being delivered 
based on the content provided in the article or additional 
information was obtained from one of the article’s authors 
if no description was provided within the text. All articles 
had to meet at least three criteria: (1) behavioral health ser-
vices were delivered in primary care, (2) behavioral health 
services were available to all patients (even if the particular 
study reported on a subset of those patients), and (3) patients 
were typically seen in appointments for 30 min or less. We 
believed these to be the minimally necessary (or core) com-
ponents for PCBH model services and are consistent with 
the generalist, accessible, team-based, high volume, routine 
components listed in the Reiter et al. (2017) PCBH model 
definition.

The reference lists of articles identified for inclusion were 
reviewed for additional articles that might have been missed 
in the literature search. In addition, the authors were made 
aware of articles that were in press that might meet inclusion 

criteria. We obtained abstracts for these articles and applied 
the same review procedures that were used for the origi-
nal articles. Thirty-two manuscripts describing 29 studies 
with unique samples that met inclusion criteria are included 
in the review. Some manuscripts had patient outcome and 
implementation data. Those manuscripts are included in the 
patient outcome and implementation outcome sections. The 
strategies (e.g., search terms) used to find studies likely cap-
tured most, if not all, of the peer-reviewed literature related 
to the PCBH model implementation and patient outcome 
studies.

Patient Outcomes

As shown in the Appendix Table 3, 20 published articles 
describing 18 studies were identified that examined the 
impact of PCBH model service delivery on patient out-
comes, with a majority evaluating changes in either symp-
toms or general functioning. A pre/post design, without 
comparison data, was used in a majority of the studies. The 
populations studied included a range of ages, settings, and 
countries. In addition, a majority of studies included patients 
presenting with a range of problems, rather than one specific 
presenting problem (e.g., PTSD).

Satisfaction

Patient satisfaction is a vital component of examining qual-
ity of care. Studies have linked it with increased utilization 
and attendance of healthcare services as well as the intent to 
comply with treatment recommendations. However, “satis-
faction” is difficult to define (see reviews by Gill & White, 
2009; Pascoe, 1983 for more information). As shown in the 
Appendix Table 3, studies in our review assessed patient 
satisfaction with self-report questionnaires developed locally 
with varying satisfaction definitions and no psychomet-
ric data (Funderburk, Fielder, DeMartini, & Flynn, 2012, 
Funderburk et al., 2010; Gomez et al., 2014; Goodie, Isler, 
Hunter, & Peterson, 2009; Katon et al., 1996; Runyan, Fon-
seca, Meyer, Oordt, & Talcott, 2003). Patients reported high 
levels of satisfaction with the PCBH model services (Angan-
tyr, Rimner, & Norden, 2015; Gomez et al., 2014; Katon 
et al., 1996; Runyan et al., 2003), and they would seek this 
type of care again in the future (Funderburk et al., 2012), and 
would recommend it to others (Runyan et al., 2003).

Functioning

Within PCBH model service delivery, there is a signifi-
cant emphasis on delivering interventions that improve the 
patient’s every day functioning with school, work, household 
chores, interpersonal relationships, or quality of life (Reiter 
et al., 2017). Studies reviewed used a range of validated 
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measures [e.g., Duke Health Profile (Parkerson, Broadhead, 
& Tse, 1990) and the Behavioral Health Measure BHM-20; 
(Kopta & Lowry, 2002)] to assess specific (e.g. depression) 
or global behavioral health change. These measures include 
questions that assess functioning (e.g., functioning at work 
or school) and are part of the Global Behavioral Health scale 
score. As summarized in the Appendix Table 3, all of the 
studies found that patients improved from pre- to post-inter-
vention on Global Behavioral Health scores. However, only 
Bryan, Morrow, and Appolonio (2009) specifically reported 
changes in the Life Functioning subscale of the BHM-20.

Symptomatology

Another important patient outcome is the change in patient 
symptoms across time. As shown in Appendix Table 3, six 
studies (Angantyr et al., 2015; Cigrang et al., 2011; Goodie 
et al., 2009; Katon et al., 1996; McFeature & Pierce, 2012; 
Sadock, Auerbach, Rybarczyk, & Aggarwal, 2014) included 
validated outcome measures assessing specific symptoms or 
behaviors (e.g., anxiety, depression, PTSD, sleep, tobacco 
use). From pre- to post-treatment, these studies found 
improvements in anxiety and depressive symptoms (Angan-
tyr et al., 2015; Katon et al., 1996; McFeature & Pierce, 
2012; Sadock et al., 2014), PTSD symptoms (Cigrang et al., 
2011), sleep symptoms (Goodie et al., 2009), tobacco use 
(Sadock et al., 2014), and weight (Sadock et al., 2014). In 
small samples, Sadock et al. (2014) found no changes in 
sleep (n = 4 patients) and pain (n = 9 patients). Of note, 
Cigrang et al. (2015) demonstrated that PTSD symptom 
improvements observed in a prior study (Cigrang et al., 
2011) were maintained after 6 and 12 months.

Implementation Outcomes

Implementation outcomes indicate the extent to which the 
model is feasible or functional within the primary care set-
ting. As shown in the Appendix Table 4, 14 studies exam-
ined implementation outcomes associated with PCBH model 
service delivery across a range of different healthcare sys-
tems representing pediatric, university, general internal 
medicine, and other primary care clinics. Only three studies 
included comparison data (Katon et al., 1996; Lanoye et al., 
2016; Serrano & Monden, 2011).

Acceptability

“Acceptability” refers to the stakeholders’ report of whether 
the PCBH model is agreeable, palatable, or satisfactory 
based on their direct experience with it. Based on our review, 
acceptability is the implementation outcome for which the 
PCBH model has the most evidence. As shown in Appendix 
Table 4, several studies have evaluated acceptability from 

the provider’s perspective, demonstrating high satisfac-
tion across various dimensions and provider types (Agu-
irre & Carrion, 2012; Funderburk et al., 2012; Hill, 2015; 
Runyan et al., 2003; Serrano & Monden, 2011; Torrence 
et al., 2014). Importantly, many of these studies evaluated 
dimensions of satisfaction specific to the key ingredients of 
the PCBH model, a methodological strength when measur-
ing implementation outcomes (Proctor et al., 2011). These 
dimensions included BHC availability for urgent cases and 
high-risk patients (Aguirre & Carrion, 2012); BHC acces-
sibility (Funderburk et al., 2012); improving the PCPs effi-
ciency (Torrence et al., 2014); improving PCP recognition 
of behavioral health problems (Runyan et al., 2003); and the 
PCP perceived helpfulness of various components of PCBH 
model service delivery (Hill, 2015; Runyan et al., 2003).

Two studies evaluated patient acceptability of the 
PCBH model. Again, this implementation outcome is dis-
tinguished from general ratings of satisfaction (described 
above as patient outcomes) in that it evaluates perceptions 
of specific aspects of the service or treatment (Proctor et al., 
2011). Corso et al. (2012) conducted a study of 541 patients 
receiving care via the PCBH model at a military primary 
care clinic, which served active duty, family members, and 
retirees. Patients’ self-report on the Therapeutic Bond Scale 
showed they perceived strong rapport development with the 
BHC in the context of the model’s brief and limited vis-
its. Moreover, a comparison of these results to those of a 
prior study using the same method showed that patients had 
higher provider satisfaction after a 30-min BHC appoint-
ment in the PCBH model compared to a 60-min visit in spe-
cialty mental health. Runyan et al. (2003) asked 76 patients 
seen by a BHC whether behavioral healthcare options were 
discussed sufficiently and whether the patients were involved 
sufficiently in making decisions about their healthcare plan. 
Ninety-five percent of respondents indicated that healthcare 
options were “sufficiently,” “very much,” or “completely” 
discussed. Similarly, 95% of patients were “sufficiently,” 
“very much,” or “completely” involved in healthcare deci-
sion making.

Adoption

“Adoption” refers to the PCPs intent to engage the PCBH 
model services as prescribed or, their “uptake” of the new 
service delivery model (Proctor et al., 2011). Although no 
studies have assessed adoption directly, two studies have pro-
vided data suggesting PCP adoption of PCBH model ser-
vices by showing that after the PCBH model was in place, 
fewer referrals to specialty behavioral health were made 
(Brawer, Martielli, Pye, Manwarning, & Tierney, 2010; 
Felker et al., 2004, see Appendix Table 4). In the study 
by Brawer et al., referral rates to specialty mental health 
dropped by 50%. They also found that PCPs who were 
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least likely to prescribe antidepressant medications prior to 
PCBH model services increased their prescription rate by 
323% and those who were most likely to prescribe antide-
pressants decreased by 29%. They hypothesized that lower 
frequency prescribing PCPs, appeared to be more willing to 
prescribe antidepressants when part of a team with PCBH 
model services. At the same time high frequency prescribing 
PCPs appeared to have learned more about behavioral health 
issues and became more discriminate in their use of antide-
pressants for those who may or may not have had significant 
behavioral health issues. Likewise, in the study by Felker 
et al., referral rates dropped from 38 to 14% post-implemen-
tation. A third study (Serrano & Monden, 2011) also sug-
gests adoption by demonstrating that chart reviews showed a 
significant increase in behavioral goals documented—from 
5.7% pre- to 82.5% post-implementation. This study also 
showed that PCPs’ antidepressant prescription practices 
decreased from pre- to post-implementation of the PCBH 
model service suggesting that their adoption of the BHC as 
a team member provided an important viable alternative to 
medications.

Cost

“Cost” refers to the costs of delivering a particular interven-
tion, the implementation strategy used, and the location of 
service delivery. As shown in Appendix Table 4, one study 
by Lanoye et al. (2016) showed that patients who received 
integrated behavioral health in the PCBH model had fewer 
preventable inpatient hospitalizations compared to those 
who received medical treatment only, a well-known cost 
efficiency. Taking another tack, Gouge, Polaha, Rogers, and 
Harden (2016) showed that a rural, stand-alone pediatric 
practice generated an extra $1142 on days when the BHC 
was on site as compared to days when she was not. The 
increased revenue is attributed to providers’ time savings 
using warm hand-offs, allowing them to see more patients 
by double-booking and treating more walk-ins.

Fidelity

“Fidelity” refers to the degree to which an intervention was 
implemented as it was prescribed (Proctor et al., 2011). In 
the PCBH model, this definition refers to the delivery of 
an evidence-based/informed intervention for a given prob-
lem presentation (e.g., depression, anxiety, or chronic pain). 
However, an additional measure of fidelity is the extent to 
which other PCBH model service delivery behaviors occur 
(e.g., 30-min appointments, same day appointments, curb-
side consultations, mutually developed and reinforced care 
plans). These service delivery behaviors may be important 
for population health management and/or patient outcomes 
(Reiter et al., 2017). As shown in Appendix Table 4, the 

majority of studies in this review included a specific descrip-
tion of an evidence-based/informed intervention for a given 
problem (e.g., depression, insomnia, or PTSD), or a more 
general description of the interventions that were delivered 
in studies that focused on more than one problem presen-
tation. The majority of studies also had specific reference 
to some PCBH model service behaviors such as services 
completed in an integrated setting with a multi-disciplinary 
team, BHC visits lasting less than 30 min, and limited fol-
low-ups (i.e., less than 6 appointments); however, only one 
study (Katon et al., 1996) objectively evaluated treatment 
delivery.

Penetration

“Penetration” refers to the extent to which the PCBH model 
“reaches” the people that it intends to reach (see Appen-
dix Table 4). Brawer et al. (2010) showed that access to 
the BHC increased 391% compared to the year prior when 
only specialty services were available. In addition, this study 
showed that patients who had an appointment with a primary 
care psychologist prior to a referral to a specialty behavioral 
health appointment, compared to patients that did not see a 
primary care psychologist, were more likely to attend (66 
vs. 47%) the appointment. In another study, Kessler (2012) 
found strong follow-up rates for behavioral health referrals 
for integrated primary care practices.

Research Gaps: What Do We Need to Know?

As described, the evidence supporting the PCBH model has 
significant limitations; more scientifically robust data across 
multiple outcomes are needed. Below, we discuss those gaps 
as they apply to both patient and implementation outcomes.

Gaps Across Patient and Implementation Outcomes

Lack of Comparative Data

Only three studies included a comparison group (e.g., 
usual care, waitlist control) or comparative data of any type 
(Katon et al., 1996; Lanoye et al., 2016; Serrano & Monden, 
2011). This limitation highlights the feasibility challenges 
of conducting more rigorous research, such as randomized 
controlled trials, in the context of real-world service deliv-
ery. To some extent, feasibility issues can be overcome by 
seeking more traditional academic/research grant funding to 
support the personnel and infrastructure resources required 
to fully implement a randomized clinical trial. More com-
monly, and perhaps more feasible, comparative data can be 
obtained through the use of quasi-experimental or multiple 
baseline designs as described below. Elements to consider 
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if identifying a different primary care clinic to serve as a 
comparison might be (1) number of primary care provid-
ers; (2) additional resources given to the providers to help 
address behavioral health issues; (3) availability of specialty 
behavioral health services in the area; (4) access to medical 
care at the clinic; (5) provider/staff factors that may influence 
primary care appointments (e.g., comfort with behavioral 
health topics), and (6) matching on patient characteristics 
such as age, percent of racial and ethnic minority groups 
served, socioeconomic status, insurance status, and various 
disease indicators. Once a comparator clinic/condition/group 
is chosen, it is important to monitor it for changes (e.g., staff 
changes, loss of resources in the system) to ensure that it 
remains an appropriate comparator. Incorporating compara-
tive data, which could include benchmark data from the lit-
erature (e.g., depression) or examining existing literature for 
how the outcomes may change naturally over time without 
any intervention should be a primary focus of future PCBH 
model research to help establish evidence supporting PCBH 
model service delivery within the context of what naturally 
occurs in primary care.

Fidelity

The articles included in this review obtained data relevant 
to the impact of PCBH model service delivery on patient 
and implementation outcomes. Some of the articles were 
specifically focused on the impact of PCBH model service 
delivery behaviors (e.g., 30-min appointments, documenta-
tion in the medical record, same day appointments, etc.) for 
multiple patient problem presentations and others focused 
on specific treatments offered within the context of PCBH 
model services (e.g., cognitive behavioral treatment for 
insomnia). Regardless of the foci, it is vital that studies 
include a measurement of adherence, otherwise referred 
to as fidelity, to PCBH model service delivery behaviors 
and the evidence-based treatment being examined. Were 
PCBH model service delivery behaviors or the intervention 
(e.g., cognitive behavioral treatment for insomnia) deliv-
ered as intended? What percentage of the intended content 
was delivered? Without a measure of treatment fidelity, we 
do not know if PCBH model service delivery behaviors 
occurred, or if the patient received the active treatment in 
the sufficient dose to get the change in the health or function 
outcome of interest.

A majority of studies in the review included some infor-
mation on PCBH model fidelity primarily relying on data 
obtained from the electronic medical record (e.g., aver-
age number of visits being less than 4 or average length 
of time of visits being less than 30 min; e.g., Brawer et al., 
2010). However, none of the studies had a formal measure 
or specific observational method to assess the frequency or 

appropriate engagement of these behaviors. Theoretically, 
core components of the PCBH model service behaviors are 
believed to be important for effective patient outcomes and 
population health management (see Reiter et al., 2017 for a 
description of PCBH model core components). Without a 
validated or standardized measure of the fidelity of PCBH 
model service behaviors, it is difficult to determine what 
effect these behaviors (e.g., feedback to the PCP) might have 
on patient or implementation outcomes. One way to close 
this gap is to use the Primary Care Behavioral Health Pro-
vider Acceptance Questionnaire (PPAQ; Beehler, Funder-
burk, Possemato, & Vair, 2013), a psychometrically sound 
assessment measure that is completed by the BHC to assess 
the level of fidelity to PCBH model behaviors. This measure 
was developed using the Delphi method using experts in 
field and additional research found it to demonstrate strong 
convergent and divergent validity to essential and prohib-
ited PCBH model clinical behaviors and high reliability 
(Beehler, Funderburk, Possemato, & Dollar, 2013; contact 
Gregory Beehler at gregory.geehler@va.gov for a copy of 
the PPAQ). Another option is to create an objective evalua-
tion of PCBH model service behaviors through observation 
of the BHC and other primary care staff. This would help 
reduce concerns about biased responses and obtain informa-
tion from a greater range of experiences than only the BHC, 
but the feasibility of this type of task may be too difficult 
depending on the available resources.

Gaps Specific to Patient Outcomes

Functional Outcomes

One core tenant of PCBH model service delivery is a focus 
on improving patients’ day-to-day functioning and quality 
of life. PCBH model interventions often focus on behavioral 
changes (e.g., increasing enjoyable activities, social activi-
ties, and/or the number of daily activities completed) that are 
consistent with what patients’ value. However, only half of 
the studies examining patient outcomes included a measure 
of patient functioning (see Table 2 for a list of common func-
tional measures). The most popular measure used in these 
studies was the Behavioral Health Measure-20 (BHM-20, 
Kopta & Lowry, 2002), which assesses changes in symp-
toms, functioning, and well-being. Although this measure 
provides a broad assessment of a patient’s functional out-
comes using the global mental health score, future work 
should report the subscale changes (e.g., Life Functioning) 
and also consider more specific assessment of any changes 
in functioning as identified by the behavioral goals set by 
the patient, as often times those are patient-specific and can 
easily be evaluated within brief periods of time.



J Clin Psychol Med Settings	

1 3

Ta
bl

e 
2  

P
sy

ch
om

et
ric

al
ly

 v
al

id
at

ed
 m

ea
su

re
s o

f f
un

ct
io

ni
ng

, s
at

is
fa

ct
io

n,
 a

nd
 sy

m
pt

om
s t

ha
t c

an
 b

e 
us

ed
 in

 P
C

B
H

 re
se

ar
ch

Ty
pe

 o
f a

ss
es

sm
en

t
Pu

rp
os

e
N

am
e 

of
 m

ea
su

re
B

rie
f d

es
cr

ip
tio

n
Re

fe
re

nc
e

H
ow

 to
 o

bt
ai

n 
th

e 
m

ea
su

re

Fu
nc

tio
ni

ng
In

di
ca

to
r o

f g
en

er
al

 m
en

ta
l h

ea
lth

O
ut

co
m

e 
Q

ue
sti

on
na

ire
 S

ho
rt 

Fo
rm

 (O
Q

-1
0)

Th
is

 1
0-

ite
m

 se
lf-

ad
m

in
ist

er
ed

 q
ue

sti
on

na
ire

 a
ss

es
se

s g
en

er
al

 
ps

yc
ho

lo
gi

ca
l f

un
ct

io
ni

ng
 w

hi
ch

 in
cl

ud
es

 p
os

iti
ve

 a
nd

 n
eg

a-
tiv

e 
aff

ec
t o

ve
r t

he
 p

as
t w

ee
k

Se
el

er
t e

t a
l. 

(1
99

9)
ht

tp
://

w
w

w.
oq

m
ea

su
re

s.c
om

/ (
co

py
rig

ht
ed

)

Fu
nc

tio
ni

ng
Ev

al
ua

te
s t

he
 im

pa
ct

 o
f c

hr
on

ic
 p

ai
n 

on
 e

nj
oy

m
en

t a
nd

 a
ct

iv
-

ity

PE
G

Th
is

 3
-it

em
 m

ea
su

re
 a

ss
es

se
s t

he
 av

er
ag

e 
le

ve
l o

f p
ai

n 
an

d 
its

 
im

pa
ct

 o
n 

en
jo

ym
en

t o
f l

ife
 a

nd
 g

en
er

al
 a

ct
iv

ity
 in

 th
e 

pa
st 

w
ee

k

K
re

bs
 e

t a
l. 

(2
00

9)
ht

tp
://

w
w

w.
he

al
th

.st
at

e.
m

n.
us

/to
pi

cs
/c

an
na

bi
s/

in
tra

ct
ab

le
/

PE
G

_p
ai

n_
sc

al
e.

pd
f (

fr
ee

 to
 u

se
)

Fu
nc

tio
ni

ng
M

ea
su

re
 g

en
er

al
 p

hy
si

ca
l a

nd
 m

en
ta

l h
ea

lth
 fu

nc
tio

ni
ng

Sh
or

t-F
or

m
 1

2 
(S

F-
12

)
Th

is
 sh

or
te

r (
12

-it
em

) v
er

si
on

 o
f t

he
 S

F-
36

 H
ea

lth
 S

ur
ve

y 
pr

o-
vi

de
s a

 su
m

m
ar

y 
of

 b
ot

h 
ph

ys
ic

al
 a

nd
 m

en
ta

l c
om

po
ne

nt
s o

f 
fu

nc
tio

ni
ng

W
ar

e 
et

 a
l. 

(1
99

6)
ht

tp
s:

//w
w

w.
hs

s.e
du

/p
hy

si
ci

an
-fi

le
s/

hu
an

g/
SF

12
-R

C
H

.p
df

 
(c

op
yr

ig
ht

ed
)

Fu
nc

tio
ni

ng
A

ss
es

s t
he

 im
pa

ct
 o

f c
hr

on
ic

 h
ea

lth
 p

ro
bl

em
s o

n 
w

or
k 

fu
nc

-
tio

ni
ng

W
or

k 
Li

m
ita

tio
ns

 Q
ue

sti
on

na
ire

 (W
LQ

)
Th

is
 2

5-
ite

m
 se

lf-
re

po
rt 

m
ea

su
re

 re
lia

bl
y 

as
se

ss
es

 th
e 

im
pa

ct
 

of
 c

hr
on

ic
 h

ea
lth

 p
ro

bl
em

s o
n 

4 
ar

ea
s o

f w
or

k 
de

m
an

ds
 (i

.e
., 

tim
e,

 p
hy

si
ca

l, 
m

en
ta

l–
in

te
rp

er
so

na
l, 

an
d 

ou
tp

ut
 d

em
an

ds
)

Le
rn

er
 e

t a
l. 

(2
00

1)
D

eb
ra

 L
er

ne
r, 

Th
e 

H
ea

lth
 In

sti
tu

te
, T

uf
ts

-N
ew

 E
ng

la
nd

 M
ed

i-
ca

l C
en

te
r, 

B
os

to
n 

M
A

, U
SA

. W
LQ

@
tu

fts
-n

em
c.

or
g;

 6
17

-
63

6-
86

36
 (c

op
yr

ig
ht

ed
)

Sa
tis

fa
ct

io
n

A
ss

es
s s

ub
je

ct
iv

e 
se

ns
e 

of
 w

el
l-b

ei
ng

 o
r q

ua
lit

y 
of

 li
fe

Q
ua

lit
y 

of
 L

ife
 In

ve
nt

or
y 

(Q
O

LI
)

Th
is

 3
2-

ite
m

 se
lf-

re
po

rt 
qu

es
tio

nn
ai

re
 a

ss
es

se
s l

ife
 sa

tis
fa

c-
tio

n 
ac

ro
ss

 1
6 

do
m

ai
ns

 (i
.e

., 
he

al
th

, s
el

f-
es

te
em

, g
oa

ls
 a

nd
 

va
lu

es
, m

on
ey

, w
or

k,
 p

la
y,

 le
ar

ni
ng

, c
re

at
iv

ity
, h

el
pi

ng
, l

ov
e,

 
fr

ie
nd

s, 
ch

ild
re

n,
 re

la
tiv

es
, h

om
e,

 n
ei

gh
bo

rh
oo

d,
 c

om
m

u-
ni

ty
)

Fr
is

ch
 (1

99
4)

ht
tp

://
w

w
w.

pe
ar

so
nc

lin
ic

al
.c

om
/p

sy
ch

ol
og

y/
pr

od
-

uc
ts

/1
00

00
06

35
/q

ua
lit

y-
of

-li
fe

-in
ve

nt
or

y-
qo

li.
ht

m
l?

or
ig

se
ar

ch
te

xt
=

10
00

00
63

5 
(c

op
yr

ig
ht

ed
)

Sy
m

pt
om

s
Sc

re
en

in
g 

to
ol

 fo
r h

az
ar

do
us

 d
rin

ki
ng

 o
r a

lc
oh

ol
 d

ep
en

de
nc

e
A

lc
oh

ol
 U

se
 D

is
or

de
rs

 Id
en

tifi
ca

tio
n 

Te
st-

C
on

su
m

pt
io

n 
(A

U
D

IT
-C

)
Th

is
 b

rie
f 3

-it
em

 m
ea

su
re

 h
el

ps
 sc

re
en

 fo
r h

az
ar

do
us

 d
rin

k-
in

g 
pa

tte
rn

s o
r a

lc
oh

ol
 m

is
us

e 
by

 a
ss

es
si

ng
 q

ua
nt

ity
 a

nd
 

fr
eq

ue
nc

y 
of

 a
lc

oh
ol

 u
se

B
ra

dl
ey

 e
t a

l. 
(2

00
7)

ht
tp

://
w

w
w.

in
te

gr
at

io
n.

sa
m

hs
a.

go
v/

im
ag

es
/re

s/
to

ol
_a

ud
itc

.p
df

 
(f

re
e 

to
 u

se
)

Sy
m

pt
om

s
A

ss
es

s s
ev

er
ity

 o
f a

nx
ie

ty
 o

n 
a 

di
m

en
si

on
al

 sc
al

e
B

ec
k 

A
nx

ie
ty

 In
ve

nt
or

y 
(B

A
I)

Th
is

 2
1-

ite
m

 se
lf-

re
po

rt 
as

se
ss

m
en

t t
oo

l m
ea

su
re

s a
nx

ie
ty

 
sy

m
pt

om
 se

ve
rit

y

B
ec

k 
et

 a
l. 

(1
98

8)
ht

tp
://

w
w

w.
pe

ar
so

nc
lin

ic
al

.c
om

/p
sy

ch
ol

og
y/

pr
od

-
uc

ts
/1

00
00

02
51

/b
ec

k-
an

xi
et

y-
in

ve
nt

or
y-

ba
i.h

tm
l (

co
py

-
rig

ht
ed

)
Sy

m
pt

om
s

In
di

ca
to

r o
f n

ic
ot

in
e 

de
pe

nd
en

ce
Fa

ge
rs

tro
m

 T
es

t f
or

 N
ic

ot
in

e 
D

ep
en

de
nc

e 
(F

TN
D

)
Th

is
 6

-it
em

 m
ea

su
re

 a
ss

es
s f

or
 q

ua
nt

ity
 o

f c
ig

ar
et

te
 u

se
, c

om
-

pu
ls

io
n 

of
 u

se
, a

nd
 d

ep
en

de
nc

e

H
ea

th
er

to
n 

et
 a

l. 
(1

99
1)

ht
tp

://
nd

ri.
cu

rti
n.

ed
u.

au
/b

tit
p/

do
cu

m
en

ts
/F

ag
er

str
om

_t
es

t.p
df

 
(f

re
e 

to
 u

se
)

Sy
m

pt
om

s
Sc

re
en

in
g 

to
ol

 fo
r s

ev
er

ity
 o

f a
nx

ie
ty

G
en

er
al

iz
ed

 A
nx

ie
ty

 D
is

or
de

r-7
 (G

A
D

-7
)

Th
is

 7
-it

em
 m

ea
su

re
 fu

nc
tio

ns
 a

s a
 sc

re
en

er
 fo

r a
nx

ie
ty

 a
nd

 
al

so
 a

s a
n 

in
de

x 
of

 a
nx

ie
ty

 se
ve

rit
y.

 It
 o

ffe
rs

 re
lia

bl
e 

cu
t 

sc
or

es
 fo

r m
ild

, m
od

er
at

e,
 a

nd
 se

ve
re

 a
nx

ie
ty

Sp
itz

er
 e

t a
l. 

(2
00

6)
ht

tp
://

w
w

w.
ph

qs
cr

ee
ne

rs
.c

om
/ (

fr
ee

 to
 u

se
)

Sy
m

pt
om

s
Sc

re
en

in
g 

to
ol

 fo
r P

TS
D

Pr
im

ar
y 

C
ar

e 
PT

SD
 S

cr
ee

n 
(P

C
-P

TS
D

)
D

ev
el

op
ed

 fo
r p

rim
ar

y 
ca

re
 a

nd
 o

th
er

 m
ed

ic
al

 se
tti

ng
s, 

th
is

 
4-

ite
m

 sc
re

en
 is

 u
se

d 
to

 in
di

ca
te

 w
he

th
er

 fu
rth

er
 a

ss
es

sm
en

t 
of

 P
TS

D
 is

 n
ee

de
d

Pr
in

s e
t a

l. 
(2

00
3)

ht
tp

://
w

w
w.

pt
sd

.v
a.

go
v/

pr
of

es
si

on
al

/a
ss

es
sm

en
t/s

cr
ee

ns
/p

c-
pt

sd
.a

sp
; h

ttp
://

w
w

w.
m

ire
cc

.v
a.

go
v/

do
cs

/v
is

n6
/2

_p
rim

ar
y_

ca
re

_p
ts

d_
sc

re
en

.p
df

 (f
re

e 
to

 u
se

)

http://www.oqmeasures.com/
http://www.health.state.mn.us/topics/cannabis/intractable/PEG_pain_scale.pdf
http://www.health.state.mn.us/topics/cannabis/intractable/PEG_pain_scale.pdf
https://www.hss.edu/physician-files/huang/SF12-RCH.pdf
http://www.pearsonclinical.com/psychology/products/100000635/quality-of-life-inventory-qoli.html?origsearchtext=100000635
http://www.pearsonclinical.com/psychology/products/100000635/quality-of-life-inventory-qoli.html?origsearchtext=100000635
http://www.pearsonclinical.com/psychology/products/100000635/quality-of-life-inventory-qoli.html?origsearchtext=100000635
http://www.integration.samhsa.gov/images/res/tool_auditc.pdf
http://www.pearsonclinical.com/psychology/products/100000251/beck-anxiety-inventory-bai.html
http://www.pearsonclinical.com/psychology/products/100000251/beck-anxiety-inventory-bai.html
http://ndri.curtin.edu.au/btitp/documents/Fagerstrom_test.pdf
http://www.phqscreeners.com/
http://www.ptsd.va.gov/professional/assessment/screens/pc-ptsd.asp
http://www.ptsd.va.gov/professional/assessment/screens/pc-ptsd.asp
http://www.mirecc.va.gov/docs/visn6/2_primary_care_ptsd_screen.pdf
http://www.mirecc.va.gov/docs/visn6/2_primary_care_ptsd_screen.pdf


	 J Clin Psychol Med Settings

1 3

Ta
bl

e 
2  

(c
on

tin
ue

d)

Ty
pe

 o
f a

ss
es

sm
en

t
Pu

rp
os

e
N

am
e 

of
 m

ea
su

re
B

rie
f d

es
cr

ip
tio

n
Re

fe
re

nc
e

H
ow

 to
 o

bt
ai

n 
th

e 
m

ea
su

re

Fu
nc

tio
ni

ng
 a

nd
 sy

m
pt

om
s

In
di

ca
to

r o
f m

en
ta

l h
ea

lth
B

eh
av

io
ra

l H
ea

lth
 M

ea
su

re
-2

0 
(B

H
M

-2
0)

Th
is

 m
ea

su
re

 a
ss

es
se

s g
lo

ba
l m

en
ta

l h
ea

lth
, a

s w
el

l a
s w

el
l-

be
in

g,
 p

sy
ch

ol
og

ic
al

 sy
m

pt
om

s, 
an

d 
lif

e 
fu

nc
tio

ni
ng

 m
or

e 
sp

ec
ifi

ca
lly

K
op

ta
 a

nd
 L

ow
ry

 (2
00

2)
ht

tp
://

w
w

w.
ce

le
st

he
al

th
.c

om
/in

de
x.

as
p;

 4
43

-7
98

-5
79

7 
(c

op
y-

rig
ht

ed
)

Fu
nc

tio
ni

ng
 a

nd
 sy

m
pt

om
s

Q
ua

nt
ify

 h
ea

lth
 a

nd
 d

ys
fu

nc
tio

n 
ac

ro
ss

 p
hy

si
ca

l, 
m

en
ta

l, 
an

d 
so

ci
al

 d
om

ai
ns

D
uk

e 
H

ea
lth

 P
ro

fil
e 

(D
uk

e)
Th

is
 1

7-
ite

m
 se

lf-
re

po
rt 

qu
es

tio
nn

ai
re

 a
ss

es
se

s d
om

ai
ns

 o
f 

he
al

th
 (i

.e
., 

ph
ys

ic
al

, m
en

ta
l, 

so
ci

al
, g

en
er

al
, p

er
ce

iv
ed

 
he

al
th

, a
nd

 se
lf-

es
te

em
), 

an
d 

dy
sf

un
ct

io
n 

(i.
e.

, a
nx

ie
ty

, 
de

pr
es

si
on

, p
ai

n,
 a

nd
 d

is
ab

ili
ty

)

Pa
rk

er
so

n 
et

 a
l. 

(1
99

0)
ht

tp
s:

//c
fm

.d
uk

e.
ed

u/
si

te
s/

cf
m

.d
uk

e.
ed

u/
fil

es
/c

fm
/R

es
ea

rc
h/

H
ea

lth
M

ea
su

re
s/

D
uk

e%
20

H
ea

lth
%

20
Pr

ofi
le

%
20

%
28

D
uk

e%
29

.p
df

; h
ttp

s:
//c

fm
.d

uk
e.

ed
u/

re
se

ar
ch

/d
uk

e-
he

al
th

-
m

ea
su

re
s (

fr
ee

 to
 u

se
)

Fu
nc

tio
ni

ng
 a

nd
 sy

m
pt

om
s

Sc
re

en
in

g 
to

ol
 fo

r m
ild

 c
og

ni
tiv

e 
dy

sf
un

ct
io

n
M

on
tre

al
 C

og
ni

tiv
e 

A
ss

es
sm

en
t (

M
oC

A
)

Th
is

 sc
re

en
er

 a
ss

es
se

s a
 ra

ng
e 

of
 c

og
ni

tiv
e 

do
m

ai
ns

 w
ith

 a
 c

ut
 

off
 sc

or
e 

in
di

ca
tin

g 
no

rm
al

 o
r s

ub
no

rm
al

 fu
nc

tio
ni

ng

N
as

re
dd

in
e 

et
 a

l. 
(2

00
5)

ht
tp

://
ec

ho
.u

nm
.e

du
/w

p-
co

nt
en

t/u
pl

oa
ds

/2
01

4/
07

/c
lin

ic
-d

em
en

-
tia

-M
O

CA
-E

ng
lis

h.
pd

f (
co

py
rig

ht
ed

)
Fu

nc
tio

ni
ng

 a
nd

 sy
m

pt
om

s
D

ia
gn

os
tic

 a
nd

 se
ve

rit
y 

m
ea

su
re

m
en

t t
oo

l o
f d

ep
re

ss
io

n
Pa

tie
nt

 H
ea

lth
 Q

ue
sti

on
na

ire
 (P

H
Q

-9
)

Th
is

 b
rie

f 9
-it

em
 m

ea
su

re
 a

ss
es

se
s d

ep
re

ss
iv

e 
sy

m
pt

om
s 

se
ve

rit
y 

an
d 

ca
n 

al
so

 b
e 

us
ed

 fo
r d

ia
gn

os
tic

 p
ur

po
se

s

K
ro

en
ke

 e
t a

l. 
(2

00
1)

ht
tp

://
w

w
w.

ph
qs

cr
ee

ne
rs

.c
om

/ (
fr

ee
 to

 u
se

)

Sy
m

pt
om

s, 
fu

nc
tio

ni
ng

, a
nd

 sa
tis

fa
ct

io
n

A
ss

es
s s

ev
er

ity
 o

f i
ns

om
ni

a 
sy

m
pt

om
s

In
so

m
ni

a 
Se

ve
rit

y 
In

de
x 

(I
SI

)
Th

is
 7

-it
em

 se
lf-

ad
m

in
ist

er
ed

 q
ue

sti
on

na
ire

 a
ss

es
se

s s
ev

er
ity

 
of

 in
so

m
ni

a 
pr

ob
le

m
s, 

sa
tis

fa
ct

io
n 

w
ith

 sl
ee

p,
 d

ist
re

ss
 a

bo
ut

 
sl

ee
p,

 a
nd

 h
ow

 m
uc

h 
it 

in
te

rfe
re

s w
ith

 fu
nc

tio
ni

ng

B
as

tie
n 

et
 a

l. 
(2

00
1)

ht
tp

://
de

pl
oy

m
en

tp
sy

ch
.o

rg
/s

ys
te

m
/fi

le
s/

m
em

be
r_

re
so

ur
ce

/
In

so
m

ni
a%

20
Se

ve
rit

y%
20

In
de

x%
20

-I
SI

.p
df

(f
re

e 
to

 u
se

)
Sy

m
pt

om
s, 

fu
nc

tio
ni

ng
, a

nd
 sa

tis
fa

ct
io

n
Ev

al
ua

te
 g

lo
ba

l h
ea

lth
Pa

tie
nt

-R
ep

or
te

d 
O

ut
co

m
es

 M
ea

su
re

m
en

t I
nf

or
m

at
io

n 
Sy

ste
m

 
29

-it
em

 H
ea

lth
 P

ro
fil

e 
(P

RO
M

IS
-2

9)
Th

is
 2

9-
ite

m
 m

ul
tid

im
en

si
on

al
 sc

al
e 

as
se

ss
es

 h
ea

lth
 fu

nc
tio

n-
in

g 
ac

ro
ss

 7
 d

om
ai

ns
 o

f p
hy

si
ca

l, 
m

en
ta

l, 
an

d 
so

ci
al

 h
ea

lth
. 

Th
is

 m
ea

su
re

 m
ay

 b
e 

pa
rti

cu
la

rly
 u

se
fu

l t
o 

as
se

ss
 g

lo
ba

l 
he

al
th

 o
f i

nd
iv

id
ua

ls
 su

ffe
rin

g 
fro

m
 p

ai
n 

or
 il

ln
es

s

PR
O

M
IS

–2
9 

Pr
ofi

le
 v

2.
0 

©
 2

00
8–

20
16

 P
RO

M
IS

 H
ea

lth
 

O
rg

an
iz

at
io

n 
an

d 
PR

O
M

IS
 C

oo
pe

ra
tiv

e 
G

ro
up

, M
ay

, 2
7,

 
20

16
. h

ttp
://

w
w

w.
ni

hp
ro

m
is

.o
rg

ht
tp

://
w

w
w.

ch
iro

in
de

x.
or

g/
w

p-
co

nt
en

t/u
pl

oa
ds

/2
01

4/
02

/
PR

O
M

IS
-2

9.
pd

f; 
ht

tp
://

w
w

w.
he

al
th

m
ea

su
re

s.n
et

/e
xp

lo
re

-
m

ea
su

re
m

en
t-s

ys
te

m
s/

pr
om

is
(f

re
e 

to
 u

se
)

http://www.celesthealth.com/index.asp
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https://cfm.duke.edu/research/duke-health-measures
http://echo.unm.edu/wp-content/uploads/2014/07/clinic-dementia-MOCA-English.pdf
http://echo.unm.edu/wp-content/uploads/2014/07/clinic-dementia-MOCA-English.pdf
http://www.phqscreeners.com/
http://deploymentpsych.org/system/files/member_resource/Insomnia%20Severity%20Index%20-ISI.pdf
http://deploymentpsych.org/system/files/member_resource/Insomnia%20Severity%20Index%20-ISI.pdf
http://www.nihpromis.org
http://www.chiroindex.org/wp-content/uploads/2014/02/PROMIS-29.pdf
http://www.chiroindex.org/wp-content/uploads/2014/02/PROMIS-29.pdf
http://www.healthmeasures.net/explore-measurement-systems/promis
http://www.healthmeasures.net/explore-measurement-systems/promis
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Comorbidity

The typical primary care patient often has more than one 
health and/or behavioral health condition affecting their 
lives (Funderburk, Kenneson, & Maisto, 2014; Vogeli et al., 
2007). None of the reviewed studies considers the impact 
of comorbidity on the success of PCBH model intervention 
delivery. While this gap is not unique to the PCBH model lit-
erature, it remains an important consideration in moving the 
research in this area forward. In fact, a majority of the stud-
ies either group all primary care patients together regard-
less of presenting problem or focus on a sample presenting 
with one specific problem (e.g., insomnia). It is important 
to assess patient comorbidities and evaluate what, if any 
impact those comorbidities have on the problem of focus. 
For example, a patient wants assistance with weight loss, but 
also has moderate depressed mood. Should the focus be pri-
marily on the weight loss, should the depressed mood be the 
primary focus, should they be addressed equally at the same 
time or does it make any difference in the long term on out-
come? Is there a positive or negative domino effect related 
to the primary intervention? Interventions can be designed 
systematically to determine what might be the best focus 
for initial treatment, what initial treatment might produce 
the best results or if multiple problems would benefit from 
concurrent treatment. Also, what impact does PCBH model 
service delivery have indirectly on other aspects of health 
that may be relevant to capture (e.g., medication adherence, 
engagement in medical care)?

Standardized Measures

To draw valid conclusions about interventions that can be 
replicated across settings and populations, most of the meas-
ures used must be standardized, psychometrically sound 
instruments. In addition to the functional measures listed 
in Table 2, the symptom measures listed in Table 2 can be 
used to assess symptom change alone, or a combination 
of symptom and functional change. Satisfaction measures 
are of particular concern. Most of the time PCBH model 
research assesses patient or provider satisfaction with ser-
vices using measures that have no psychometric validation. 
So even if there is a positive patient and provider satisfaction 
outcome, one cannot be sure if that outcome is reliable, that 
it is in fact measuring what it purports to measure, or that 
the positive outcome has any reliable relationship to other 
patient outcomes. Validated provider and patient satisfaction 
measures specific to the PCBH model of service delivery 
need to be developed. Until those measures are available the 
use of validated questionnaires, for global satisfaction with 
services such as the Patient Satisfaction Questionnaire-18 
(PSQ-18; Marshall & Hays, 1994) or the Client Satisfac-
tion Questionnaire (CSQ; Larsen, Attkisson, Hargreaves, & 

Nguyen, 1979) would increase the confidence in the drawn 
conclusions.

Assessment of Potentially Confounding Variables

To draw the conclusion that PCBH model service delivery is 
resulting in improved patient outcomes, a thorough assess-
ment of other factors that may be contributing to improved 
symptomatology and functional ability is necessary across 
the PCBH model services and comparison condition if 
included. This includes assessment of the delivery of any 
medical treatment or follow-up by the other members of the 
primary care team (e.g., prescription of a new antidepres-
sant, any interventions delivered by the nurses or primary 
care team).

Patient Characteristic

More research is needed to understand how the PCBH model 
works in different groups. For example, research focused on 
outcomes in racial and ethnic minority populations and vari-
ous age groups. There is a particular need for more research 
with pediatric (under 18 years old) and senior patients (65+ 
years old). See below for ways to partner with others to coor-
dinate and merge efforts to address these gaps.

Gaps Specific to Implementation Outcomes

Sustainability/Feasibility/Appropriateness

The review above showed three implementation outcomes 
for which there are no data: sustainability, feasibility, and 
appropriateness. As described by Proctor et al. (2011), sus-
tainability focuses on how well the PCBH service delivery 
model is maintained over time, which includes how well 
the policies, clinical practices of the teams/providers, and 
subsequent development of PCBH model services across 
other systems of care are practiced. Feasibility and appro-
priateness are outcomes that can individualize implementa-
tion efforts across varying healthcare systems. For example, 
the feasibility or appropriateness of PCBH model services 
within small rural primary care settings may be lower than 
in a large urban hospital. Alternatively, these outcomes may 
vary depending on the clinic’s current budget, provider val-
ues, patient characteristics, or clinic space.

Adoption

An obvious gap in the area of adoption is the lack of clar-
ity regarding what measureable factors constitute “uptake” 
of the PCBH model or providers’ intention to engage the 
model. No studies have overtly targeted adoption of the 
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model. In the review above, decreased referrals to specialty 
behavioral health were regarded as proxies for provider 
adoption of the PCBH model. Although this appears to rep-
resent the spirit of that outcome, a more robust measurement 
of adoption would be the appropriate use of warm hand-
offs. For example, provider adoption could be documented 
as the percentage of patients with significant PHQ-9 scores 
who received a warm hand-off to the BHC. The challenge 
in documenting broad adoption of PCBH model services for 
“all comers” is knowing the size of the targeted population 
so that the percent of providers adopting the model when 
appropriate can be calculated. Nevertheless, researchers are 
discouraged from studying adoption by the use of only con-
ceptually distal or weak proxies such as decreased use of 
specialty mental health or decreased use of antidepressant 
medications. Although conceptually interesting these targets 
are not overt elements of the PCBH model and leave a wide 
margin for interpretation.

Acceptability

Although the acceptability of various components of PCBH 
model service delivery has been evaluated from the patient 
and provider perspective, a number of components remain 
unaddressed. For instance, what do patients think about their 
BHC sharing information and impressions with other mem-
bers of their primary care team? What do primary care pro-
viders think about BHCs sharing their exam rooms? Moreo-
ver, according to Proctor et al. (2011), acceptability should 
reflect the perspectives of all key stakeholders and viewed as 
a dynamic factor that changes with the stakeholder’s experi-
ence with the intervention over time. Thus, data are needed 
regarding administrators, payers, clinical staff, and other key 
stakeholders’ perceptions of acceptability, and for all stake-
holders, measures of how that changes as the model becomes 
more familiar or evolves.

Cost

A key factor in PCBH model initiation and maintenance 
is cost. Although two studies have examined the potential 
cost savings incurred once a PCBH model was implemented, 
none of the studies reviewed included implementation cost. 
This is surprising given that cost is a frequently cited con-
cern (Scharf et al., 2014) when a clinic or healthcare system 
is considering the launch of a new service. Although there 
are recent publications that assist individuals in determining 
the relative cost of initiating and maintaining a given model 
of primary care behavioral health service delivery, includ-
ing the PCBH model (e.g., Corso, Hunter, Dahl, Kallenberg, 
& Manson, 2016), implementation cost analysis for PCBH 
model service delivery for a given population is not being 
considered, or at least it is not being written about.

Other Outcome Gaps: BHC as a PCP Extender

Some outcomes related to the BHC as a PCP extender dis-
cussed earlier in this article, do not fit neatly into Proctor 
et al. (2009, 2011) patient and research outcome taxonomy. 
The following, although not exhaustive, highlights some of 
the BHC as PCP extender research gaps that need investi-
gation: improved patient access to the PCP, increased PCP 
preventive care delivery (e.g., increased tobacco cessation 
discussions, increased anticipatory guidance topics cov-
ered during a visit when the BHC is involved in well-child 
checks); increased PCP completion of chronic disease man-
agement activities and/or improved outcomes for patients 
with chronic disease (including patients not seen by the 
BHC); better PCP adherence to treatment guidelines (e.g., 
increased urine drug screen and medication agreements 
completion for patients using opioids); and improved PCP 
assessment and intervention for psychosocial concerns.

Pathways to Closing the Research Gaps

The studies in this review suggest that the PCBH model of 
service delivery may be a promising approach as an effec-
tive population health model of behavioral health service 
delivery. At the same time, this emerging evidence base has 
multiple scientific limitations that future research will need 
to address. Also, at times, when behavioral health practice 
has been ahead of the science there have been negative out-
comes, such as in the treatment of autism (Mostert, 2001), 
alcohol and drug prevention (Werch & Owen, 2002), and 
critical incident stress debriefings (Litz, Gray, Bryant, & 
Adler, 2002; McNally, Bryant, & Ehlers, 2003). With these 
caveats in mind, the PCBH model community should pro-
ceed cautiously regarding the status of PCBH model service 
impact on patient and implementation outcomes and when 
possible strive to fill the existing research gaps.

Having specific pathways, stakeholders can take to accel-
erate the next wave of research will more rapidly build the 
evidence base. Patients, practitioners, and systems need 
to understand what works well (feasibly implemented and 
achieves meaningful health outcomes), for whom, delivered 
under what conditions, and for what cost to be able to more 
effectively inform decision makers about whether to include 
PCBH model services as a part of routine care.

Closing the research gaps will require multiple levels 
of research participation; including patients, practitioners, 
healthcare systems, and academic researchers. Answering 
the most important research questions will also require a 
variety of research designs, methods, and measurement 
tools. It is imperative to match the research question with 
the design and measures that are as rigorous as possible but 
also generalizable and practical to account for the realities 
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of routine care. Katon et al. (1996) is a study exemplify-
ing elements associated with high levels of methodological 
rigor using a randomized controlled trial design; a problem-
focused (i.e., depression) and large sample size; empirically 
validated self-report measures; and assessment measures to 
track adherence to the intervention. However, a randomized 
controlled trial may not be possible for practicing clinicians 
or clinics, so it is important to identify questions that match 
the setting/provider capabilities and evaluate the data on 
those questions using the most rigorous design given the 
circumstance. As such, the “right” design to answer the vari-
ous questions might include large-scale randomized trials, 
observational methods, quasi- experimental designs (e.g., 
nonequivalent/non-randomized comparison groups, regres-
sion discontinuity, or case–control designs such as time 
series or propensity score matching), and/or qualitative 
methods. Selecting the appropriate outcomes and methods of 
data collection will also vary based on the question and the 
feasibility of measurement collection. Sources of meaning-
ful data might include everything from observable or self-
reported individual level health data from patients and the 
healthcare team to linkages to large healthcare datasets such 
as the EHR, pharmacy, or claims data. If possible, a mixture 
of self-report and objective measures rather than the use 
of predominantly self-report measures found in this review, 
will improve the validity of any findings. In addition, greater 
attention and consideration to controlling or assessing poten-
tial confounding variables (e.g. attrition, other changes in the 
healthcare system that may impact outcomes), increasing 
the generalizability by increasing the size of samples, and 
consideration for the potential threats to internal validity 
associated with pre/post tests would improve any design.

Increased Engagement in Accruing Evidence

Research Sites

In our review, it appeared that the majority of studies con-
ducted took place in Academic Medical Centers (AMCs) 
or government-sponsored identities (GSIs; e.g., Department 
of Defense, Veterans Administration Centers, etc.). Specifi-
cally, of the 32 research articles included in this review, 21 
were conducted in AMCs or GSIs. Although this is not sur-
prising due to these agencies typically having the staff, band-
width, and financial support to conduct research projects, 
it does cast concern regarding the generalizability of this 
research to everyday primary care practices, such as com-
munity health centers (CHCs). With 25 million Americans 
receiving treatment from systems like CHCs (NACHC, n.d.) 
and a great number of these organizations beginning to use 
models of integration such as the PCBH model, it is impera-
tive that research projects are developed in these settings.

Providers and Administrators

Behavioral health and medical providers and administrators 
employed in these settings have a unique opportunity to sup-
port and participate in research designed to fill some of the 
evidence gaps. For instance, providers and administrators are 
often asked to collect program evaluation data on their local 
PCBH model service delivery program (e.g., demonstrate 
financial sustainability, improved healthcare outcomes, etc.). 
Designing these program evaluation efforts using more rig-
orous designs and measures would not only serve the local 
institution’s interests, but also provide data to move the field 
forward. Although beyond the scope of this article, read-
ers interested in gaining a better understanding on how to 
improve the rigor of a program evaluation may benefit from 
reviewing Kozica, Lombard, Hider, Harrison, and Teede 
(2015). Attending the research and evaluation presentations 
offered at organizations with a significant PCBH model 
focus such as the Collaborative Family Healthcare Asso-
ciation (http://www.cfha.net/) annual conference can also 
help individuals develop their skills to conduct this type of 
research and allow the formation of key transdisciplinary 
partnerships often needed for these efforts.

Quasi‑Experimental Designs

When a randomized controlled trial is not feasible or accept-
able to the delivery organization or staff or is not optimal to 
capture real-world practice, researchers may want to con-
sider how to employ the most rigorous quasi-experimental 
designs possible as a means to balance feasibility and maxi-
mizing research quality. For example, a multiple baseline 
design would provide valuable information and would likely 
be appealing to a larger organization implementing PCBH 
model services for the first time. It allows one to collect 
data prior to implementation, then stagger implementation 
at clinics while continuing to collect data to understand the 
process, cost, and health outcomes as a result of the PCBH 
model service implementation (see Hawkins, Sanson-Fisher, 
Shakeshaft, D’Este, & Green, 2007 for more description on 
multiple baseline designs). Multiple baseline or other single-
subject designs may also be valuable for behavioral health 
providers who may not have support for a larger research 
effort, but are interested in examining specific clinical inter-
ventions/programs they are developing and implementing as 
a part of their PCBH model care delivery (see Smith, 2012 
for more information on single-subject designs). Similarly, 
pragmatic trials (see Ford & Norrie, 2016 for additional 
information) compared to traditional randomized controlled 
trials, allow for greater flexibility for implementation and 
less disruption to clinical care while systematically evaluat-
ing interventions. For instance, Scharf et al. (2014) describes 

http://www.cfha.net/
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the use of a scientifically robust quasi-experimental design 
to assess the impact of integrating primary care services 
into behavioral health clinics serving individuals with a seri-
ous mental illness. The Pragmatic Explanatory Continuum 
Indicator Summary (PRECIS-2) is one example of a tool 
designed to help researchers evaluate where their study falls 
on the pragmatic/explanatory continuum by assessing nine 
design and implementation factors such as eligibility recruit-
ment methods, characteristics of the setting, flexibility in 
treatment delivery, and outcomes assessed. For more infor-
mation about PRECIS-2 and how to use the tool see: https://
www.precis-2.org/. Additional assistance can be attained 
through consultation with special interest groups (SIGs) 
in organizations like the Collaborative Family Healthcare 
Association (Research and Evaluation Committee (http://
www.cfha.net/?page=ResearchCommittee) and the Society 
of Behavioral Medicine (Integrated Primary Care SIG http://
www.sbm.org/about/special-interest-groups/integrated-pri-
mary-care). Also, federal entities such as the Agency for 
Healthcare Research and Quality (AHRQ; The Academy 
for Integrating Behavioral Health and Primary Care http://
integrationacademy.ahrq.gov/) and the Substance Abuse and 
Mental Health Services Administration (SAMHSA; https://
www.samhsa.gov/) offer a range of support and guidance 
that can be beneficial. Regardless of the research design 
selected, careful consideration should be given to using the 
strongest research design, methods and measures that are 
possible given the resources available; including appropri-
ate comparison/control conditions where possible, valid and 
reliable outcome measures, and consideration of where the 
research question falls on the explanatory and pragmatic 
continuum (Loudon et al., 2015).

Partnerships

Answering the most important PCBH model research ques-
tions is unlikely to happen without establishing a partnership 
between various stakeholders in the healthcare arena and 
maintaining their involvement from inception (formation of 
primary aims and research design), to data collection and 
analysis, and through the dissemination of findings and dis-
cussion of next steps. This could mean involving patients 
and the healthcare team to be sure the questions asked and 
outcomes collected are not only practical but also mean-
ingful and that the findings are disseminated in a way that 
is both understandable and actionable. Other partnerships 
might be within health systems or across clinics and care 
networks to allow for adequate power, diverse research par-
ticipation, and generalizable outcomes. Partnerships might 
also need to be at the healthcare policy maker level to assure 
access to data systems and inclusion of outcomes will inform 
future coverage and reimbursement decisions. Clearly not all 
research questions will require all levels of partnerships and 

stakeholder involvement but consideration of the partnership 
needs and opportunities should be a first step in developing 
a plan for research.

A common reality of primary care centers (PCCs) is the 
lack of infrastructure and resources to conduct methodologi-
cally sound research projects. From obtaining IRB approval, 
to receiving funding for projects, to systematically collecting 
data, the demands of conducting research often exceed the 
resources available at many PCCs. Practice-Based Research 
Networks (PBRN) are a potential solution to this reality. 
As defined by Davis, Keller, DeVoe, and Cohen (2012), “A 
(PBRN) is a collection of medical practices that affiliate for 
the purpose of conducting research focused on delivering 
care to the patients they serve” (p. 107). Often paired with an 
academic institution, a PBRN allows primary care agencies 
to share resources, have access to IRB processes, complete 
longitudinal research across multiple agencies in a specified 
region, and publish manuscripts regarding relevant research 
findings (Davis et al., 2012). As of 2015, there were 173 
registered PBRNs throughout the U.S. and with the AHRQ 
(AHRQ, n.d.). The AHRQ provides a registry of these 
PBRNs, as well as information on how to become involved 
in the networks. To receive more information regarding 
PBRNs and to identify a PBRN in your area, visit AHRQ’s 
PBRN website (https://pbrn.ahrq.gov/).

Potential Funding Sources

Much like research designs and partnerships, one funding 
agency is not likely to be appropriate to fill most PCBH 
model research gaps. As summarized in the Appendix, 
the literature review reveals that a majority of the research 
was not funded through grant support. Of those obtaining 
funding, a majority were not funded by the typical federal 
government agencies, such as National Institutes of Health 
(NIH) or the AHRQ.

Multiple federal funders, including the NIH and AHRQ, 
have research missions that align with filling PBCH model 
research gaps. For example, NIH might be the best home for 
research focused on testing the PCBH model for improving 
disease or behavioral health outcomes. AHRQ’s research 
mission is to produce evidence to make healthcare safer, 
higher quality, more accessible, equitable, and affordable. 
As such, they might fund research focused on evaluating 
the cost effectiveness, scale-up, and implementation of 
existing evidence-based PCBH model practices in diverse 
care settings and with patients with multiple chronic con-
ditions. However, many of the major funders have related 
research missions so there are few hard lines differentiating 
the research solicited at many of the agencies. As such, it 
is important to stay abreast of current priorities and fund-
ing opportunities by regularly checking their websites and 

https://www.precis-2.org/
https://www.precis-2.org/
http://www.cfha.net/?page=ResearchCommittee
http://www.cfha.net/?page=ResearchCommittee
http://www.sbm.org/about/special-interest-groups/integrated-primary-care
http://www.sbm.org/about/special-interest-groups/integrated-primary-care
http://www.sbm.org/about/special-interest-groups/integrated-primary-care
http://integrationacademy.ahrq.gov/
http://integrationacademy.ahrq.gov/
https://www.samhsa.gov/
https://www.samhsa.gov/
https://pbrn.ahrq.gov/


J Clin Psychol Med Settings	

1 3

subscribing to various listservs such as the NIH grant list-
serv (https://grants.nih.gov/grants/guide/listserv.htm).

Matching the research question, planned outcomes, and 
the scope of the research with the mission and mecha-
nisms supported by various funding agencies is a crucial 
first step in pursuing funding for the next generation of 
research. For example, at the NIH it is important to under-
stand the mission of, not just NIH as a whole, but the 
focus, priorities, and policies of the specific Institute lead-
ing or signed onto a funding opportunity announcement 
(FOAs). Often there are misconceptions/myths about what 
gets funded at NIH (e.g., only basic biomedical research 
or only large randomized controlled trials) when, in fact, 
just to name a few, NIH also funds robust portfolios evalu-
ating behavioral interventions on behavioral and health 
outcomes, dissemination and implementation research, 
pragmatic trials evaluating models of healthcare delivery, 
and research evaluating natural experiments in policy and 
large-scale practices. It is vital that research aims, design, 
and planned outcomes are of interest to the agency and 
aligned with the particular details of any given FOA. As 
such, it is particularly important to contact a scientific 
program officer at the agency as early as possible to get 
feedback on your specific aims and advice about the grant 
process and locus of review. All FOAs have a section titled 
“Agency Contact” and the scientific contacts listed should 
be your first point of contact weeks, if not months before 
the submission date. Interested investigators can search for 
funding opportunities at multiple federal agencies at this 
link (http://grants.nih.gov/funding/index.htm).

For those individuals interested in conducting compara-
tive clinical effectiveness research that also involve patients 
as stakeholders, the non-governmental Patient-Centered Out-
comes Research Institute (PCORI) is an appropriate funding 
venue (see http://www.pcori.org/funding-opportunities). For 
those researchers involved in or partnered with a PBRN (as 
described above), PCORI can be an important funder as it 
often takes many locations to be able to effectively imple-
ment a comparative effectiveness trial. For example, PCORI 
might be interested in an evaluation of the effectiveness of 
PCBH model services delivered for an anxiety condition ver-
sus co-located behavioral healthcare. An important element 
necessary for PCORI applications is the inclusion of key 
stakeholders, including patients within the research process. 
This can occur with the assistance of a patient/stakeholder 
advisory board, which can facilitate having key stakeholders 
play a larger role on the investigative team.

For those working within the Veterans Health Adminis-
tration (VHA) or interested in collecting data on Veterans, 
description of various funding mechanisms and topics of 
interest are available through the VHA Research and Devel-
opment office (see http://www.research.va.gov). These types 
of projects can range in size and focus, but collaboration 

with someone working within the VHA and a focus on Vet-
erans and/or the Veteran Health Administration’s primary 
care clinics is required. If not affiliated with the VHA, the 
best option may be to develop a collaboration with research-
ers at one of the Centers for Excellence (see http://www.
MIRECC.va.gov). The VHA Center for Integrated Health-
care houses many researchers, who focus on conducting 
research on integrated healthcare, such as PCBH model 
service delivery (see http://www.mirecc.va.gov/cih-visn2/).

Finally, foundations can be another source of research 
funding to consider. Foundations with broad healthcare or 
behavioral health missions such as the Robert Wood John-
son Foundation or the Hogg Foundation for Mental Health, 
have a history of supporting research similar to or directly 
related to the evaluation of the PCBH model of care. Dis-
ease-specific organizations such as the American Diabetes 
Association or the American Heart Association also fund 
research and can often be a good place to seek funding for 
pilot and feasibility grants focused on testing interventions 
or processes with the goal of improving the health outcomes 
in the disease of interest.

Call to Action

We are in a unique position to address the PCBH model 
research gaps in a comprehensive way over the next few 
years. State-wide initiatives surrounding the Centers for 
Medicare and Medicaid Services (CMS) Innovation funding/
delivery system reform incentive payment (DISRP) program 
will likely drive large-scale integrated behavioral health ser-
vices across a range of people, problems, and clinics. It is 
likely that a large number of these efforts will use a PCBH 
model of service delivery and as such will increase the 
opportunity for large-scale program evaluation and research. 
This same opportunity is likely to be available as healthcare 
organizations, those that are already using a PCBH model 
as well as those initiating PCBH model services, start to 
incorporate standardized program evaluation (implementa-
tion and patient outcome) to determine the value and effect 
of these services.

A range of individuals will need to work together to 
efficiently and effectively take advantage of these pending 
opportunities. We have listed below what we believe are the 
questions to address over the next 10 years.

How Can the PCBH Model be Systematically Evaluated 
in Busy Clinics?

Clinicians and administrators, should consider how to design 
and implement program evaluation/quality improvement 

https://grants.nih.gov/grants/guide/listserv.htm
http://grants.nih.gov/funding/index.htm
http://www.pcori.org/funding-opportunities
http://www.research.va.gov
http://www.MIRECC.va.gov
http://www.MIRECC.va.gov
http://www.mirecc.va.gov/cih-visn2/
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efforts into the routine practice of the clinic. When these 
evaluations are expected as part of routine care, the consist-
ency of data collection and the ability to describe the popu-
lation served by the clinic is enhanced. The expanded use of 
EHRs, as well as the presence of quality improvement man-
agers within primary care practices, increase the feasibility 
of consistent data collection and interpretation. When data 
are collected routinely the impact of PCBH model imple-
mentation and other efforts to enhance care can be evaluated.

How Does PCBH Model Implementation Affect Care?

We lack a good understanding of the changes that occur in 
a clinic when it moves from no or limited behavioral health 
integration to using the PCBH model. Examining the imple-
mentation and patient outcomes using a simple pre/post 
quasi-experimental design could contribute important data 
to the existing literature. Collecting outcomes to address 
the lack of information on cost effectiveness, sustainabil-
ity, adoption, and effectiveness will help fill the identified 
knowledge gaps. Collaboration with funded academics may 
help improve these evaluations as they can be complicated 
and time consuming to do in a manner that provides quality 
actionable information while minimizing the impact on daily 
operations and patient care.

In addition, simple considerations within a program eval-
uation will improve the scientific strength of the data col-
lected and the applicability of that data to other clinics. For 
example, assessing and describing the fidelity to the PCBH 
model of service delivery (e.g., 30 min appointments) and 
intervention delivery for a given problem (e.g., depression) 
will significantly impact the value of conclusions that could 
be drawn. Similarly, using psychometrically validated meas-
ures listed in Table 2 rather than or in addition to, measures 
developed specifically for that site will contribute to more 
scientifically robust data. Finally, taking the time to report 
the various subscales on the measures may help delineate 
the impact of interventions on specific types of functioning 
(e.g., Life Functioning on the BHM-20).

What Affects the Sustainment of PCBH Model 
Implementation?

For those working within settings that are already engaged 
in PCBH model delivery, there are several courses of action 
they might take to help continue to move the field forward. 
Similar to those considering PCBH model implementation, 
creating partnerships with funded academics and other 
organizations as listed above will help provide the neces-
sary resources and reduce the burden on the clinical staff 
when implementing the evaluation project. Sustainability 
of PCBH model services and appropriateness within dif-
ferent settings or populations are questions that might be 

easily answered. For instance, could incorporating the PPAQ 
into regular practice while also monitoring the resources 
and support provided to clinicians allow evaluation of clini-
cal practice change over time. Using regular measurement 
to examine patient experience and overall acceptability to 
various components of the PCBH model might be easily 
integrated into standard clinical operating procedures. In 
addition, the use of EHR data to provide information on 
the cost/benefit of having a BHC could be incorporated into 
routine data extraction, analysis, and scheduled reports. For 
instance, examining the increased time available for PCPs 
to see more patients or increase the care level of their visits 
as a result of BHC assistance to address behavioral health 
concerns (e.g., depression) or health-related behaviors like 
tobacco use, alcohol misuse, eating, and physical activity 
behaviors that impact obesity and health plan adherence 
(e.g., diabetes).

What is the Efficacy and Effectiveness of PCBH Model 
Interventions?

Individuals working in academic settings who obtain grant 
funding or have significant resources (e.g., research assis-
tants, statistical software, etc.) to devote to research may 
be best equipped to address efficacy and effectiveness gaps 
such as:

1.	 The impact on patient symptoms and functioning for 
a given intervention for common patient presentations 
such as depression, anxiety, PTSD, substance misuse, 
diabetes, chronic pain, asthma, tobacco use, obesity, and 
sleep problems.

2.	 The impact of specific problem intervention using a 
PCBH model of service delivery, compared to standard 
primary care, viable attention control placebo, another 
primary care appropriate evidence-based intervention 
(e.g., Collaborative Care model services for depression; 
Screening, Brief Intervention and Referral to Treatment 
(SBIRT) for substance misuse), or specialty behavioral 
health services.

3.	 The impact of core PCBH Model components, patient 
outcomes, and implementation outcomes.

To accomplish these types of studies, researchers will 
need to partner with clinics and work across professions to 
develop symbiotic relationships allowing this research to be 
conducted, without interfering with the traditional flow of 
the clinic. For example, hiring personnel and allocating their 
time to research-related activities (e.g., recruiting partici-
pants, reviewing, and completing a consent form) that are 
not typically part of the patient experience, can help increase 
the likelihood that the research will be completed.
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Conclusion

The PCBH model offers a tremendous opportunity for 
changing the delivery of behavioral healthcare in primary 
care settings, while also opening new opportunities for 
behavioral health providers. It is a model that has great 
face validity, makes sense to patients and providers, and 
has been disseminated, implemented, and sustained in large 
healthcare systems. The growth and sustained uptake of the 
model is encouraging and suggests that the model is liked 
and perceived by these systems as beneficial. However, the 
quality of the outcome research needs to be strengthened to 
fully understand, not only the impact of the PCBH model 
on patient and implementation outcomes, but to understand 
important implementation and contextual variables that 
account for variability in effectiveness. As highlighted in this 
review, we need to build on the promise of the PCBH model 
with more rigorous and systematic outcomes research. The 
increased interest in integrated primary care by policy mak-
ers and funders is opening the door for interprofessional 
researchers, clinicians, and administrators to develop the 
systems and studies to narrow the existing knowledge gaps 
and ensure that patients receive the behavioral healthcare 
that so many need, but cannot access.
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