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ABSTRACT

Integrating behavioral health into primary care can improve access to behavioral health
and patient health outcomes. We used 2017-2021 American Board of Family Medicine
continuing certificate examination registration questionnaire responses to determine the
characteristics of family physicians who work collaboratively with behavioral health profes-
sionals. With a 100% response rate, 38.8% of 25,222 family physicians reported working
collaboratively with behavioral health professionals, with those working in independently
owned practices and in the South having substantially lower rates. Future research explor-
ing these differences could help develop strategies to support family physicians implement
integrated behavioral health to improve care for patients in these communities.

Ann Fam Med 2023;21:157-160. https://doi.org/10.1370/afm.2947

INTRODUCTION

he complexity of patients presenting in primary care continues to grow

with an estimated 1 in 3 adults in the United States presenting with mul-

tiple chronic conditions.' The parallel rise in mental health conditions and
substance use disorders contributes to the poor control and growing rates of physi-
cal health conditions.? Behavioral health care access often remains limited. The
COVID-19 pandemic has worsened this situation with many patients delaying care
for multiple chronic conditions while deaths from suicide, alcohol, or other drugs
increase.’

Family physicians (FPs) play an essential role in managing not only physical but
also mental health conditions. Studies suggest that between 30% and 80% of pri-
mary care visits include a mental health complaint with this proportion increasing
in the past few years.*

The National Academies of Sciences, Engineering, and Medicine has called for
greater behavioral health integration into primary care as a way to increase behav-
ioral health services access and manage multimorbidity.” Integrated behavioral
health is blended care in one setting for medical conditions and related behavioral
health factors as a part of whole-person health through the collaboration of medical
and behavioral health professionals.® Integrated behavioral health has been shown
to improve mental health and overall outcomes, patient care experience, and clini-
cian satisfaction, while reducing health care utilization and costs.”

As a first step to understanding how to overcome the multiple barriers chal-
lenging the implementation of integrated behavioral health, more information is
needed on the prevalence of behavioral health integration in primary care and the
characteristics of FPs who have adapted integrated behavioral health. Prior work
has focused on colocation using claims data rather than integration or focused on
limited settings.®

In our study, we examined the prevalence of FPs working collaboratively with
behavioral health professionals (BHPs) and described the associated demographic,
practice, and geographic characteristics.

METHODS

Using a cross-sectional design, we analyzed 2017-2021 data collected from the
American Board of Family Medicine's Continuing Certification Examination
Registration Questionnaire, which is a required component of registration for
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board-certified FPs to continue certification. The question-
naire asked FPs if they worked collaboratively with each of
psychiatrists, psychiatric nurse practitioners, licensed social
workers, psychologists, and/or other BHPs. Questionnaire
details can be found here.” Family physicians who were not
providing continuity care, practiced outside the United
States, or had missing geographic data were excluded. We
performed ¥’ tests to determine associations between work-
ing collaboratively with any BHP and demographic, practice,
and geographic variables (see Supplemental Appendix for

these results). We then used logistic regression to calculate
odds ratios and Cls controlling for differences noted by
year. Analyses were completed using SAS Version 9.4 (SAS
Institute Inc). State level variations were then mapped in R
(R Foundation for Statistical Computing). The American
Academy of Family Physicians Institutional Review Board
approved this study:.

RESULTS

The response rate was 100%. Of 34,949 respondents, we
excluded 2,440 because they did not provide direct patient
care, 6,957 for not providing outpatient continuity care, and
330 who either practiced outside the United States or had
incomplete geographic data. The remaining sample included
25,222 respondents. Of these, 38.8% reported working col-
laboratively with any BHP; 13.4% working with psychia-
trists, 5.6% with psychiatric nurse practitioners, 26.9% with
licensed social workers, and 27.2% with psychologists and/or
other BHPs. The mean age was 50.32 years with 46.1% iden-
tifying as female and 70.3% as White. The proportion of FPs
working collaboratively with any BHP increased from 34.8%
in 2017 to 43.0% in 2021 (P <0.001).

Physician characteristics significantly associated with
increased odds of BHP collaboration were identifying as
female (OR =1.09) and working as core/salaried faculty
(OR =2.32 when compared with not being faculty). The
strongest practice variable was working in a federal practice
site and the strongest negative association was working in an
independently owned practice. For geographic associations,
working in the South was associated with decreased odds of
BHP collaboration. Working in a county with more psychia-
trists was also associated with higher likelihood of BHP col-
laboration. Other non-significant associations can be found in
Table 1.

Prevalence of BHP collaboration by state ranged from
17.6% in Mississippi to 78.0% in Vermont. The 5 states with
the lowest BHP collaboration were all located in the South
while the 5 states with highest collaboration were distributed
across the Midwest, Northeast, and West (Figure 1).

DISCUSSION

Although the overall proportion of FPs practicing collabora-
tively with BHPs increased over the past few years, significant

Table 1. Adjusted Associations Between Demographic,
Practice, and Geographic Characteristics in Family
Physicians Working Collaboratively With Behavioral

Health Professionals, 2017-2021

Characteristic

0Odds Ratio (95% CI)

Physician characteristics

Age (per year increase)

Female (reference = male)

Degree type: DO (reference = MD)

IMG

Race (reference = White)
American Indian or Alaska Native Asian
Asian
Black or African American
Native Hawaiian or Other Pacific Islander
Other

Ethnicity: Hispanic/Latine vs non-Hispanic/
Latine

Faculty (reference = not faculty)
Core/salaried faculty
Volunteer/clinical faculty

Practice characteristics

Practice site (reference = hospital/health
system owned medical practice)

Independently owned medical practice
Managed care/HMO practice
Academic health center/faculty practice

Federally qualified health center or look
alike

Rural health center
Indian health service
Government, non-federal
Federal (military, Veterans Affairs)
Work site clinic
Other
Vulnerable Population (reference = <10%)
10% to 49%
>50%
US geographic characteristics
Rurality: rural (reference = urban)
Region (reference = South)
Midwest
Northeast
West

Mental health care HPSA (reference = not
HPSA)

Partial county HPSA
Whole county HPSA

Psychiatrists per 100,000 county popula-
tion (per unit increase in psychiatrist)

0.99 (0.99-1.00)
1.09 (1.01-1.17)
0.77 (0.69-0.86)
0.78 (0.71-0.86)

0.78 (0.53-1.15)
0.90 (0.81-1.00)
0.82 (0.70-0.96)
0.72 (0.46-1.13)
0.80 (0.68-0.93)
0.72 (0.63-0.84)

2.32 (2.01-2.67)
1.35 (1.24-1.46)

0.34
2.64
4.71
7.52

0.31-0.37)
2.31-3.03)
3.96-5.60)
6.32-8.94)

—_—

—_

1.29 (1.05-1.58)
7.36 (4.43-12.23)
6.41 (4.79-8.57)

26.10 (20.77-32.81)
0.83 (0.65-1.06)
2.24 (1.89-2.66)

1.46 (1.35-1.58)
2.41 (2.17-2.69)

1.01 (0.90-1.13)

2.08 (1.89-2.29)
2.12 (1.89-2.38)
2.73 (2.49-3.01)

1.06 (0.92-1.21)
0.94 (0.81-1.10)
1.02 (1.02-1.03)

DO = doctor of osteopathy; HMO = health maintenance organization; HPSA = health
professional service area; IMG = international medical graduate; MD = medical doctor;

US = United States
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-

2017-2021.

Figure 1. State-level variation of family physicians who work collaboratively with behavioral health professionals,

Behavioral health collaboration by state

N

Collaboration (%)
[117.6%-27.4%
[]27.7%-32.6%
[]32.6%-41.2%
[ 41.9%-56.4%
B 56.7%-78.0%

differences exist for certain settings, notably for those work-
ing in independently owned practices and in the South. One
possible reason for lower rates in the South is the overall
lower number of psychiatrists, psychologists, and psychiatric
nurse practitioners practicing in the South.'® Work is needed
on the barriers that independent practices and practices in
the South face with integrated behavioral health implementa-
tion and on how to support overcoming these barriers.
Potential novel methods to provide increased access to
behavioral health include the use of behavioral telehealth ser-
vices that could overcome issues with geographic variations
in workforce and promote the use of shared BHP resources
between practices." Models from settings with higher rates of
integration, like the federally run Veterans Affairs System and
the Indian Health Service could be adapted to other settings.
Because family physicians who are core/salaried faculty are
more likely to work with behavioral health professionals, fam-
ily medicine residencies, which are mandated by the Accredi-
tation Council for Graduate Medical Education to integrate
behavioral health into their programs, could serve as integra-
tive behavioral health models."”? A variety of innovative mod-
els in both the federal health care settings'3'® and residency
settings'”2° have been previously described in the literature.

Several limitations exist. First, since the questionnaire
is cross-sectional in nature, no causality can be established
between the variables and working with BHPs. Second, phy-
sicians could have responded with different conceptions of
what it means to be “working collaboratively with you at their
principal practice site” and may have different conceptions of
“integrated care.” Third, "working collaboratively” with a BHP
may not align directly with “integrated care.”

Integrating behavioral health into primary care can improve
behavioral health and overall health outcomes, decrease costs
and utilization, and improve both patient and clinician satisfac-
tion. Despite increases over the past few years in prevalence
of integrated behavioral health in primary care, significant dis-
parities remain. Understanding why these disparities exist and
exploring how to best support behavioral health integration in
these settings could help improve behavioral health access for
patients in these settings and improve overall patient outcomes.

@ Read or post commentaries in response to this article.
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