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Abstract: The evidence for bringing behavioral health services into primary care 

can be confusing.  Studies are quite varied in the types of programs assessed, what 

impacts are assessed, what kind of therapy is offered, for what populations and on 

how broad a scale. By organizing the evidence into categories: whether the program 

is coordinated, co-located or integrated, whether for a targeted or non-targeted patient 

population, offering specified or unspecified behavioral health services, in a small 

scale or extensive implementation, programs can be compared more easily.  By 

noting what sorts of impacts are reported: improved access to services, clinical 

outcome, maintained improvement, improved adherence to treatment regimens, 

patient satisfaction, provider satisfaction, cost effectiveness or medical cost offset, the 

most comprehensive overall assessment of this important approach to patients needs 

can be encouraged. 

  

  

  

  

  

  

  

  



  

The evidence for bringing behavioral health services into primary care is scattered and 

can be confusing.  A recent summary of the evidence (Hemmings, 2000) seems to offer 

as many studies in which the process made no difference as it cites studies in which it 

was effective.  Studies are quite varied in types of programs assessed, what impacts are 

assessed, what kind of therapy is offered, for what populations and on how broad a scale.  

The purpose of this paper is to offer a conceptual system for assessing the evidence about 

impacts of integrating behavioral health services into primary care.  It will be successful 

if it contributes to clarifying the discussion about this process, if it allows readers with 

different concerns to locate the literature that addresses their concerns and if it 

encourages future researchers to assess a broader array of the impacts of behavioral 

health in primary care.  

  

Incorporating behavioral health services into primary medical care would seem so logical 

as to be almost inevitable.  The complaints that patients bring to primary care are 

predominantly not symptoms of biological disease (Kroenke & Mangelsdorff, 1989).  

They are symptoms such as chest pain, fatigue, dizziness, headache, edema, back pain, 

shortness of breath, insomnia, abdominal pain, and numbness (the ten most common) 

which patients experience as physical but for which a biological cause is found about 25 

percent of the time.  In addition, there is a substantial rate of psychiatric disorders that 

present in primary care.  Many of these patients will not accept a referral to a mental 

health provider in another location, making primary medical care the most common 

venue for treatment of mental health problems (Regier, et. al., 1993).  Finally, more than 



half of the patients in primary care could benefit from some health behavior change that 

most do not make on their physician’s advice alone.  Randomized controlled trials have 

shown certain behavioral treatments to be effective in treating depression, anxiety, child 

behavior problems, insomnia, headache, fibromyalgia, irritable bowel syndrome, 

hypertension, coronary artery disease, even cancer and to contribute to greater success in 

smoking cessation and weight loss.  So, primary care is the site of enormous need that 

cannot be addressed in other settings for which there are effective behavioral treatments 

that keep more expensive medical services from being needed when these behavioral 

treatments are targeted to the patients who need them most  (Cummings, Dorken, Pallak, 

& Henke, 1990).  Integrating behavioral health services into primary care is an idea 

whose time should have already come. 

  

A number of authors have contributed to the discussion of why bringing behavioral 

health into primary care has not become more common.  Some have pointed out that the 

way our systems of care are organized into different health and mental health 

infrastructures impedes integration (Blount & Bayona, 1994; Blount, 1998; Coleman & 

Patrick, 1976).  Others have noted that the way mental health providers have been trained 

to practice needs substantial modification to be a fit in the primary care situation (Blount, 

1998; Strosahl, 1998).  Several have said that both medical and behavioral health 

providers have little training or experience in collaboration or teamwork in delivering 

care. (Glenn, 1987; Banta & Fox, 1972)  Finally, the evidence for the integration of 

behavioral health into primary care that seems so compelling when presented in a 



piecemeal fashion, has not been compelling enough to induce a broad implementation in 

health systems generally. 

  

The terms, “collaborative care” and “integrated care” are growing in usage but not in 

specificity or agreed meaning.  Several authors have tried to define integrated care 

(Blount, 1998; Doherty, McDaniel, & Baird, 1996; Strosahl, 1998).  Initially, the reason 

for such a definition was to help people who were not familiar with integrated care in 

their efforts to understand the different forms or levels of integration that are possible.   

In the present discussion, the categories are generated to show that distinguishing 

different aspects of the relationship between behavioral health and medical services in 

collaborative settings allows one to make a much more coherent picture out of the 

available research findings. 

  

Relationship of Behavioral Health and Medical Providers: 

The first set of categories that I would like to offer defines the relationship between the 

medical and behavioral health services in primary care.  The categories distinguish 

between services that are coordinated, but exist in different settings, services that are co-

located, both being provided within the same practice location, and services that are 

integrated.  Integrated services have medical and behavioral health (and possibly other) 

components within one treatment plan for a specific patient or population of patients.  

Technically, it is possible for services to be co-located but not coordinated or to be 

integrated but not co-located, so the most precise definition of these descriptions would 

be that they are dimensions of collaborative care, not mutually exclusive categories.  In 



practice, however, there is a hierarchy of levels of integration (Doherty, McDaniel & 

Baird, 1996).  I think it is legitimate to use them as categories in our attempt to give some 

order to the research in the field.  

  

When services are coordinated, some work has been done so that information is 

exchanged on a routine basis when patients are in treatment in both settings.  The referral 

from one agency or provider to another is the usual trigger for such an exchange. The 

process of making programmatic links for information exchange involves some attempt 

to bridge the differences of culture between a primary care medical service setting and a 

mental health service setting.  Different approaches to confidentiality, to returning phone 

calls and being interrupted, and different expectations about how actively to intervene in 

problems make ongoing coordination very difficult and time consuming.  It is a process 

that inevitably stresses and, if it is successful, changes both agencies.   

  

Because coordination takes so much effort when the people with whom a provider is 

coordinating are not a part of their day to day practice, the success or failure of the 

endeavor depends on the personal commitment to the process of providers.  For this 

reason large-scale efforts to promote coordination have tended to be unsuccessful.  A 

notable exception is the Hawaii project of Cummings and his colleagues. (Cummings, 

Dorken, Pallak, & Henke, 1990).  In this extensive project, targeted populations of 

primary care patients were referred to specially trained mental health providers who 



conducted specified treatments.  Impacts, mostly measured in utilization and health care 

cost reductions were very impressive.  

  
Co-location is what its name implies.  Behavioral health and medical services are located 

in the same suite of offices sharing office staff and waiting facilities.  Typically, in a co-

located setting, there is still a referral process for those cases that begin as medical cases 

which are later referred for behavioral health services.  Co-location fosters 

communication between behavioral health and medical providers.  While one could 

imagine co-located services that do not involve regular collaboration, the initial anecdotal 

descriptions of these settings were uniform in describing collaboration as much easier and 

more common than in separate settings.  Medical providers can be better attuned to what 

behavioral health providers can provide.  Behavioral health providers become 

acculturated to the language and treatment assumptions of primary care.  The first full 

scale HMO implementation of co-located care (Coleman, Patrick, Eagle & Hermalin, 

1979) found that after behavioral health providers were part of the primary care teams for 

more than a year, 92% of consultations between behavioral health and medical providers 

were unscheduled and most were less than five minutes in length.  Almost all of this 

richness in information exchange would not occur if people were not bumping into each 

other in the halls.   

  

Consultation between behavioral health and medical providers can increase the skill and 

effectiveness of medical providers in addressing behavioral health issues.  Reports have 

always indicated that medical providers do not provide any fewer behavioral services in 

co-located settings (Coleman, Patrick, Eagle & Hermalin, 1979; Katon, 1995), they just 



enjoy providing these services more.  The level of behavioral services overall is raised in 

terms of number of patients served and the quality of care offered.  Medical providers can 

be more adventurous when engaging in conversations about psychosocial issues, 

knowing that if they discover a situation that seems beyond their expertise, there is 

someone down the hall who could be involved within a reasonable period of time.   

  

The fact that behavioral health services are accessed by referral from the primary care 

physician means that the problems of patients failing to keep behavioral health 

appointments is improved but not eliminated in co-located settings.  In a Family 

Medicine residency practice in Fitchburg, MA, in which behavioral health providers are 

regularly present and available in the practice, an introduction of the behavioral health 

provider (BHP) to the patient made by the primary care provider (PCP) proved to make a 

significant difference in patients keeping a first appointment with the BHP.  For the first 

100 patients tracked, if the PCP introduced the patient to the BHP at the time a visit to the 

BHP was recommended, 76% kept the first behavioral health appointment.  If the PCP 

scheduled the appointment for the patient with the BHP but did not make the 

introduction, 44% kept the first appointment (Apostoleris, 2000). 

  

Integrated Care describes care in which there is one treatment plan with behavioral and 

medical elements, rather than two treatment plans.  Sometimes this is done because the 

treatment plan is delivered by a team that works very closely together, and sometimes it 



is done by pre-arranged protocol.  When a team works together regularly in delivering 

care, it usually is serving a particular population in which psychosocial needs are almost 

universal.  When a pre-arranged protocol is used, it is usually treatment for a particular 

disease or condition in which the behavioral health part of care is crucial to delivering the 

highest quality care. 

An example of the first form of integrated care is a team serving homeless and formerly 

homeless mothers and children in Worcester, Massachusetts. The team is led by a family 

physician and includes a psychologist who specializes in children and families, and two 

“family advocates”, one of whom is also the team coordinator. The team meets two and a 

half days weekly at a federally funded health center serving a very diverse population in 

an underserved area of town.  The psychosocial aspects of the patients’ lives take up most 

of the visits they make to the team.  While over 90% meet criteria for a DSM-IV 

diagnosis, very few would ever go to a mental health center for services.  They come to 

see their doctor for all their problems, though they will work with whomever is on the 

doctor’s team. The team approaches every patient visit as an opportunity for some sort of 

psychosocial therapy.  Often the physician brings the psychologist in to join in addressing 

a problem that a patient brought. They can interview family members separately or 

together, depending on the situation.  The family advocates play multiple roles. In 

addition to serving as translators, they facilitate the connections between the patients and 

the team by helping patients understand the practices of the team and helping the 

providers understand the life experience of patients.  They also make connections 

between patients and the resources in the community.  



  

An example of integrated care by prearranged protocol is seen in the “disease 

management” or “chronic illness” approach to depression.  With support from federal and 

large foundation sources, programs are springing up around the country.  Programs are 

characterized by regular use of screening and outcome assessment for the illness being 

addressed, a standard set of protocols for addressing the illness, a database to track the 

care of patients screened into the program, and a staff member designated as managing 

the program under the direction of a cooperating group of providers.  While in some 

settings the disease management program is a coordinated program between a primary 

care practice and a separate mental health agency, the studies on which the effort is 

modeled (Katon, 1995; Katon, et al, 1995) were fully integrated and the overall effort is 

in the direction of integration.  

  

By distinguishing between coordinated, co-located and integrated care, it is possible to be 

much clearer about what clinical practices are represented when collaborative programs 

are discussed.  This also helps us know what sort of advantages to expect of particular 

programs.  We will see below that efficacy research favors integrated programs, but this 

is partially because the advantages of coordinated and co-located programs tend not to be 

valued as outcomes in randomized controlled trials. 

  

Relationship of Services to Populations: 

The next set of categories that can be useful in sorting the results of efforts at integrated 

care is the distinction between targeted and non-targeted programs.  Targeted programs 



are aimed at specific populations, whereas non-targeted programs are aimed at any 

patient identified as needing behavioral health services within a practice.  Most 

randomized controlled trials are targeted for specific populations.  That gives us a body 

of evidence for targeted services.  Targeted services also have the advantage of increased 

patient acceptance because they can be presented as fitting the patient’s specific needs, as 

opposed to being a general service that should be added because the patient is 

psychologically troubled in some way. 

  

Specificity of Services Provided: 

We might further distinguish between specified and unspecified treatment modalities. 

Specified treatment is a particular approach or set of procedures that is offered to all the 

patients under consideration in a study.  Unspecified treatment means that the treatment 

offered depends on the particular skills and judgment of each providing clinician.  To 

know that a patient received therapy does not give any information about what was done.  

In randomized controlled trials, the treatment that is offered is usually carefully 

specified.  In more general evaluations of coordinated or co-located care, the treatment 

that is delivered is likely to be unspecified.  When the treatment is unspecified, it is very 

difficult to compare what is offered in one setting with what is offered in another.  

  

Finally, I believe it is useful to distinguish between extensive and small scale 

implementations.  Isolated implementations are programs developed in one or a very few 

settings.  They are usually offered in the literature as potential models for other similar 

settings.  Extensive implementations are similar across settings and usually centrally 



designed.  They are much more difficult to manage, because contingencies and personnel 

in different settings are variable.  They are more difficult to replicate, but more 

appropriate models for consideration in health system design.  They are also better at 

producing large numbers of patient interactions for evaluation and research.   

Reconsidering “Outcomes”: 

I want to suggest that there is an array of possible impacts of behavioral health treatment 

in primary care, and that authors tend to report those impacts that are most valued by 

their intended audience, sometimes giving observed impacts that are not as valued brief 

mention or no mention at all.  The array of impacts includes improved access to mental 

health services, increased patient satisfaction with medical services, improved medical 

provider satisfaction, improved patient adherence (often called “compliance”) to 

treatment regimens, improved clinical outcome for patients, maintained improvement 

in clinical outcome, increased cost effectiveness in service delivery and actual offset of 

medical costs by the addition of behavioral health services.    

  

Wayne Katon and his colleagues (Katon, et. al., 1995) conducted a much-cited study of 

integrated care for depression that was reported in JAMA.  They reported that for patients 

with major depression in the integrated program, 74% later met criteria for clinical 

improvement while only 44% of similar patients in the usual care group met the criteria.  

There was no significant difference for “minor depression” patients between groups, with 

a high rate of about 60% meeting criteria for improvement in both groups.   They further 

reported that both major depression and minor depression patients in the study were more 

likely to comply with medication regimes and both were more likely to rate the 



medication as helping than usual care patients.  In a different paper on the same data, 

Katon mentions that the study patients had slightly lower total medical costs during the 

time that the study assessed compared to the usual care patients ($1750 vs. $2000) 

(Katon, 1995).  He also mentioned that 80% of the providers involved in the study 

reported that they enjoyed treating depressed patients more after the experience of the 

study program.  Finally, in a talk in 1995, Katon mentioned that over 90% of the patients 

who were offered the integrated program accepted and completed the program.  This is 

significantly better access to care than any setting in which patients were referred for 

mental health therapy that was separate from their medical care. Katon’s treatment of the 

impacts of the study is more complete than most, and certainly much more complete than 

the “bottom line” summaries that are abstracted for reviews of the literature.  Even he, 

however, does not include all of the impacts of the program in the major paper on the 

study.    

  

Mental health referral is not part of accepted care-seeking for important 

populations. 

Access is one impact that is easiest to achieve by co-locating services, but one that is 

rarely mentioned in reports.  Dr. David Satcher, the former Surgeon General of the 

United States, in his recent report on mental health, highlighted access as a major 

concern. The report noted that referral to mental health services is not an effective way to 

engage certain groups.  Some groups culturally do not define their psychosocial 

difficulties as reasons to go to a “mental health” service.  For the first time, the report 

defines the fact that these groups get less mental health service as a problem of the 



delivery of services rather than a problem of the groups themselves.  For “difficult to 

engage” groups, locating behavioral health services as part of primary care has proved to 

be a way of significantly increasing access.  Any discussion of equity in the provision of 

health care should include co-location of behavioral health services in primary care when 

access to care is considered.   

  

Organizing the Evidence: 

Perhaps we should start our re-examination of the evidence by being clear about what 

literatures we are not discussing. There are a number of types of papers that are relevant 

to this field but are not under consideration here.  These include:  papers identifying and 

quantifying the behavioral health needs of primary care populations, papers describing 

behavioral health treatment in primary care in which only medical providers are involved, 

papers describing the efficacy of various types of behavioral health treatments in 

specialty mental health settings, papers studying the impact of psychosocial treatments on 

physical illness when these treatments were not delivered in primary care, papers 

comparing the efficacy of psychopharmacological treatments to psychosocial treatments 

unless both treatments are conducted in primary care, papers in which the behavioral 

health intervention involves only consultation to the medical provider, and cost offset 

studies in which there is no coordination between behavioral health and medical 

treatments.  An excellent account of these literatures can be found in Simon and 

VonKorff’s well-organized summary (1997). 

  



No review of the evidence can claim to be truly comprehensive.  This is a particularly 

difficult area to review because there are so many possible types of studies that might be 

relevant.  The present discussion can only claim to offer a system for categorizing much 

of the available evidence.  The categories can be useful, even if I have failed to locate 

many studies.  The studies collected here were collected by Medline search and by 

reviewing the following summary articles:  Blount, 1998; Klinkman & Okkes, 1998; 

Strosahl, 1998; Evers-Szostak, 2000; Hemmings, 2000; Maruish, 2000; Peek & Heinrich, 

2000. 

  

We can now return to the evidence with tools that can help us understand what set of 

practices the evidence endorses and where the evidence is poorly focused in relation to 

the needs and practice of collaborative care in the “real world”.  The studies in the table 

below are cited with the types of impacts that they report prominently.  Closer study of 

some might uncover other impacts and most do not assess some impacts such as access 

that are commonly present.  It is also important to point out that others have sorted the 

evidence differently.  For good orientations to the field and to the larger context around 

the evidence see Blount, 1998; Strosahl, 1998; Peek & Heinrich, 2000. 

  

See table on the next page 

  

There have been few studies of coordinated care.  It is hard to maintain care that is 

coordinated across any population using any form of behavioral health treatment, and the 



Table 1

Impacts of Behavioral Health Services in Primary Care

A = improved clinical outcome.  E = improved adherence
B = maintained improvement F = improved access to treatment
C = improved patient satisfaction G = improved cost effectiveness
D = improved provider satisfaction H = medical cost offset

Letter followed by "-" indicates reported failure to demonstrate 
that impact.

           Coordinated      Co-located      Integrated
Medical and behavioral providers Medical and behavioral providers sharing One care plan with medical and
working in separate settings offices, staff and wait area. behavioral providers participating
   Non-targeted      Targeted         Non-targeted      Targeted   Non-targeted      Targeted
Unspec. Specified Unspec. Specified     Unspecified Specified Unspec. Specified Unspec. Specified Unspec. Specified

41:A,H 9:A- 28:C,D 21:A,B- 45:A,G 1:A 21:A,C,E
10:A- 30:C,F,G 26:A 61:A,C,D 2:A,B- 42:A,B,E
11:A- 31:C,G      E 3:A,B 47:A,C,D,H
12:A 32:A 4:A 51:A,C,D,E,

Small 13:A- 33:D 5:A,C      F,G
Scale 14:A-,G 36:C 6:A,B,E 56:A,B,E

15:A- 43:A-,G 7:A 57:A,G
16:A 44:D 8:A- 59:A,C,D,E
18:A- 46:A,C,D 17:A,G      F,G,
19:A- 48:A-,G 50:A 60:A,B,C,
20:A,B- 52:H      E,F
22:A- 54:A
23:A 56:A,C,D
24:A- 62:C
27:A,E 63:A,C,H

55:A,E,F, 49:A,B-,C,G 25:A,E,F
     G,H 53:A

58:A,F,G

Exten-
sive

Targeted: Treatment aimed at specific population(s).
Non-targeted: Treatment offered to any patient needing behavioral care.

Specified: The study specified the treatment that was offered.
Unspecified:  The study did not specify what behavioral treatment was offered.



impact of such a program would be very difficult to assess.  The studies that have been 

attempted have been assessing the impact of targeted care for particular populations 

when the type of care is specified as problem oriented brief therapy.  

  

The practice of adding a mental health clinician to a practice and treating whomever is 

referred by the physicians in the practice constitutes behavioral health care that is co-

located, non-targeted and unspecified.  Hemmings cites eleven studies in which this 

was assessed as making no difference in clinical outcome, as well as studies in which 

there was significant outcome.  His survey includes several studies in which the 

counselors in the primary care practice would be considered paraprofessionals.  Within 

this decidedly mixed picture studies have commonly found improved patient and 

provider satisfaction and general improvement the cost effectiveness of care.  This is 

usually demonstrated by the lowering of what is considered inappropriate care such as 

non-emergent ER visits. 

  

There are only two studies that assess behavioral health services that were co-located in 

primary care, served a non-targeted population but gave everyone a specified treatment 

such as cognitive behavioral therapy.  In these non-targeted programs, there is an 

assumption of some homogeneity among the primary care patients referred.  Even the 

most enthusiastic proponents of a form of therapy tend to refrain from claiming that it is 

right for every person with any sort of problem.   

  



It is also uncommon for a program co-located in primary care to offer a targeted 

population of patients an unspecified form of behavioral health treatment.  In one study 

listed the program was helping women cope with the impact of mastectomy, a behavioral 

health service, but not really a type of therapy.  Another study of the process of 

introducing behavioral health into primary care offered co-located services for a screened 

and targeted group provided by a small staff of behavioral health providers who were 

trained to work in primary care, but who provided the therapy they thought appropriate to 

each patient (Beck & Nimmer, 2000).  Because it is assessing a program as a whole 

rather than a therapy, the article looks at a wider array of impacts than the usual RCT.  

  

When a program is co-located, providing a specified behavioral health treatment to a 

targeted group of patients, clinical effectiveness tends to be almost universal, across a 

variety of patient groups.  Many of these are the psychopharmacology vs. psychosocial 

therapies studies done in primary care.  In almost all, the psychotherapy is specified and 

is as efficacious as drug treatment, though taking longer to achieve its impact.  In some of 

the studies, combined therapies are best. 

  

Randomized controlled trials tend to study programs that are integrated, targeted and 

specified.  Some of these studies are focused on mental health services integrated into 

primary care, but many are focused on developing treatment protocols for specific 

illnesses.  These may be “psychiatric” illness, such as anxiety or depression, 

psychological problems presenting physically (somatizing) or other conditions with an 

important psychosocial component, such as chronic pain, irritable bowel syndrome, 



asthma or hypertension.  Many of the “mental health” interventions are specific to the 

etiology of illness as understood by the researcher.  These studies focus on what is done 

by the medical/behavioral health team rather than focusing on the discipline of the 

behavioral health provider.  It is more important that the person delivering the 

interventions be skilled in caring for the specific illness than that they be trained in any 

specific discipline. 

  

The cell for integrated programs that are non-targeted is empty.  It is hard to imagine 

creating a program that is truly integrated that is useful for any patient referred.  There 

can be regular clinical routines, however, such as introducing the patient to the BHP by 

the PCP, joint interviews between BHP, PCP and patient, and joint record keeping 

regularly reviewed by both providers, that make a program feel integrated to a patient 

even when the providers experience co-located, parallel treatments.  It is hard to assess 

the efficacy of clinical interventions such as matching the ostensible definition of the 

patient’s treatment by the BHP to the patient’s understanding of the etiology of his or her 

illness. On the other hand, if the patient believes s/he has a “medical” problem, treatment 

probably will be more effective if the BHP’s involvement is defined as part of a medical 

regimen designed and monitored by the PCP. 

  

There are programs that are integrated, targeted and non-specified, though they tend to 

be represented in the literature in program descriptions rather than in outcome studies.  

The program for the homeless in Worcester described above is an example.  It is targeted 

to homeless women and their children.  It is fully integrated.  Each patient gets 



psychosocial treatment based on an assessment of their need, not on a protocol.  Another 

example is the program for obese children described by Davis and Biltz (1998). 

  

Programs that can legitimately be termed extensive implementations are still rare.   In 

addition to the Hawaii program of Cummings, et al, there is a study of many sites in the 

U.K., a multi-site QI program, and an implementation from a large HMO.  A meta-

analysis from the Cochrane Database provides evidence from what might be considered 

an extensive array of implementations, though it is not really an extensive 

implementation in itself.  This is the cell that has the largest implications for health policy 

makers and one that could use greater attention by authors, even if their programs do not 

meet the criteria of the RCT. (Note) 

  

Conclusion: 

Collaborative care has been shown to be predictably efficacious and effective if the type 

relationship between mental health and medical providers, the population served and the 

type of service provided are adequately specified.  The types of outcomes that can be 

demonstrated are predictable.  The tendency to privilege certain types of outcomes over 

others misses the fact that different constituencies will be interested in different sorts of 

outcome.  Advocates for equity in health care should be interested in access.  Health plan 

marketers could be interested in patient satisfaction.  Administrators interested in 

provider retention could be interested in provider satisfaction.  Everyone interested in the 

cost of health care should be interested in cost effectiveness and cost offset.  This is in 



addition to the universal interest in clinical outcome, both demonstrated efficacy and 

effectiveness in practice.  

  

We need to make our descriptions of collaborative or integrated care more precise to 

avoid confusion and to make comparison of programs more reliable.  In addition, we 

need to broaden the array of outcomes reported in any literature about collaborative care.  

This will make it easier to discuss the utility of this sort of care with the varied 

constituencies that have an interest in it.  

  

Note: 

There are a number of descriptions of extensive implementations available on the 
Internet.  Because these are descriptions rather than studies of programs, they are not 
included here.  Efforts by the Bureau of Primary Health Care directed at Federally 
Qualified Community Health Centers and the implementation by Kaiser Permanente in 
Northern California are just two of a number of examples that can be found through 
www.IntegratedPrimaryCare.com.   
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