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Abstract 

Integrated behavioral health and primary care is a set of related approaches to enhance care deliv-
ery, safety, and quality through closer collaboration and coordination among clinicians and care 
organizations in these two fields. Technology (e.g., electronic health records (EHR), telehealth, 
clinical decision support, and standards-based interoperability) can enable integration and improve 
delivery of care. Reinforcing these opportunities, virtual care and telehealth have dramatically 
changed care availability and delivery, especially during the COVID-19 pandemic. There are dif-
ferent levels of integration, ranging from minimal to full collaboration. The Partnership for Health 
IT Patient Safety and the HIMSS Electronic Health Record Association (EHRA) formed a workgroup 
to examine using information technology to facilitate integration. Taking a three-pronged approach 
focused on (1) screening for behavioral health issues, (2) clinician documentation, and (3) sharing 
data among clinicians, patients, and authorized parties, the workgroup developed action-oriented 
recommendations and strategies for safe use of health IT for stakeholders and policymakers seeking 
to advance efforts to integrate behavioral health with primary care.
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Introduction
Integrated behavioral health and primary care (integration) is an effective set of related 

approaches to enhancing patient care delivery, safety, and quality through closer collaboration 
and coordination among clinicians and care organizations in these two fields.1,2 For the purposes 
of this paper, behavioral health is defined as “an umbrella term that includes mental health and 
substance abuse conditions, life stressors and crises, stress-related physical symptoms, and health 
behaviors.”1 (P.1)

Technology tools, including electronic health records (EHRs), telehealth, clinical decision support 
(CDS), clinical registries, quality measure dashboards, and standards-based interoperability, can 
enable integration among various clinical disciplines and more generally improve the delivery of 
care so that it more readily addresses patient needs.3 Reinforcing these opportunities, virtual care and 
telehealth have dramatically changed care availability and delivery, prior to and especially during the 
COVID-19 pandemic, providing a firm base for using these tools to further enhance integration.4–6

These technology-enabled changes have been and will continue to be facilitated by new and 
revised regulations addressing telehealth, patients’ access to their electronic data, interoperability, 
and information blocking.7–9 These regulations seek to break down traditional silos of care and 
data and to increase the quality, quantity, and completeness of standardized clinical data, enabling 
clinical information to become more widely available and useful to those who need it. These regu-
lations and associated policy initiatives also are intended to enable access and exchange of large 
quantities of high-quality structured and unstructured data that can support predictive analytics and 
clinical decision support and other technology-enabled approaches that will benefit from artificial 
intelligence, especially machine learning.10

There are different levels of integration of primary care and behavioral health.11 Each uses dif-
ferent approaches, ranging from minimal to full collaboration among behavioral health and primary 
care clinicians in a transformed or merged practice. Although the integration model used does not 
alter the ability of technology to facilitate integration, it can affect clinical and administrative mecha-
nisms and operations and opportunities offered by specific technologies. The integration models to 
be supported will need to be considered in decisions in development and especially implementation 
of technology by developers and healthcare organizations.

During 2020, the Partnership for Health IT Patient Safety and EHRA formed a workgroup to 
look closely at using information technology to facilitate integration.12,13 Taking a three-pronged 
approach focused on (1) screening for behavioral health issues, (2) clinician documentation, and (3) 
sharing data among clinicians, patients, and authorized parties, the workgroup developed recom-
mendations and strategies for safe use of health IT for integrating these disciplines.

These three interrelated categories of action can differ in their execution in behavioral health 
and in primary care. To effectively improve care, information must be captured, with vocabularies 
(concepts and terms used by behavioral health and primary care clinicians as well as terminolo-
gies used to represent clinical data) understood by those who both create and access clinical data, 
and then must be transferred and shared among clinicians and other users. Importantly, tools must 
be available to assist in the recognition of clinical needs so care can be initiated, communicated, 
measured, and shared.

As part of its work, the group used the workflow algorithm in Figure 1, which identifies areas 
for application of health IT to facilitate integration. This workflow follows a patient’s visit through 
care options and highlights where technology can facilitate screening, documentation, and sharing 
of information.

At the conclusion of its project, the group provided action-oriented safe practice recommenda-
tions for EHR and health IT developers, clinicians and healthcare organizations, the government, 
and other stakeholders to facilitate their efforts to implement and incorporate behavioral health 
with primary care.
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Figure 1    
IT-enabled workflow for the safe integration of primary care and behavioral health. Source: 

Partnership for Health IT Patient Safety. Optimizing health IT for safe integration of behavioral 
health and primary care [white paper]. Plymouth Meeting (PA): ECRI; 2021. 48 p. Also available: 

https://​www.​ecri.​org/​solut​ions/​hit-​partn​ership
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Methods
EHRA, an association of EHR developers, recruited a workgroup from its members that ulti-

mately included representatives from 15 developer companies. All member companies were invited 
to provide representatives, and neither the Partnership for Health IT Patient Safety or EHRA limited 
or influenced workgroup composition. The resulting 21 developer workgroup members (11 men and 
10 women) were from a mix of smaller, mid-size, and larger organizations serving both ambulatory 
and inpatient-oriented providers and clinicians. Members were a mix of technical experts and clini-
cians, including individuals with direct experience in primary care and behavioral health settings.

Partnership for Health IT Patient Safety coordinated and led workgroup efforts. The fundamental 
model of the Partnership for Health IT Patient Safety workgroup activities is a proactive learning 
system, using an approach that is neither punitive nor regulatory. Partnership for Health IT Patient 
Safety and EHRA began by investigating and identifying the health IT–related issues that can 
determine the feasibility and effectiveness of integration of behavioral health and primary care. 
Virtual meetings were held over 9 months. The workgroup followed the Partnership for Health IT 
Patient Safety workgroup issue qualitative evaluation process, which includes review of ECRI and 
the Institute for Safe Medication Practices (ISMP) Patient Safety Organization (an organization 
that collects and analyzes data voluntarily reported by healthcare providers to help improve patient 
safety and healthcare quality, operating under the Patient Safety and Quality Improvement Act of 
2005)14 data, evidence-based literature reviews, and most importantly, workgroup deliberations to 
identify areas of focus and specific recommendations that emerged from workgroup discussions and 
informal consensus.15 Meetings included a mix of formal presentations, group discussions, online 
collaboration, and expert speakers. The information and learnings obtained from these various 
sources were used to develop safe practice recommendations and suggest strategies to execute them.

Recommendations and Rationale
Overview

Recommendations on screening, documentation, and sharing were developed and refined through 
a focus on functionality, data elements and fields, integration, and measures. The recommendations 
reflect current technology and regulations and are intended to create awareness among key stake-
holders and policymakers and provide a framework for near-term and future action.16

Although needed technologies are increasingly available, they are not universally implemented 
or adopted in either behavioral health or primary care EHRs. Moreover, behavioral health and 
primary care clinicians often document information in varying ways (e.g., a summary behavioral 
health clinical or case note vs. structured data in a primary care EHR that records discrete data 
elements such as disorder, episode, course, and severity)17 and with different professional vocabu-
laries (concepts and terms used by behavioral health and primary care clinicians in clinical notes 
and similar communications), capturing information in different fields or describing the same data 
using diverse clinical terminologies (e.g., DSM-5, ICD-10, or CPT). Sharing between behavioral 
health and primary care is also often limited by available technology (e.g., whether clinicians have 
an EHR in addition to their billing system, work in the same EHR, have the capability to generate 
or receive structured clinical documents such as the C-CDA18, or have health information exchange 
capabilities) as well as regulations such as HIPAA and 42 CFR Part 2 and concerns about whether 
protected information will remain protected once shared.

The recommendations were developed to apply to all levels and models of integrated care, 
although organizational and technical approaches may vary. The workgroup also identified potential 
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measures to assess progress toward integration, including care and quality measures. Develop-
ers and clinicians must work together to ensure that needed information is captured to support 
such measures. Each of the three areas—screening, documentation, and sharing—includes specific 
recommendations:16

Screening

Ensure that validated, clinically accepted screening tools are integrated, easily accessible, 
and readily available in the EHR

Streamlining screening in both primary care and behavioral health settings, using validated, 
standardized tools, can increase identification of patients needing behavioral health services.19–21 
Screening tools should be integrated in or available through the EHR, including in patient portals, 
and able to display usable results for clinicians and healthcare organizations, facilitate communica-
tion of screening results between clinicians to enhance care coordination, and support internal and 
external reporting.

Enable triggers for clinical decision support (CDS) associated with screening tools to integrate 
behavioral health and primary care

CDS can be used effectively in primary care settings to facilitate screening for behavioral health 
issues, including depression and substance use disorder.22–24 CDS can also inform follow-up rec-
ommendations based on screening results. EHRs should enable “triggers” that initiate use of CDS 
tools associated with commonly used screening tools based on specific clinical data (e.g., using 
standards like CDS Hooks, which invoke decision support from within a clinician’s workflow) and 
support data elements needed to support such triggers.25 Links between screening tools and CDS 
help to streamline workflow, implement evidence-based care, and drive opportunities for predictive 
analytics.

Documentation

Optimize documentation to support integration of behavioral health and primary care

To appropriately diagnose, treat, and track care, clinicians communicate through clinical docu-
mentation. It is widely understood that EHR documentation needs to be simplified and standardized 
to support care, communications with other clinicians and patients, data extraction, and clinical 
performance reporting.26 Although clinicians may differ in how they document or, depending on spe-
cialty, what is documented, documentation is essential to clinical care and to enable communication 
via shared documentation to realize benefits of integrated care. Strategies to optimize documentation 
include streamlining behavioral health data entry, ensuring accurate representation of data, directly 
or via mapping, and making needed data elements available in health IT in a standardized form.

The workgroup also considered current and future states of the US Core Data for Interoperability 
(USCDI) developed by the US Office of the National Coordinator for Health IT, including new 
data elements for social determinants of health (SDOH).27,28 There is extensive work underway to 
standardize terminology for SDOH, including ICD-10-CM “Z Codes” and the Gravity Project.29,30 
The workgroup recognized that the ability of technology to incorporate specific data elements is at 
different stages of development based on variable maturity of standards.31 The implementation of 
existing standards for tagging and segmenting data elements is also needed to assist in compliance 
with regulatory requirements for data relating to confidentiality of substance use disorder patient 
records (i.e., 42 CFR Part 2) while also enabling effective sharing between clinicians.32,33
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Sharing

Enable information sharing across care environments (within organizations, among clinicians in 
the same system, or across organizations and systems) and with portals, secure messaging, and health 
information exchange (HIE).

Depending on the integration model, information may be shared primarily within or across systems. 
Technical considerations in each model or setting can define the mechanics of how regulations are 
implemented as well as how technologies are designed and implemented. These sharing capabilities 
should be added by developers and implemented by care delivery organizations. Data sharing capabili-
ties should include granular (i.e., data element-level) clinical information to support various scenarios 
and requirements, including:

•	 Sharing within and across healthcare systems between healthcare organizations and clinicians
•	 Segregating information to selected clinicians and other authorized parties in compliance with the 

requirements of 42 CFR Part 2 (using structured and encoded data)33

•	 Standards-based interoperability and information exchange, including support for document-level 
(e.g., HL7® C-CDA) and granular data (e.g., HL7® FHIR®) standards18,34

•	 Support additional uses like billing and pre-authorizations
•	 Quality measurement and other reporting (e.g., public health reporting)
•	 Sharing with patients and caregivers

Enable EHRs to use information in the record to segment patient information for exchange consistent 
with organizational policies, patient requests, and state and federal laws and regulations.

Despite the clinical and safety benefits of sharing to facilitate integration, access by other clinicians 
to behavioral health documentation can be restricted by patient preferences, organizational policies 
and practices, federal and state laws, and technology configurations reflecting these policies and under-
standing of such laws. To achieve the sharing needed for integration, barriers to data access should be 
intentional, well understood, and no more than needed to ensure regulatory compliance and respect 
patient preferences. EHRs should include data segmentation capabilities to support HIPAA, 42 CFR 
Part 2, and patient consent, including ONC certification criteria for sending and receiving data.31,35–37 
It is also essential that clinicians have the tools, training, and workflows to effectively use segmenta-
tion capabilities.

Implications for Behavioral Health
Developers, healthcare organizations, and clinicians face many challenges and uncertainties because 

of the COVID-19 pandemic and associated increases in demand for behavioral health services, new 
regulations, limited resources, and an increase in telehealth visits.4,38,39 In the face of these pressures, 
as well as pre-existing opportunities to control healthcare costs, address comorbidities more effectively, 
and increase care coordination, the need to integrate behavioral health with primary care is increas-
ingly pressing. Moreover, the rapid and continuing shift of behavioral health visits to telehealth with 
COVID-19 (e.g., 56% of all behavioral health visits used telehealth in one cross-specialty study as of 
December 2020, the highest of any specialty)40 illustrates the extent to which behavioral health has 
changed because of and can be enhanced by technology tools.4

Developers

Health IT has a critical role to play in facilitating safe integration. and optimizing health IT for 
safe integration is a shared responsibility. Implementing the workgroup recommendations will lay 
a foundation for interoperable optimization of integrated behavioral health with primary care by:
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•	 Designing, deploying, and implementing health IT to optimize integration
•	 Enabling bidirectional communication for behavioral health information within and across 

organizations
•	 Applying user design concepts
•	 Incorporating data segmentation capabilities

At the same time, as developers are being challenged to optimize technology, clinicians, regu-
lators, and patients must also embrace their roles in enabling and improving integrated care by 
recognizing the importance of such models and supporting their growth and refinement through 
research, funding, public policy, and patient advocacy.

Clinicians and Healthcare Organizations
The collaboration of clinicians and healthcare organization with developers can improve the 

integration of behavioral health and primary care by:

•	 Selecting and implementing validated behavioral health screening tools specific to the patient 
population served

•	 Creating smooth workflows that align with the electronic workflow to simplify the screening 
process for behavioral health issues

•	 Ensuring that available functionality for integration is used to its full potential
•	 Understanding unmet functionality and process needs of the EHR
•	 Leveraging APIs to record and communicate the results of the embedded screening tools
•	 Participating in priority policy and regulatory efforts to further the integration of behavioral 

health and primary care

Policy

Developers, clinicians, and healthcare organizations should support and encourage regulatory 
efforts to integrate behavioral health and primary care by:

•	 Minimizing regulatory documentation requirements
•	 Driving efforts to enhance health information infrastructure to support interoperability, usability, 

and information exchange
•	 Requesting the congress and HHS to establish a legal and regulatory framework to enable the 

safe sharing of behavioral health data

Notably, the proposed rules released in December 2020 from the Centers for Medicare and Med-
icaid Services41 (CMS) and the Department of Health and Human Services Office of Civil Rights 
(OCR) included requests for information on data segmentation,41 how to advance electronic data 
exchange among behavioral health providers,30 and encouraging disclosures of protected health 
information to help persons experiencing substance use disorder and serious mental illness.42 The 
US federal government policy changes in these areas, in addition to recent policy changes affecting 
interoperability and data access7–9, could enable greater inter-clinician access to and use of patients’ 
health data in ways that enhance integration and resulting improvements in clinical care while pro-
tecting patient’s privacy and respecting their wishes for use of their health data.

The recommendations reported on in this paper build on one another as data captured from 
screening is added to documentation and shared within and across healthcare organizations and with 
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patients. Health IT can facilitate information exchange regardless of which clinician is providing 
care and plays a role in integrated care regardless of the setting or the level of integration.16

The positive benefits18,43,44 for behavioral health of such an approach are.

•	 Improved communications and relationships among clinicians and their patients
•	 Enhanced continuity of care
•	 Better care for patients
•	 More complete reflection of patient preferences for information sharing

Further research is needed to determine if integrating behavioral health and primary care using 
embedded screening tools, improved documentation, and exchange of patient information using 
health information technology will improve patient clinical outcomes. Researchers are in a posi-
tion to provide the evidence developers, clinicians, and healthcare organization need to further the 
integration of behavioral health and primary care using health information technology.
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