
 
                                                                                                                                               

April 27, 2023 

 

TO:  Substance Abuse and Mental Health Services Administration 

FROM:  NHMH – No Health w/o Mental Health and collaborating organizations 

RE:                       Public Comment Submittal regarding the 

                             SAMHSA DRAFT Strategic Plan 2023-2026, 

                             PRORITY 4:  Integrating Behavioral and Physical Health Care 

 

NHMH collaborating organizations, engaged in the development of these comments, include: 

American Association on Health and Disability 

Clinical Social Work Association 

International Society for Psychiatric Mental Health Nurses 

Lakeshore Foundation 

Policy Center for Maternal Mental Health (formerly 2020 Mom) 

 

Overview/Context:   

This is a time of major transition in healthcare, including a new focus on meeting the health needs of 

patients with physical and behavioral co-morbidity through delivery of effective, evidence-based  

integrated care. The challenges of integrated care to our health system include: (1) system-wide change 

in both policy and practice, (2) applying new approaches and technologies, (3) leading to a meaningful 

and balanced evidence base, and (4) investment in capabilities for data collection and management for 

quality and efficiency measurement and reporting. 

Given this backdrop and given that SAMHSA is the HHS unit most directly responsible for developing and 

promoting behavioral health, and providing technical assistance for those services, we were 

disappointed at the Priority 4 Integrating Behavioral and Physical Health Care section on Integrating (pp. 

27-30).  Specifically, its lack of strategic perspectives, ideas for new collaborative and cooperative 

working relationships with relevant federal agencies partners and departments, and a lack of specificity 

in the goals that were discussed. 

The definition of integrated care we recommend is: care that consists of a practice team of primary care 

and behavioral health clinicians working together with patients and families, using a systematic, 

evidence-based, cost-effective approach to provide patient-centered care for a defined population.  We 

recognize SAMHSA’s desire to avoid a ‘one size fits all’ approach, however we aim for a more meaningful 

and concrete definition to convey a message to the behavioral health and general health care fields of 

the elements that all of healthcare should be working towards, regardless of payer, medical specialty, or 

service setting. 
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Four building blocks are essential to advance integrated care:  standards, payment, workforce, 

technology.  All should be addressed in the SAMHSA draft plan as specifically applied to bidirectional 

integrated care. Standards to define integrated care and a core set of integrated service elements and 

quality and performance metrics; payment to build on alternative payment models to drive large-

volume integrated care; workforce to expand, train, educate and diversify the health workforce able to 

deliver integrated care; and technology to promote use of electronic health records, telehealth, mobile 

apps, data analytics and infomatics, and other technologies supportive of integrated care.    

Currently there are eight consensus service components comprising integrated care: 

screening and referral    self-management of health needs 

ongoing care management   tracking/exchanging info among providers 

team-based care    assessing SDOH and links to services 

measurement-based care   systematic QI using agreed quality metrics 

This core set aligns payer, provider and patient expectations across settings where integrated care is 

implemented, allowing HHS to align the core elements across SAMHSA and other relevant agencies.  

HHS should be working with stakeholders to identify ongoing and future sets of standardized quality and 

performance metrics for practices integrating behavioral health across all programs. 

Federal Agencies Coordination: 

A strategic approach at the federal administrative level is needed in order to provide whole person, 

integrated care.  SAMHSA spurred, along with HRSA (and NHMH), the seminal first HHS Federal Partners 

Integrated Care Meetings of June 22-23, 2017 titled: “State of the Art - Research, Models, Promising 

Practices and Sustaining Integrated Care.”  Unfortunately, no follow up meetings have taken place in the 

ensuing six years; we encourage SAMHSA to continue this coordination and cross-fertilization initiative. 

The SAMHSA strategic plan should recognize and clearly state SAMHSA’s intention to meaningfully 

collaborate and coordinate bidirectional integration work with the following entities: 

 ACL’s quality measurement work focused on Medicaid HCBS programs 

 AHRQ’s Evidence-based Practice Center Systematic Review Research Project in relation to 

                  Strategies for Integrating Behavioral Health and Primary Care 

              CMS/CMMI integrated care demonstration projects  

              CMS Medicaid Medical Homes program 

              CMS MMCO 

              CMS Center for Clinical Standards and Quality 

              CMS Disability and Elderly Health Programs Group (DEHPG) work on Medicaid HCBS programs 

              HRSA programs (see below re CCBHC-FQHC coordination). 

As part of the is federal-level strategic approach, HHS should be tasked to develop a Federal Strategic 

Plan for Bidirectional Integrated Care drawing upon all relevant divisions.  This Federal Strategic Plan 

should be publicly available and should detail how SAMHSA and other agencies will establish an 

interagency working group specifically focused on promoting and advancing integrated care.   
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This working group should participate in HHS efforts to identify core elements of integrated care and 

quality measures for integration, as quality measurement is the first step in delivering effective care for 

behavioral health patients. This will ensure that those elements are seeded throughout programs, and 

with follow up, coordinated technical assistance, and financing.  The working group should develop 

recommendations for States to assist with integrative care funding models such as blended funding from 

various HHS funding streams into a single funding pool. 

Interagency collaborative funding can also strengthen coordination and reduce fragmentation between 

otherwise siloed programs serving the same individual.  The working group’s proposals should aim to 

improve the beneficiary experience and remove barriers to accessing physical and behavioral care such 

as housing, transportation, job skills training, nutrition and other health-related social needs. 

We would also like to see the integration section of the SAMHSA draft strategic plan identify the 

challenges currently faced when appropriately and effectively serving persons with co-occurring 

conditions, including: Persons with Co-Occurring Mental Illness and Substance Abuse Disorders; Persons 

with Co-Occurring Mental Illness and Chronic Medical Conditions; Persons with Co-Occurring Mental 

Health and Intellectual and Other Developmental Disabilities; and Persons with Co-Occurring Behavioral 

Health Conditions and Disabilities. 

CCBHCs and FQHCs: 

Omitted from the Priority 4 section was any information on how SAMHSA plans to work with the Health 

Resources and Services Administration (HRSA) to foster and incent greater coordination and integration 

between certified community behavioral health centers (CCBHCs), administered by SAMHSA and 

federally qualified health centers (FQHCs), administered by HRSA, both involved in integration of 

physical and behavioral health services.  There are approximately 340 CCBHCs and 1,362 FQHCs in the 

country serving 326,000 and 30 million Americans respectively. 

SAMHSA could work to encourage, where appropriate, partnerships for integration between CCBHCs 

and FQHCs to provide a more comprehensive range of services and improve care delivery for co-morbid 

patients, and promote an integrated team-based approach.  We recommend this be done through a 

voluntary bonus payment, that is, CCBHCs that integrate or partner more closely with FQHCs, become 

eligible for a bonus payment. 

Further, CCBHCs should be required to report on additional physical health measures tracked in their 

centers.  Currently SAMHSA requires CCBHCs to report on 9 quality measures and requires States to 

report on 12 quality measures - only 4 of the former, and 1 of the latter, focus on physical health.  To 

support integration SAMHSA should increase the number of physical health measures with the CCBHC 

demonstration’s mandatory reporting requirements, and enforce that requirement.  Technical 

assistance should be available to CCBHCs to help them meet this new requirement.  SAMHSA could also 

work with entities that are already convening collaboratives to support CCBHCs with data collection and 

reporting. 
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The CCBHC program has some significant flaws, for example requiring only ‘screening and referral’ with 

no real accountability for a successful referral that is timely and effective addressing the patient’s health 

status and improvement.  That is a problem SAMHSA should address as soon as practicable. 

All behavioral health quality measures should be examined for their possible use in general health and 

primary care settings.  All primary care health promotion quality measures should be examined for their 

possible use in behavioral health quality measures.  Both behavioral health and general health/primary 

care settings and sectors should prioritize, as CMS has done, patient-reported outcomes (PROs) and 

patient-reported outcome performance measures (PRO-PMs).  Ideally, over time, most PROs and PRO-

PMs should use the same questions and topics 

Integrated Workforce: 

Successful medical and behavioral health care integration depends on the availability of a sustainable, 

specially trained workforce.  Yet, while the opioid epidemic and COVID pandemic have shown the need 

to significantly increase access to behavioral health services, the reality is a lack of trained clinical staff 

(and it takes a team) in integrated primary and behavioral health settings.   

Removing barriers to providing integrated, team-based care could include innovative consultative 

approaches. Currently HRSA receives funding for statewide ‘primary care-to-psychiatric’ consultative 

services.   Might not SAMHSA consider new innovative approaches for ‘specialty behavioral health-to-

general medical’ consultative services?  We query whether this possibility has been explored and 

whether plans are underway to develop such a ‘reverse integration’ consultative services. 

Priority must be given to continuing education programs for behavioral health providers to work in 

integrated settings, as well as providing and improving specialized integrated care education for new 

behavioral health providers. These training and workforce expansion efforts should also meaningfully 

involve certified peer specialists. 

Technology: 

We did not see reference in the Priority 4 text to strategies to enable greater integrated care by 

increasing the utilization of appropriate health information technology (EHRs, patient registries, case 

management tracking systems) among behavioral health providers.  Substantial investments will have to 

be made by medical and behavioral providers in data collection and HIT capabilities to manage patient 

data necessary for quality and efficiency measurement and reporting. There should also be required 

inclusion of common behavioral health terminology in integrated HIT equipment. 

Other technology areas that should be part of SAMHSA’s integrated care strategies include leveraging 

mobile health technology for patient engagement within integrated settings, addressing barriers to 

technology-assisted communications systems as part of integrated care, and support for expansion of 

patient data privacy protections for all behavioral health apps. 
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Conclusion: 

The majority of patients in the U.S. with behavioral health conditions (including some with serious 

mental illness) go to medical settings for all their healthcare. SAMHSA’s remit now includes interagency 

collaboration to further delivery of behavioral health care in primary care, and physical health care in 

behavioral health settings.  SAMHSA should be playing its part, in collaboration with its sister federal 

agencies and departments, in the health system-change towards a new paradigm of whole person 

integrated, coordinate medical and behavioral health coordinated care. 

 

With best regards, 

 

NHMH – No Health without Mental Health 

Florence C. Fee, J.D., M.A., Executive Director 

American Association on Health & Disability 

E. Clarke Ross, D.P.A., Public Policy Director 

Clinical Social Work Association 

Laura W. Groshong, LICSW, Director, Policy and Practice 

International Society for Psychiatric Mental Health Nurses 

Sally Raphel, Policy Committee Chair 

Lakeshore Foundation 

E. Clarke Ross, D.P.A., Washington, D.C. Representative 

Policy Center for Maternal Mental Health (formerly 2020 Mom) 

Sarah Johanek, Policy Project Manager 

 

 

Attachment:   

 HHS Federal Partners Integrated Care Meeting, June 22-23, 2017 Agenda 

               

 

 

 

 


