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INTRODUCTION

Over the past decade in Rhode Island, Integrated Behav-
ioral Health (IBH) has shifted from a proof of concept to an 
operational necessity as primary care faces rising behavioral 
health needs, workforce instability, and increasing clini-
cal complexity. This commentary advances the premise 
that IBH is most effective and sustainable when embedded 
within stable, advanced primary care (APC) systems. Draw-
ing on Rhode Island’s experience as an early adopter of IBH 
through the Care Transformation Collaborative of Rhode 
Island (CTC-RI) and PCMH-Kids, there is a fundamental 
connection between IBH and primary care. As IBH strength-
ens primary care’s capacity to manage complexity, so does 
primary care’s stability provide the clinical, operational, 
and financial conditions required for IBH to flourish. Rhode 
Island’s experience offers a practical perspective on both the 
promise of integration and the risks of scaling IBH without a 
strong primary care foundation.

IBH AS A FUNCTION OF ADVANCED PRIMARY CARE

The purpose of IBH is to integrate behavioral health clini-
cians into primary care teams to deliver brief, evidence- 
based interventions, support shared decision-making, and 
address psychosocial drivers of health at the point of care.1 
Evidence from IBH models documents improvements in 
care processes and clinical outcomes for adults receiving 
mental health services in primary care settings2; similar 
benefits have been demonstrated for pediatric populations 
through collaborative-care approaches that improve behav-
ioral health symptoms and engagement.3 Recent primary 
care research further indicates that practices with higher 
degrees of behavioral health integration report better patient 
outcomes, reinforcing the relationship between the level 
of integration and clinical quality across adult and family 
medicine settings.4 However, these outcomes are contingent 
on primary care practices having the infrastructure to sup-
port team-based workflows, population management, and 
measurement-based care as a routine skill, rather than a  
reporting and funding requirement.5 

Recent evidence highlights that the most immediate and 
measurable effects of IBH occur at the level of care delivery. 
Practices receiving structured IBH support demonstrated 
significantly higher levels of integration compared with 

practices providing behavioral health services as usual,6 
which suggests that IBH functions as a catalyst for strength-
ening team-based care within primary care. Advanced pri-
mary care (APC) models, distinct from, but inclusive of the 
key features of patient-centered medical homes (PCMH), 
including a common contract with payers for supplemen-
tal payments to support care management/care coordination 
resources, quality reporting, and primary care transforma-
tion, represent a more mature stage of primary care trans-
formation.7,8 APC centers around team-based care that 
incorporates proactive, population health management; 
systematic care coordination across settings; routine use 
of data for measurement-based improvement; and payment 
models that support traditionally non-billable work, such 
as care navigation, consultation, and team collaboration. 
While PCMH recognition established important structural 
and process standards, APC reflects sustained operational 
and financial alignment required in managing complex, 
longitudinal patient needs. Furthermore, APC provides 
the operational backbone required for IBH to function as 
an integrated, team-based service, rather than as an ancil-
lary program.7,8 Rhode Island’s experience underscores that 
integration is not an add-on service, but a core function of  
transformation in primary care.

CTC-RI AND THE EVOLUTION  

OF IBH IN RHODE ISLAND

Founded in 2008, the Care Transformation Collaborative of 
Rhode Island (CTC-RI) is a statewide, multi-payer, public–
private partnership designed to advance comprehensive pri-
mary care transformation. The 2015 merger with PCMH-Kids 
established a unified infrastructure supporting pediatric and 
adult primary care, with an explicit emphasis on IBH across 
the lifespan.7 Through aligned payment models, learning 
collaboratives and practice facilitation, IBH is positioned as a 
foundational component of advanced primary care [Figure 1].

A defining feature of CTC-RI’s approach to IBH has been 
practice facilitators with subject-matter expertise focused 
on both clinical integration and operational redesign. Eval-
uation of IBH practice facilitation within Rhode Island 
medical homes demonstrated significant increases in levels 
of behavioral health integration over time, with practices 
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Figure 1. Timeline of CTC-RI Integrated Behavioral Health (IBH) Initiatives, 2016–2023, depicting evolution of IBH initiatives supported by CTC-RI and 

PCMH-Kids. 

achieving practice-led integration goals rather than uniform 
benchmarks.9 

To strengthen consistency and address training gaps, 
CTC-RI developed a structured, IBH practice facilitator 
training model, emphasizing shared competencies, role 
clarity, and supervision within primary care. These efforts 
addressed a well-documented gap in professional training, 
as both medical and behavioral health education programs 
often underprepare clinicians for generalist, team-based 
practice in integrated settings.10

CLINICAL, OPERATIONAL, WORKFORCE  

IBH LESSONS

Consistent with national patterns, Rhode Island’s IBH ini-
tiatives expanded access to behavioral health support within 
primary care, and increased use of brief, targeted interven-
tions, particularly in pediatric settings, where early iden-
tification can alter long-term trajectories.3 These gains, 
however, are closely tied to primary care stability. Primary 
care in Rhode Island has experienced significant disruption 
related to provider shortages, comparatively low-payment 
rates relative to neighboring states, and rising cost pressures 
affecting practice sustainability and access.11

Evidence consistently shows that successful implementa-
tion of integrated mental health models depends on stable 
staffing, reliable workflows, training capacity, and func-
tional health information system exchange within primary 
care.2 When practices experience high turnover, productiv-
ity pressure, or unstable financing, IBH clinicians are less 
able to function effectively. In particular, Federally Qualified 
Health Centers (FQHCs) across Rhode Island served as IBH 

early adopters and, while initially setting the standard, strug-
gled to sustain efforts in spite of loan repayment options, 
training within various IBH models, and peer support groups 
offered across the state through CTC-RI.  

Workforce challenges further complicated scalability. 
Beyond discipline-specific skill gaps, research shows the 
importance of teamwork and collaboration between team 
members with different professional roles, and the impor-
tance of training to teach teamwork skills essential to inte-
grated care delivery.12 Rhode Island’s experience suggests 
that investing in shared training across disciplines, supervi-
sion for those new to their roles, and facilitation from con-
tent experts and quality improvement leads is as critical as 
funding clinical positions, and not sufficient to ensure sus-
tainability. Training specifically focused on interdisciplinary 
team-based care in a medical setting has been shown to have 
the most utility across CTC-RI initiatives, and is often the 
missing link between implementation and sustainability.

FINANCIAL AND POLICY IMPLICATIONS

Rhode Island’s multi-payer environment, anchored by the 
Office of the Health Insurance Commission (OHIC) and 
Medicaid, positioned Rhode Island as an early national leader 
in primary care transformation. Affordability standards were 
created and aimed at requiring commercial health plans to 
participate in primary care innovation designed to improve 
healthcare affordability. These standards directed the adop-
tion of the PCMH, advancing use of CurrentCare, (Rhode 
Island’s health information exchange), and comprehensive 
payment reform across the delivery system. This alignment 
of policy and payer participation created the conditions for 
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early experimentation with IBH through aligned incentives 
and shared pilot funding.11 Recent outcome data indicates 
that practices achieving higher levels of behavioral health 
integration report better patient outcomes,4 suggesting the 
role that financing may play to enable deeper integration and 
further enhance clinical quality. Yet long-term sustainability 
remains constrained by payment models that inadequately 
support team-based care. Both IBH and primary care rely on 
care coordination and population management, which are 
inadequately reimbursed under current fee-for-service pay-
ment structures.8 Even within the health center model of 
stable, prospective payment system (PPS) rates, in which 
IBH services were included, costs related to the non-billable 
members of the team that are critical could not make up 
for the costs needed to continue providing high-functioning, 
team-based care services. If primary care provides the foun-
dation for increased and predictable revenue streams suffi-
cient to support team-based, non-visit-based care, IBH can 
be positioned to sustain.

CONCLUSION

Rhode Island’s decade of experience demonstrates that IBH 
is most effective when treated as a core function of APC, 
rather than as an add-on. National trends increasingly 
frame integrated care as a response to rising clinical com-
plexity, whole-person care expectations, and system strain, 
with emphasis on outcomes rather than on discipline-spe-
cific models of delivery.1 Multiple behavioral health roles, 
including psychologists, social workers, psychiatrists and 
community health workers, represent one component of 
this transformation, contributing essential team-based care 
designed to address medical and behavioral needs together. 
The evidence from Rhode Island aligns with this national 
trajectory: IBH improves access, normalizes behavioral 
health within routine care, and enhances system efficiency, 
but only when primary care infrastructure is stable and  
adequately financed.7

Looking forward, the central question is not whether IBH 
should be pursued, but whether primary care systems are 
designed to enable it. Moving from pilot-driven experimen-
tation to sustainable system design will require alignment 
in training pathways, outcome measurements, and pay-
ment reform that recognizes integrated care as foundational. 
Rhode Island’s experience suggests that when primary care 
stability is prioritized, integrated behavioral health can 
move from promise to permanence. Absent renewed and 
increased investment in primary care infrastructure, Rhode 
Island risks losing the integration gains achieved over the 
past decade, and transforming IBH from a core function back 
into a series of fragile pilots.

References

1.	 DeAngelis T. Trends in integrated care: Opportunities for psy-
chologists. Monitor on Psychology. American Psychological 
Association. 2026.   https://www.apa.org/monitor/2026/01-02/
trends-integrated-care-opportunities-psychologists

2.	 Isaacs AN, Mitchell EKL. Mental health integrated care mod-
els in primary care and factors that contribute to their effec-
tive implementation: A scoping review. International Journal 
of Mental Health Systems. 2024;18(5). https://doi.org/10.1186/
s13033-024-00625-x

3.	 Asarnow JR, Rozenman M, Wiblin J, Zeltzer L. Integrated med-
ical–behavioral care compared with usual primary care for child 
and adolescent behavioral health: A meta-analysis. JAMA Pedi-
atrics. 2015;169(10):929–937. https://doi.org/10.1001/jamapedi-
atrics.2015.1141

4.	 Littenberg B, Bonnell L, Callas P, Hitt J, Macchi, CR, Martin 
M, McEntee M, Mullin D J, Rose GL, van Eeghen C. Degree of 
behavioral health integration and patient outcomes. Journal of 
the American Board of Family Medicine. 2025;38(5):834–845. 
https://doi.org/10.3122/jabfm.2025.250052R1 

5.	 Serrano N, Bosak K, Green-Otero S, Hemesath K, Clemency 
Cordes C, Sieber WJ,  Haddick D. Beyond the checkbox: De-
veloping measurement-based care as a clinical skill in PCBH. 
Journal of Health Service Psychology. 2025;51:167–174. https://
doi.org/10.1007/s42843-025-00142-6 

6.	 Stephens KA, van Eeghen C, Zheng Z, Anastas T, Ma KPK, Pra-
do MG, Clifton J, Rose G, Mullin D, Chan KCG, Kessler R. In-
tervention stage completion and behavioral health outcomes: 
An integrated behavioral health and primary care randomized 
pragmatic trial. Journal of the American Board of Family Med-
icine. Advance online publication. 2025. https://pmc.ncbi.nlm.
nih.gov/articles/PMC11772036/

7.	 Yeracaris P, Campbell S, Coleman M, Cabral L, Hurwitz D. Ad-
vancing comprehensive primary care in Rhode Island: The Care 
Transformation Collaborative. Rhode Island Medical Journal. 
2019;102(6):24–28. PMID: 31167524.

8.	 Miller BF, Ross KM, Davis MM, Melek SP, Kathol RG. Payment 
reform in the patient-centered medical home: Enabling and sus-
taining integrated behavioral health care. American Psycholo-
gist. 2017;72(1):55–68. https://doi.org/10.1037/a0040448

9.	 Roderick SS, Burdette N, Hurwitz D, Yeracaris P. Integrated be-
havioral health practice facilitation in patient-centered medical 
homes: A promising application. Families, Systems, & Health. 
2017;35(2):227–237. https://doi.org/10.1037/fsh0000273

10.	Kinman CR, Gilchrist EC, Payne-Murphy JC, Miller BF. Pro-
vider- and practice-level competencies for integrated behavior-
al health in primary care. Agency for Healthcare Research and 
Quality. 2015.

11.	Rhode Island Office of the Health Insurance Commissioner. 
Primary care in Rhode Island: Current status and policy rec-
ommendations. Dec. 2023. Rhode Island Office of the Health 
Insurance Commissioner. https://ohic.ri.gov/sites/g/files/xkg-
bur736/files/2023-12/Primary%20Care%20in%20Rhode%20
Island%20-%20Current%20Status%20and%20Policy%20Rec-
ommendations%20December%202023.pdf

12.	Berrett-Abebe J, Novella J, Pagnotta M. Prism model: Factors that 
influence teaming in behavioral health from the perspectives of 
interprofessional clinicians. Journal of Behavioral Health Ser-
vices & Research. 2025;1(23). https://doi.org/10.1007/s11414-
025-09964-0

Author

Nelly Burdette, PsyD, Chief Clinical Officer, CTC-RI, Providence, 
RI; Integrated Behavioral Health Psychologist, Blackstone Valley 
Community Health Center, Central Falls, RI. 

Disclosures

The author reports leadership involvement with the Care Trans-
formation Collaborative of Rhode Island initiatives discussed in 
this commentary. The author is employed at Blackstone Valley 
Community Health Center, a Federally Qualified Health Center. 
Programs referenced in this commentary were supported through 
multi-payer and grant-funded initiatives. The author reports no 
personal financial conflicts of interest.

Correspondence

Nelly Burdette, PsyD
nburdette@ctc-ri.org

BEHAVIORAL HEALTH

24M A Y  2 0 2 6   R H O D E  I S L A N D  M E D I C A L  J O U R N A L   R I M J  A R C H I V E S  |  M A Y  I S S U E  W E B P A G E  |  R I M S

https://www.apa.org/monitor/2026/01-02/trends-integrated-care-opportunities-psychologists
https://www.apa.org/monitor/2026/01-02/trends-integrated-care-opportunities-psychologists
https://url.us.m.mimecastprotect.com/s/6hWYCDkn0mu5kq8fkuAHjEv9B?domain=doi.org
https://url.us.m.mimecastprotect.com/s/6hWYCDkn0mu5kq8fkuAHjEv9B?domain=doi.org
https://url.us.m.mimecastprotect.com/s/uzNYCxk4lJu13kWC8fAHy79t3?domain=doi.org
https://url.us.m.mimecastprotect.com/s/uzNYCxk4lJu13kWC8fAHy79t3?domain=doi.org
https://doi.org/10.3122/jabfm.2025.250052R1
https://doi.org/10.1007/s42843-025-00142-6
https://doi.org/10.1007/s42843-025-00142-6
https://pmc.ncbi.nlm.nih.gov/articles/PMC11772036/
https://pmc.ncbi.nlm.nih.gov/articles/PMC11772036/
https://url.us.m.mimecastprotect.com/s/fUTICG6q9pu1QkzCYFgHBSfSG?domain=doi.org
https://url.us.m.mimecastprotect.com/s/Q7jHCJ6wPvuqDZjfkH1Hyki4p?domain=doi.org
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2023-12/Primary%20Care%20in%20Rhode%20Island%20-%20Current%20Status%20and%20Policy%20Recommendations%20December%202023.pdf?utm_source=chatgpt.com
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2023-12/Primary%20Care%20in%20Rhode%20Island%20-%20Current%20Status%20and%20Policy%20Recommendations%20December%202023.pdf?utm_source=chatgpt.com
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2023-12/Primary%20Care%20in%20Rhode%20Island%20-%20Current%20Status%20and%20Policy%20Recommendations%20December%202023.pdf?utm_source=chatgpt.com
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2023-12/Primary%20Care%20in%20Rhode%20Island%20-%20Current%20Status%20and%20Policy%20Recommendations%20December%202023.pdf?utm_source=chatgpt.com
https://url.us.m.mimecastprotect.com/s/UQBTCyPgmKFrRZBFMh7Hxjsd5?domain=doi.org
https://url.us.m.mimecastprotect.com/s/UQBTCyPgmKFrRZBFMh7Hxjsd5?domain=doi.org
mailto:nburdette%40ctc-ri.org?subject=
http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2026-05.asp
https://www.rimedicalsociety.org

	COVER
	CONTENTS-Theme: BH
	CONTENTS–BH continued, Public Health
	CONTENTS–Features, News
	BH-McLaughlin, Fenn, Wallace
	BH-Pievsky
	BH-Boergers
	BH-Cantor
	BH-Burdette
	BH-Manning
	BH-Lewkowitz
	BH-Tezanos
	BH-Tirrell
	BH-Czech
	BH-Manning
	BH-Conyers
	HEALTH-Garrett
	HEALTH–Vital Statistics
	RIMS NEWS
	NEWS
	PEOPLE/PLACES
	OBITUARIES

