
Behavioral health integration is often described as a workflow change, but in practice it’s a relationship change. It
asks primary care clinicians, behavioral health clinicians, and care managers to coordinate around the same person,
not in parallel tracks that only intersect when a crisis forces them to.

In real clinics, the hardest part is rarely clinical knowledge. It’s the “how we do work together” part: who notices
what, who owns the next step, how fast information moves, and how to respond when the plan meets resistance
from the patient, the system, or both. Good care management is the bridge that turns integration from an
aspiration into predictable daily practice.

What care management actually does in integration
In a behavioral health integrated model, care management is the connective tissue between screening,
assessment, treatment, and follow-up. Depending on the setting, care management might be housed in primary
care, a community mental health center, a health plan, or a hybrid team. But the core function is consistent: care
management tracks needs over time and helps ensure that care doesn’t stall after the first appointment, the first
referral, or the first medication start.

Care managers are not simply “resource navigators.” They typically coordinate scheduling, ensure that labs and
monitoring happen when relevant, monitor adherence and barriers, support relapse prevention planning, and help
clinicians adjust the plan when the initial approach doesn’t land. They also translate between cultures. Primary care
is often time-boxed and problem-focused. Behavioral health can be slower to build trust and may require flexible
engagement. A good care manager knows how to hold both perspectives without turning either into a
performance.

A common pattern I’ve seen: a clinic implements depression and anxiety screening, generates a list of positive
results, and then treats the workflow as done once patients are referred. That’s not integration, it’s triage. Care
management closes the loop. It ensures that referral outcomes are known, that follow-up is not optional, and that
the patient’s lived experience shapes the care plan.

The “integration” problem most teams underestimate
Integration fails for reasons that look administrative but behave clinically.

One is ambiguity in ownership. If a patient screens positive for symptoms, who is responsible for the next two
weeks of care? The primary care clinician? The behavioral health therapist? A care manager? The answer has to be
explicit, or the work gets stuck in the cracks between departments.

Another is mismatched time horizons. Behavioral health issues often require continuity and a tolerance for slower
progress. Primary care workflows often reward rapid resolution and quick closure. When those timelines collide,
patients feel it. They end up bouncing between appointments that acknowledge symptoms but do not
consistently change the experience of care.

Finally, systems tend to reward documentation rather than outcomes. Teams may measure completion rates for
screening, referrals, and handoffs. Those are useful metrics, but they can hide the fact that patients are still not
getting timely assessment, not starting evidence-based interventions, or not receiving adequate follow-up.

Care management counters these failure modes by keeping the patient’s thread of care intact. Instead of asking
whether the system produced a referral, care management asks whether the patient’s treatment pathway moved
forward and whether symptoms and functioning improved enough to justify the next adjustment.



Start with a shared map of the pathway
Even before you assign roles, the team needs a pathway that everyone can visualize. Not a perfect flowchart, just a
shared understanding of what happens after screening and after an intervention starts.

A practical pathway often includes these stages:

First, identification through screening or clinician concern. Second, timely assessment that is specific enough to
guide treatment, not just descriptive. Third, initiation of treatment, whether that’s therapy, medication
management, or structured support. Fourth, follow-up and measurement, so the care plan can change based on
response. Fifth, relapse prevention and coordination for higher-risk periods.

Where teams get stuck is in the transitions between these stages. The pathway needs “handover points” with
named responsibilities. For example, “primary care identifies risk and flags to care management the same day” is
different from “someone will review this in the weekly meeting.” The latter might be fine when risk is low and
caseload is small, but it becomes dangerous when the caseload is large or when risk escalates.

A helpful discipline is to define the smallest acceptable loop. If you cannot answer “what happens next” within a
predictable timeframe for common scenarios, integration will feel random to patients and exhausting to staff.

Care manager roles that actually work
Care managers can wear many hats, but integration is most stable when roles are defined in terms of decisions
and actions, not generic job descriptions.

In my experience, effective care managers contribute across four dimensions:

Clinical support. Care managers may help monitor symptom trajectories, medication adherence, and
appointment attendance. They often coordinate between medication changes and therapy engagement, especially
during the early weeks when side effects and motivation can make progress fragile.

Operational reliability. They reduce lost follow-up by confirming appointments, sending reminders, and
addressing logistical barriers like transportation, childcare, or language access. They also help confirm that referrals
were received and scheduled, rather than assuming that sending a referral equals completion.

Patient engagement and coaching. Care managers frequently help patients translate treatment plans into day-
to-day routines. They are not replacing therapists, but they can reinforce coping strategies and encourage
consistent participation. This is where lived experience matters most. Patients often tell you that the plan made
sense until it met their reality. A good care manager helps bridge that gap.

Risk awareness and escalation. When patients report worsening symptoms, safety concerns, or medication
nonadherence, care management provides a structured response. Escalation pathways are essential, including
when to notify a clinician immediately versus when to adjust the plan through a normal workflow.

It’s tempting to make care managers “do everything,” especially when staffing is lean. The trade-off is role
confusion. If the care manager becomes the default crisis contact for every issue, the team burns out, and
response times get slower where they should be faster. Integration needs clear thresholds for escalation and a
realistic view of caseload capacity.

The nuts and bolts: how information flows
Information sharing is where behavioral health integration can either thrive or collapse. The biggest temptation is
to treat communication as “we have the same electronic record.” Access matters, but it isn’t the whole story. The



more important question is how information arrives in time to influence decisions.

Three practices tend to make a difference:

1. Define what gets shared, not just that it gets shared. For example, sharing the screening score is less
useful than sharing what the score means for next steps, the patient’s stated preferences, and any barriers to
follow-through.

2. Create a consistent cadence. Integration can’t rely on spontaneous conversations. Weekly or biweekly
huddles, brief check-ins after medication starts, or case reviews tied to caseload cycles reduce reliance on
memory and informal urgency.

3. Use structured handoffs for high-impact moments. A high-risk follow-up or a medication initiation should
trigger an “event-based” workflow. “Someone will notice later” is rarely enough.

When teams get this wrong, patients experience it as discontinuity. A patient may describe a medication change
that is not in anyone’s notes. A therapist may have learned key triggers that the primary care team never hears.
Or primary care might observe a side effect and adjust nothing because the team lacks a shared view of who is
monitoring and when.

Good care management corrects this by maintaining a current view of the plan. It’s not that care managers store
all clinical knowledge. It’s that they keep the team oriented to what is currently happening and what is supposed
to happen next.

Joint problem-solving, not parallel documentation
Care integration can become performative if everyone documents in their own system but never coordinates
clinically. The goal is not more charting. The goal is fewer missed actions and a clearer plan.

A pattern that often improves outcomes is a shared “response review.” After a treatment starts, the team reviews
response in a structured way. Not every clinic will use standardized instruments, and not every patient can handle
frequent questionnaires. But the idea is consistent: the team uses some form of measurement and some direct
patient feedback to decide whether the plan is working.

The care manager’s role in response review is medical coding software programs usually to anchor the
discussion in real-world barriers. Patients may be “engaged” on paper but not practicing the coping plan. They
might be attending therapy but not yet building skills. They might be taking medication inconsistently because of
sleep schedule changes or side effects that are manageable but not communicated.

When care management brings these details into the clinician conversation, the team can adjust sooner and more
precisely. That reduces the frustration clinicians feel when symptoms don’t move, and it reduces the frustration
patients feel when the plan seems disconnected from their experience.

Practical scenarios that show the value

Scenario 1: depression after a missed follow-up

A patient screens positive for depression in primary care. The clinic refers to behavioral health. The referral gets
“submitted,” but no one checks whether the patient is scheduled. Two months later, the patient is back in primary
care, still struggling, and now also dealing with missed work and worsening sleep.

https://www.alpacahealth.io/provider-resources/medical-coding-software-programs


A care management approach changes the story early. The care manager confirms the appointment within days,
verifies any insurance or authorization needs, and offers a bridge plan while waiting for therapy. That bridge might
include short-term behavioral strategies, safety planning language, and check-ins timed to the waiting period.

Even if therapy begins later than expected, the patient feels less abandoned. The clinician also has information to
adjust. Instead of “the patient was referred,” the team can say, “the patient has not yet started therapy because of
a scheduling gap, and we adjusted accordingly.”

Scenario 2: anxiety symptoms and somatic complaints

Patients with anxiety often present with physical complaints: headaches, chest tightness, gastrointestinal
discomfort, fatigue. Primary care clinicians can evaluate and rule out urgent concerns, but anxiety can linger even
when tests are normal.

In integrated models, care management helps connect the patient’s experience to a coherent plan. The care
manager may coordinate communication between primary care and behavioral health so that both sides
understand what the patient is experiencing and what interventions are underway. They also help the patient
identify triggers and the coping skills already recommended.

This avoids a cycle where primary care repeatedly evaluates the same symptoms without a sustained behavioral
health pathway, and it avoids a cycle where behavioral health ignores physical concerns that genuinely affect
functioning.

The trade-off is time. Care management coordination takes staff hours. But in practice, it often reduces repeated
evaluations and improves patient trust because care feels connected.

Scenario 3: medication initiation with limited follow-up capacity

When a clinician starts an antidepressant or adjusts a mood stabilizer, early follow-up matters. Side effects,
activation, sedation, or adherence barriers can derail progress quickly. Many clinics schedule follow-up but lack the
capacity to ensure it happens.

Care management can fill that gap by confirming the follow-up appointment, checking for side effects, and
coordinating with the prescribing clinician if the patient reports concerning symptoms. This is especially important
when patients face barriers like transportation or inconsistent work schedules.

The main judgment call is escalation threshold. Care managers cannot decide medication changes, but they need a
clear script for when to alert the prescriber. That script should be based on clinical risk and patient-reported
symptoms, not on convenience.

Caseload, staffing, and the real limits
Integration is limited by time. That sounds obvious, but it’s where many programs overpromise.

Caseload size depends on acuity. A care manager working with high-risk patients, frequent follow-ups, and multi-
provider coordination will have a lower sustainable caseload than a care manager handling lower-risk depression
care with stable follow-up plans.

Quality also depends on how often care management contacts patients. Too many touchpoints can feel intrusive
and lower engagement, especially for patients who are already overwhelmed. Too few touchpoints can make the
plan feel optional.



When designing care management, teams should ask a blunt question: if the care manager’s caseload doubled,
what would break first? The answer might be appointment confirmation, follow-up calls, or escalation
responsiveness. Knowing the weak point upfront helps teams plan training, backup coverage, and workflow
simplification.

Training care managers for integrated practice
Care management in behavioral health integration is not just scheduling and paperwork. It requires training in risk
recognition, motivational communication, and coordination skills.

Training should cover:

How to interpret screening results in context. Scores can guide urgency, but clinical judgment and patient
narrative drive next steps.

Communication etiquette across disciplines. Primary care and behavioral health use different language.
Care managers bridge that difference without diluting clinical meaning.

Safety planning and escalation pathways. Staff need clear instructions on what to do when patients
express suicidal ideation, severe substance-related risk, or psychosis-related concerns.

Documentation that supports action. Notes should enable the next clinician or care manager to act quickly.

A common mistake is to train care managers only on behavioral health topics and not on primary care constraints,
or only on workflow and not on safety. Integration is where those two domains collide.

The hard edge cases
Integrated care often handles common conditions well, then breaks when complexity increases. A few edge cases
deserve explicit planning.

Substance use and co-occurring mental health

When substance use is present, integrated care must avoid simplistic framing. Patients are not “noncompliant” by
default, but they may have competing priorities and real physiological or social constraints. Care management can
support stability, coordinate appointments that align with recovery needs, and reduce friction when patients
relapse.

The trade-off is resource demand. Substance use care often requires more frequent follow-up and careful
coordination across services. Integration works best when the care manager has a clear referral pathway and a
realistic approach to what can be delivered within primary care versus what requires specialty support.

Personality disorders and chronic patterns

Patients with long-standing patterns can be challenging in any setting. Integrated models should avoid treating
chronicity as a reason to reduce support. Instead, care management can focus on predictable routines, consistent
communication, and clear boundaries that reduce conflict.

Care managers need supervision and consultation from clinicians because the “right” response often depends on
nuance, not just policy.

Trauma histories and appointment sensitivity



Trauma-informed care changes how you schedule, consent, and communicate. Care management can help by
offering choices, explaining what happens during visits, and preparing patients for transitions. It can also
coordinate accommodations such as longer intake, calmer environments, or flexible timing.

If integration ignores trauma sensitivity, patients may disengage not because they do not want help, but because
the process feels unsafe.

Measurement: what to track without losing the plot
Measurement matters, but the metrics should match what care management actually changes.

Screening completion rates are a useful starting point. Referral completion matters. But integration needs
measures that reflect follow-through and response.

Teams often struggle with measurement because outcomes can take time to improve. Depression symptoms
might not change within weeks even when the pathway is correct. Function and engagement might improve
before symptom scores shift.

Care managers help by tracking “process outcomes” that are closely tied to real care movement: time from
positive screen to appointment, time from medication start to follow-up, proportion of patients who complete at
least one behavioral health visit, and the frequency of contact during waiting periods.

Then teams can layer in patient-centered outcome measures when feasible. Even a simple approach, like tracking
whether the patient reports improvement in a target area (sleep, functioning, panic frequency), can guide decisions
without turning care into a compliance exercise.

Building the team structure
There are several ways integrated programs organize teams, but the structure has to match the workflow.

Some teams place care managers in primary care clinics, where they can coordinate immediately after screening.
Others place care managers in behavioral health settings, where they can focus on referral outcomes and ongoing
therapy coordination. Hybrid models can work too.

Regardless of placement, integration needs shared rituals. A care manager needs protected time for case reviews.
Clinicians need a reliable way to request help or escalate concerns. Behavioral health clinicians need clarity about
what information they will receive from primary care and how that information will be used.

A key principle I learned the hard way: if the team structure is unclear, documentation will become the substitute
for communication. Everyone ends up writing to avoid being blamed, but the patient experiences the delay.

Communication scripts that keep relationships intact
You might think care management requires a “script.” In practice, the script should be a framework for consistent,
respectful communication.

For instance, when a referral is pending, the patient often asks, “Did you forget about me?” A care manager can
respond with transparency, “We are still working on getting you scheduled. Here is what we’re doing this week,
and here is what you can expect next.” That honesty reduces anxiety without making promises that the system
cannot keep.



When patients miss appointments, integrated teams often default to punitive messaging. Care management
should focus on barriers first. If the patient is overwhelmed, a gentle rescheduling plan may work better than a
hard deadline. If the patient is disengaged because of side effects or worsening symptoms, the response needs
clinical attention.

The best scripts sound like they come from a caring human who understands systems, not like a checklist.

Pay attention to the clinician-care manager interface
The clinician interface is where many programs run into friction. Primary care clinicians may feel that care managers
are adding tasks. Behavioral health clinicians may worry that care managers will steer clinical decisions.

This is solved by defining boundaries. Care managers can monitor and coordinate, but they should not
independently prescribe or deny care. In exchange, clinicians should provide clear guidance about what the care
manager can do without escalation.

A simple boundary agreement can prevent weeks of confusion. For example, care managers might handle
appointment scheduling, attendance outreach, and basic symptom check-ins. They may alert clinicians when risk
thresholds are met or when a patient reports medication side effects that require timely review. Clinicians make
medication decisions and risk assessments.

That division of labor protects clinical judgment and reduces stress for care managers.

Sustainability: integration requires routine, not heroics
Some integration programs succeed because staff care deeply and work extra hours in the early months. Then
funding changes, staffing shifts, or burnout hits, and the workflow reverts to referrals without follow-up.

Sustainability comes from building routine into the system.

Care management workflows should include consistent documentation and consistent outreach timing. The team
should have backup coverage when someone is out sick. Escalation rules should be written and practiced so staff
do not hesitate under pressure.

If integration depends on the strongest personalities, it is fragile. If integration depends on a clear workflow that
any trained staff member can execute, it is more resilient.

In practical terms, that means investing in training, supervision, and workflow refinement. It also means tracking
bottlenecks like authorization delays, appointment scarcity, or transportation barriers, then addressing them with
partners.

A short checklist for making care management integration work
Below is a compact set of decisions I recommend making early, because they determine whether integration holds
up when real patients show up with real complications.

Assign ownership for next steps after screening, including timeframes for common scenarios.

Build event-based workflows for medication starts and safety concerns, not just routine referrals.

Define escalation thresholds so care managers know when to notify clinicians immediately.

Create a shared cadence for case review so information moves before it becomes stale.

Track follow-through metrics that reflect care movement, not only documentation completion.



Where integration goes next
Behavioral health integration is not a static program. As teams mature, care management typically shifts from
“getting people into care” toward “supporting response and stability.”

That can mean expanding care management involvement during transitions, such as hospital discharge or changes
in living situation. It might involve closer monitoring for relapse risk, especially for patients with repeated crisis
episodes. It can also mean integrating family or support systems when appropriate, with consent and careful
attention to confidentiality.

The best integrated care management programs are not the ones with the most services. They are the ones where
the care pathway is coherent, the follow-up is predictable, and the patient feels that the system noticed them and
kept noticing.

When care managers do their work well, behavioral health integration stops being a concept and becomes a daily
experience: a plan that keeps moving, a team that communicates with purpose, and support that is present before
the next crisis.


