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http://www.hhs.gov/
http://www.samhsa.gov/
http://www.samhsa.gov/
http://www.hrsa.gov/index.html
http://www.hrsa.gov/index.html
http://www.integration.samhsa.gov/
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INTRODUCTION 

 

Despite the increasing national focus on integrated care, there is no single, widely recognized set 

of competencies on this service approach for either the behavioral health or primary care 

workforce.  To address this gap, the Substance Abuse and Mental Health Service Administration 

(SAMHSA) and the Health Resources and Services Administration (HRSA) charged the Center 

for Integrated Health Solutions (CIHS; www.integration.samhsa.gov) to identify and disseminate 

core competencies on integrated practice relevant to behavioral health and primary care 

providers.  The development of these competencies was performed by the Annapolis Coalition 

on the Behavioral Health Workforce (www.annapoliscoalition.org) under the auspices of CIHS. 

 

The core competencies developed through this project are intended to serve as a resource for 

provider organizations as they shape job descriptions, orientation programs, supervision, and 

performance reviews for workers delivering integrated care.  Similarly, the competencies are to 

be a resource for educators as they shape curricula and training programs on integrated care. The 

charge was to develop a “core” or “common” set of competencies broadly relevant to working in 

diverse settings with diverse populations. The competency sets are not intended to be setting or 

population specific. Their principal relevance is to the integration of behavioral health with 

primary care as opposed to the integration of behavioral health with specialty medical care.   

 

Workforce Sectors 
Behavioral health encompasses prevention, intervention, and recovery from mental health and 

substance use conditions.  Equally important, it focuses on promoting behaviors that support 

health and wellness.  This workforce, which is described in a previous SAMHSA funded report 

(http://www.annapoliscoalition.org/download_actionplan.aspx), is comprised of graduate trained 

professionals, direct care staff with on the job training and experience, and persons in recovery 

from behavioral health conditions.  This includes, but is not limited to: psychiatrists, 

psychologists, social workers, advanced practice psychiatric nurses, marriage and family 

therapists, addiction counselors, mental health counselors, psychiatric rehabilitation specialists, 

psychiatric aides and technicians, and peer support specialists and recovery coaches. 

 

Primary care is a complex concept that focuses on the provision of “…comprehensive first 

contact and continuing care for persons with any undiagnosed sign, symptom, or health 

concern…” (American Academy of Family Practitioners, www.aafp.org).  It includes health 

promotion, disease prevention, education, diagnosis and treatment.  The primary care workforce 

includes, but is not limited to, physicians, physician assistants, advanced practice nurses, 

registered nurses, and a range of allied health professionals. 

 

Varied Types of “Integrated Care” 

While the concept of integration, as used within this document, refers to collaboration between 

behavioral health and primary care providers, there are many forms and models of integrated 

care.  The Center for Integrated Health Solutions has developed a framework, which can be 

accessed online (http://www.integration.samhsa.gov/resource/standard-framework-for-levels-of-

integrated-healthcare). The competencies reported are principally intended to address levels 4, 5, 

and 6 in that framework, which involve either close or full collaboration and one of three 

http://www.integration.samhsa.gov/
http://www.annapoliscoalition.org/
http://www.annapoliscoalition.org/download_actionplan.aspx
http://www.aafp.org/
http://www.integration.samhsa.gov/resource/standard-framework-for-levels-of-integrated-healthcare
http://www.integration.samhsa.gov/resource/standard-framework-for-levels-of-integrated-healthcare
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organizational models: some systems integration, integrated practice, or transformed/ merged 

practice.    

 

Finding Common Language 

The competency set requires the use of consistent language to refer to the recipients of healthcare.  

The terms used by different professions/specialties and in different settings vary widely (i.e. 

patient, client, or consumer) and it is clear that no single term is preferred by, and perhaps even 

acceptable to, the many groups and individuals involved in the delivery of integrated care  

 

For this document, the term healthcare consumer or simply consumer has been selected as one 

that is understood, though perhaps not preferred, in primary care, mental health, and the field of 

addictions.  As captured below in the competencies, it is generally recommended that providers 

adopt the language of the setting in which care is delivered.  To the extent to which such 

language is unacceptable to providers, they are encouraged to educate others within their team 

and setting about their rationale for using alternative language.  

 

Within this document, the term behavioral health is used to refer to mental health and addictions.  

Behavioral health is distinguished from “general health,” recognizing the imperfections in the 

distinction and the language used to describe it.  Behavioral health is also distinct from healthy 

or health behavior.  Unless otherwise noted, the term “health conditions” refers to all health 

conditions and is not specific to behavioral health. 

 

Guiding Assumptions 
The development of this core competency set was guided by a series of assumptions that are 

articulated below. 

 

1.  It is crucial to stress that these competencies reinforce or enhance the basic competencies of 

each discipline and the specialty competencies that each provider must have to practice in his or 

her field.  There is not a bright line between those competencies and many of the competencies 

that are essential for the provision of integrated care.  Some competencies that are generic to 

most forms of healthcare, such as those related to interpersonal communication, are included in 

this set because they are absolutely essential to the effective delivery of integrated care. 

 

2.  In order for a core competency set to be practical and useful, it has to have a manageable 

number of competency categories and individual competencies.  Long and detailed competency 

sets overwhelm the reader, the educator, the interprofessional team leader, and the direct care 

provider.  Clarity and simplicity was the goal. 

 

3.  The competencies are optimally skill oriented, focusing on what the provider of integrated 

care can actually “do.”  Knowledge and attitudes make the desired behavior possible, but 

demonstration of an essential skill is the desired outcome. 

 

4.  The focus of integrated care and these workforce competencies is very broadly defined, not 

narrowly focused on particular diagnosable disorders. Similarly, the competencies are intended 

to be relevant to healthcare consumers across the lifespan from diverse populations, and are not 

specific to a particular age or population. 



Core Competencies for Integrated Care 6 

 

5.  The competency set specifies skills such as the use of evidence-based treatments and tools, 

but generally does not identify specific treatments or tools. These will vary by setting and 

population and will change over time as the evidence base grows and prevention and treatment 

approaches evolve.  Up-to-date information on evidence-based treatments and tools can be 

accessed at various websites including www.samsha.gov and www.hrsa.gov. 

 

6.  The competencies are premised on consumers and family members as partners in the 

healthcare process whose strengths, goals and preferences should drive healthcare decisions. 

 

7.  The issue of culture must be considered in all efforts to understand health, illness, treatment, 

resilience and recovery.   

 

8.  The effective delivery of integrated care requires system modifications to support changed 

practice.  However, system design was outside of the scope of this project. Clearly the financing 

and organization of care delivery can have a major impact on the ultimate competence of the 

providers working in those delivery systems.  

 

9.  Core competencies are defined as those that apply to the majority of providers involved in 

integrated care.  Each competency is not necessarily relevant to every provider.  For example, 

more complex, clinically oriented competencies may not be applicable to care managers or 

navigators.  The employer must designate the competencies applicable to each position.  While 

many of these competencies may be relevant to peer support roles, the funding agencies did not 

include such roles in this scope of work.   

 

A Single Integrated Set of Competencies 

The initial project goal was to develop two competency sets: one for behavioral health 

practitioners and the other for primary care practitioners.  However, the results of the data 

gathering process revealed that most competencies required for integrated care were common to 

behavioral health and primary care providers. The initial draft of competencies, which contained 

some distinctions between behavioral health and primary care skills, met with criticism from a 

number of key informant reviewers who argued that such separation would promote continued 

silos between disciplines and professions and foster an unnecessary interprofessional divide.  

Thus the competencies that appear below are structured as a single integrated set.      

 

METHOD 

 

The method for arriving at the core set of competencies involved three major activities: (1) 

structured interviews with the key informants; (2) review of the recent literature on integration, 

and (3) review and analysis of selected competency sets judged to have relevance to this process.  

Each of these sources yielded potential content for inclusion in the competency set.  Using a 

qualitative and consensus driven process, the Project Team integrated and distilled the 

recommendations into a number of competency categories and then placed individual 

competencies within those categories. A draft competency set was reviewed by the Senior 

Content Advisors and Key Informants and revised based on the feedback received.  A more 

detailed description of the methodology is contained in Appendix II. 

http://www.samsha.gov/
http://www.hrsa.gov/
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USING THE CORE COMPETENCIES 
 

The identification of core competencies creates an essential foundation for preparing and further 

developing a workforce to deliver integrated care.  These competencies can be used to further 

that agenda in multiple ways. 

 

Shaping Workforce Training 

Competency sets are a reference point for educators who are designing and delivering a training 

curriculum.  This set of competencies on integrated care can be used to identify the need for 

training courses and can shape the content of such courses.  It can be used to update and expand 

the focus of existing courses, to design continuing education events, and to select topics for 

inservice education within healthcare organizations.   

 

Informing Job Descriptions 
The competencies can be used to develop or update job descriptions and duties for positions 

within settings where integrated care is delivered.  Lack of role clarity is a prime driver of 

dissatisfaction with and turnover in healthcare positions.  Greater clarity in job descriptions and 

job roles can help improve employee satisfaction and retention. 

 

Employee Recruitment 
These competencies in integrated care can be used in the recruitment process to educate 

prospective employees about the nature of the work, since “realistic job previews” tend to 

decrease the frequency with which candidates are offered and/or accept jobs for which they are 

not well suited.  Similarly, the competencies can be used to assess the qualifications of job 

candidates, both during a review of applications and during the interview process. 

 

A Guide to Orientation 

The integrated competencies can be used as a guide to orienting new employees to their role and 

responsibilities in the delivery of integrated care.  Supervisors and employees can jointly review 

the competencies and discuss the employee’s perspective on areas where additional training and 

mentoring may be beneficial. 

 

Performance Assessment 
Competencies should be the foundation on which assessments of performance are based.  These 

competencies on integrated care can be incorporated into employee self-assessment tools, 360-

degree evaluations, and formal performance reviews used within healthcare organizations.  

 

Shaping Existing & Future Competency Sets 

There are many existing competency sets that have been developed for the health professions, for 

the direct care workforce, and for peer support workers.  The integrated care competencies 

identified in this document can be used by the developers of existing competency sets as a 

benchmark for assessing the extent to which those other sets adequately incorporate content 

regarding integrated care.  Those sets can be updated based on such a review and new 

competency sets under development can draw from the information within this report as well. 
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THE CORE COMPETENCIES 

 
Competency Categories 

 
The proposed competencies are organized into nine competency categories.  These were not 

determined in advance, but emerged from the key informant interviews, the literature review, and 

examination of other competency sets.  Some of the competencies could appear in more than one 

category, but were placed in the category deemed most relevant.  The categories that emerged 

from the process were: 

 

I.      Interpersonal Communication 

II.     Collaboration & Teamwork 

III.    Screening & Assessment 

IV.    Care Planning & Care Coordination 

V.     Intervention 

VI.    Cultural Competence & Adaptation 

VII.   Systems Oriented Practice 

VIII.  Practice Based Learning & Quality Improvement 

IX.     Informatics 

 
Competencies by Category 

 

I. Interpersonal Communication  

 

1. Establish rapport, rapidly develop, and maintain effective working relationships with 

diverse individuals, including healthcare consumers, family members, and other 

providers. 

 

2. Listen actively and effectively as demonstrated by the ability to quickly grasp presenting 

problems, needs, and preferences as communicated by others and reflecting back that 

information to ensure that others have been accurately understood.  

 

3. Clearly convey relevant information in a non-judgmental manner about behavioral health, 

general health, and health behaviors using person centered concepts and terms that are 

free of jargon and acronyms and are easily understood by the listener.   

 

4. Explain to the healthcare consumer and family the roles and responsibilities of each team 

member and how they will work together to provide services. 

 

5. In speaking to healthcare consumers or professionals, use the terminology that is 

common to the setting in which care is delivered or advocate for and educate others about 

the rationale for using alternative language.  

 

6. Use the primary language and preferred mode of communication of the healthcare 

consumer and family members or communicate through the use of qualified interpreters. 
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7. Adapt the style of communication to account for the impact of health conditions on a 

healthcare consumer’s ability to process and understand information. 

 

8. Provide health education materials that are appropriate to the communication style and 

literacy of the healthcare consumer and family and that reinforce information provided 

verbally during healthcare visits. 

 

9. Recognize and manage personal biases related to healthcare consumers, families, health 

conditions and healthcare delivery. 

 

 

II.  Collaboration & Teamwork 

 

1. Recognize, respect and value the role and expertise of healthcare consumers, family 

members, and both behavioral health and primary care providers in the process of 

healthcare delivery. 

 

2. Develop a shared understanding of the respective roles and responsibilities of team 

members to ensure that collaboration is efficient. 

 

3. Recognize the limits of one’s knowledge and skills and seek assistance from other 

providers. 

 

4. Serve as an effective member of an interprofessional team, helping other providers on the 

team to quickly conceptualize a healthcare consumer’s strengths, healthcare problems, 

and an appropriate plan of care. 

 

5. Exhibit leadership by directing, guiding, or influencing the collaboration and service 

delivery of the healthcare team. 

 

6. Respect and respond to the leadership displayed by other providers in a healthcare setting 

or team. 

 

7. Assertively represent one’s professional opinions, encourage other team members to 

express opinions, and resolve differences of opinion or conflicts quickly and without 

acrimony. 

 

8. Advocate within the healthcare setting or team for the role of the healthcare consumer 

and family member in healthcare decisions. 

 

9. Facilitate collaborative care by actively sharing relevant information with others through 

communications that are authorized by the healthcare consumer and are permissible 

under HIPAA and related laws, regulations and policies. 

 

10. Foster shared-decision making with healthcare consumers, family members, and other 

providers. 
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11. Respond to the expressed needs of healthcare consumers, family members, and other 

providers, while minimizing the extent to which provider preconceptions of illness and 

treatment obscure those expressed needs. 

 

12. Demonstrate practicality, flexibility, and adaptability in the process of working with 

others, emphasizing the achievement of treatment goals as opposed to rigid adherence to 

treatment models. 

 

13. Connect healthcare consumers and family members to other members of the  

healthcare team through face-to-face encounters known as “warm hand-offs”. 

 

14. Use behavioral and general health interventions to support the work of the team and 

enhance healthcare consumer outcomes. 

 

15. Respond immediately, if at all possible, to requests for consultation or intervention from 

other providers. 

 

16. Adapt health interventions to the work flow and pace that typically characterizes the  

provision of primary care, including rapid assessment, brief treatment, and a high daily 

volume of healthcare consumer contacts.   

 

17. Advocate for, teach, and support illness and whole health self-management and recovery 

approaches to health conditions within the healthcare team and setting. 

 

18. Advocate for and foster the use of peer support approaches and peer support  

providers in the healthcare setting as a component of healthcare delivery. 

 

 

III. Screening & Assessment 

 

1. Use strengths-based wellness, resilience and recovery models in conceptualizing the 

health and healthcare of consumers.  

 

2. Routinely conduct brief, evidence-based, and developmentally sensitive screens for the 

risky, harmful, or dependent use of substances, including alcohol, illicit drugs, and 

prescription medications, and appropriateness for agonist, antagonist, and anti-craving 

medications. 

 

3. Routinely conduct brief, evidence-based, and developmentally appropriate screens for 

cognitive impairment, common mental health problems, and behaviors that compromise 

health. 

 

4. Routinely conduct brief screens for risk related to self-harm, harm to others, impairments 

in functional self-care, and environmental safety. 
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5. Detect signs of abuse, neglect, domestic violence and other trauma in individuals across 

the lifespan.   

 

6. Conduct or have other team members conduct more detailed, yet efficient, assessments of 

healthcare consumers who screen positive for mental and substance use conditions, risk 

to self or others, or potential abuse and neglect.  

 

7. Recognize and diagnose, using established classification criteria, the most common 

mental health and substance use conditions seen in the healthcare setting. 

 

8. Recognize the signs, symptoms and treatments of the most common health conditions, 

health crises, and comorbidity seen in the healthcare setting. 

 

9. Understand the symptoms and treatments for the major healthcare conditions of the 

consumers under the provider’s care. 

 

10. Briefly assess the nature of the consumer’s family and social support system and other 

socio-economic resources that impact on health and healthcare.   

 

11. Determine collaboratively the feasibility of providing effective treatment to the 

healthcare consumer and family within the context of the healthcare team and setting. 

 

 

IV. Care Planning & Care Coordination 

 

1. Create and periodically update integrated care plans in consultation with healthcare 

consumers, family members, and other providers, including individuals identified by 

consumers as part of their healthcare team. 

 

2. Work with healthcare consumers to develop whole health and wellness recovery plans. 

 

3. Match and adjust the type and intensity of services to the needs of the healthcare 

consumer, ensuring the timely and unduplicated provision of care. 

 

4. Through the care plans, link multiple services, healthcare providers, and community 

resources to meet the healthcare consumers’ needs. 

 

5. Ensure the flow and exchange of information among the healthcare consumer, family 

members, and linked providers. 

 

6. Work collaboratively to resolve differing perspectives, priorities and schedules among 

providers. 

 

7. Provide or arrange access to “patient navigation” services that focus on benefits and 

financial counseling, transportation, home care, and access to social services, peer 

support, and treatment, including medications. 
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8. Establish and support systems and procedures within the team and healthcare setting for 

the use of agonist, antagonist, and anti-craving medications. 

 

9. Coordinate with health plans in identifying and addressing individual consumer and 

population needs. 

 

10. Implement disease management programs and strategies for selected health conditions, 

combining the use of engagement tools, health risk assessments, cognitive and behavioral 

interventions, medications, web-based tools, protocols and guidelines, formularies, 

monitoring devices, shared decision-making aides, illness and whole health self-

management strategies, peer support and empowerment approaches, and call centers. 

 

11. Effectively connect healthcare consumers who cannot be adequately treated by the team 

or within the setting to other appropriate services. 

 

 

V. Intervention 

 

1. Demonstrate, through practice patterns and communications with healthcare consumers, 

family members, and other providers, a fundamental belief in the value and effectiveness 

of brief interventions to improve health. 

 

2. Use focused interventions to engage healthcare consumers and increase their desire to 

improve health (e.g., motivational interviewing; motivational enhancement therapy). 

 

3. Promote healthcare consumer and family adherence to care plans. 

 

4. Educate healthcare consumers, family members, and other providers about healthcare 

conditions, prevention, available treatments, illness and whole health self-management, 

peer support and recovery. 

 

5. Identify evidence-based interventions and best practices for integrated care settings. 

 

6. Provide health promotion, wellness and prevention interventions. 

 

7. Deliver brief, trauma-informed, problem-oriented treatment for mental conditions or 

problematic health behaviors. 

 

8. Deliver brief, trauma-informed treatment for risky or harmful substance use conditions, 

including the misuse of prescription drugs. 

 

9. Deliver brief supportive interventions addressing the consequences of illness and injury. 

 

10. Implement longer-term models of treatment and support for healthcare consumers with 

persistent illnesses that require follow-up over time. 
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11. Prescribe and manage medications for mental health and substance use conditions 

(appropriately licensed providers only), including Medically Assisted Treatments for 

addictions, with consultation, as needed, from other prescribing professionals. 

 

12. Educate healthcare consumers and family members about the common effects, side 

effects, potential long-term adverse health effects, and interactions of pharmacological 

treatments for mental health and substance use conditions. 

 

13. Recognize the primary indications, effects, and side effects of pharmacological agents 

used in the treatment setting for the most common health conditions. 

 

14. Recognize the potential impact and interaction of over-the-counter medications and other 

non-prescription remedies on health and healthcare treatments. 

 

15. Manage behavioral health crises through office and home based interventions and linkage 

to treatment facilities. 

 

16. Link healthcare consumers and family members with other resources, including but not 

limited to specialty healthcare, rehabilitation and social services, peer support, financial 

assistance, and transportation, following up to ensure that effective connections have 

been made. 

 

17. Support healthcare consumers in considering and accessing complementary and 

alternative services designed to support health and wellness. 

 

18. Provide information, education, guidance, and support to family members and other 

caregivers. 

 

  

VI. Cultural Competence & Adaptation 

 

1. Identify and address disparities in healthcare access and quality for diverse individuals 

and populations served. 

 

2. Adapt services, including evidence-based interprofessional team approaches, to the 

language, cultural norms, and individual preferences of healthcare consumers and family 

members. 

 

3. Develop collaborative relationships with providers of services tailored to the needs of 

culturally diverse healthcare consumers and family members. 

 

4. Examine the experiences of culturally diverse healthcare consumers and family members 

with respect to quality of care and adjust the delivery of care as needed.  
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5. Educate members of the team about the characteristics, healthcare needs, health 

behaviors, and views toward illness and treatment of diverse populations served in the 

treatment setting. 

 

6. Foster and value diversity in terms of the composition of the interprofessional team 

members in all roles including, but not limited to, community health workers. 

 

 

VII. Systems Oriented Practice 

 

1. Understand and practice effectively within the organization and culture of the 

interprofessional team, practice setting, and local healthcare system.  

 

2. Provide or arrange assistance to healthcare consumers, family members and other 

providers in understanding applicable healthcare benefits, coverage limits, and utilization 

management procedures.  

 

3. Organize and deliver services with an understanding of the impact of team based care on 

billing, reimbursement, and healthcare coverage. 

 

4. Consider both clinical and cost-effectiveness in decision-making about the organization 

and delivery of services. 

 

5. Anticipate and adjust the delivery of care to emerging healthcare reforms and structures, 

such as accountable care organizations, medical homes, and health insurance exchanges. 

 

6. Plan and deliver services with an understanding of the healthcare needs of the population 

being served. 

 

 

VIII. Practice Based Learning & Quality Improvement   

 

1. Search and evaluate the literature for evidence of the most effective interventions for 

specific health conditions. 

 

2. Apply relevant practice guidelines to the delivery of care. 

 

3. Deliver evidence-based, integrated approaches to the treatment of health conditions, 

adapting them to the population, treatment setting, and local system of care. 

 

4. Assess the fidelity of team-based care to evidence-based treatment models. 

 

5. Identify and rapidly address errors in care and assist in implementing policies and 

procedures to reduce future errors. 
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6. Measure and monitor individual health outcomes in collaboration with the consumer, 

adjusting care plans based on outcome data. 

 

7. Monitor healthcare consumer and family satisfaction with care on multiple dimensions 

and adjust care and practice patterns based on the feedback. 

 

8. Recognize the importance of monitoring client outcomes in the aggregate and 

demonstrate an ability to read and interpret outcomes monitoring reports. 

 

9. Monitor aggregate consumer health care outcomes and collaborate with the team in 

improving the process of care based on the data. 

 

10. Collaborate with the healthcare organization and other local healthcare agencies to 

continuously assess and improve service system design. 

 

11. Establish and pursue individual and team-based learning and improvement goals. 

 

 

IX.  Informatics 

 

1. Use an electronic health record to retrieve relevant information and to document care 

concisely.  

 

2. Screen, assess and provide services to healthcare consumers using computer-based and 

web-based tools. 

 

3. Employ telehealth applications to ensure consumer access to appropriate care and to 

deliver healthcare. 

 

4. Assist healthcare consumers in using web-based tools as part of their personal healthcare 

plan. 

 

5. Communicate with healthcare consumers and family member using secure online, mobile, 

and “smart” technology and devices. 

 

6. Safeguard healthcare consumer privacy and confidentiality with respect to 

communication, documentation, and data. 
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APPENDIX I 

CONTRIBUTORS 

 

The Project Team 

CIHS has engaged the Annapolis Coalition on the Behavioral Health Workforce 

(www.annapoliscoalition.org) to lead and manage the Competency Development Project. The 

Coalition is a non-profit organization dedicated to improving the recruitment, retention, training 

and performance of the prevention and treatment workforce in the mental health and addictions 

sectors of the behavioral health field. The core Annapolis Coalition team managing the project 

are:  John Morris, MSW, Executive Director of the Coalition and a retired Professor at the 

University of South Carolina School of Medicine; Michael Hoge, PhD, Senior Science and 

Policy Advisor for the Coalition and Professor of Psychiatry at Yale University School of 

Medicine; Michele Laraia, PhD, APRN, former Associate Professor at the Oregon Health & 

Science University and a consultant to the Coalition; and Ann McManis, Director of Operations.  

 

Senior Content Experts 
Two individuals with nationally recognized expertise in this field were engaged as Senior 

Content experts to provide a broad and high-level review of the product.  

 

Andrew Pomerantz, M.D. is the National Mental Health Director for Integrated Services in the 

Veterans Health Administration and Associate Professor of Psychiatry at Dartmouth Medical 

School. His “White River Model” of Primary Care – Mental Health integration, developed over a 

15-year period, became a national model for the Veterans Administration in 2004. He is 

currently engaged in development of the VA’s Patient Centered Medical Home.  

 

Tillman Farley, M.D. is currently the Medical Services Director of Salud Family Health Centers, 

a migrant / federally qualified community health center with clinics across north and northeast 

Colorado. He completed his residency in family medicine in Rochester, New York and now 

serves as an Associate Professor in the Department of Family Medicine at the University of 

Colorado School of Medicine. He moved to Colorado from far west Texas where he spent three 

years directing a federally qualified rural health clinic. Dr. Farley has a strong interest in 

integrated primary care and health disparities, particularly as these apply to immigrant 

populations.  

 

Expert Key Informants 

The selection process and expertise of key informants is described above in the method section.  

The key informants were as follows: 

 
Marty Adelman, MA, CRP 

Mental Health Coordinator 

Community Clinics Health Network 

San Diego, CA 

 

Sergio Aguilar-Gaxiola, MD, PhD 

Professor & Director of the Center for  

   Reducing Health Disparities 

University of California at Davis 

Davis, CA 

 

Stephen J. Bartels, MD, MS 

Professor of Psychiatry, Community  

   & Family Medicine 

Director, Center on Aging Research 

Dartmouth University 

Hanover, NH 
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Sue Bergeson 

Vice President 

Optum Health  

Chicago, IL 

 

Richard Brown, MD, MPH 

Professor 

Department of Family Medicine 

University of Wisconsin 

Madison, WI 

 

Kathleen Buckwalter, RN, PhD, FAAN 

Professor Emeritus, Sally Mathis Hartwig  

Professor in Gerontological Nursing 

University of Iowa College of Nursing 

Iowa City, IA 

 

Elisabeth Cannata, PhD 

Vice President of Community-Based  
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Wheeler Clinic  

Plainville, Connecticut 

 

Jeff Capobianco, PhD 

Director of Practice Improvement 

The National Council 

Washington, DC 

 

Mady Chalk, PhD, MSW 

Director 

Center for Performance-Based Policy 

Treatment Research Institute 

Philadelphia, PA 

 

Kathleen R. Delaney, PhD, PMH-NP, FAAN 

Professor and Specialty Coordinator 

Rush College of Nursing 

Chicago, IL 

 

Guillermo Diaz, Jr, MD, CPHIMS 

Chief Medical Information Director  

QueensCare Family Clinics 

Los Angeles, CA 

 

Tillman Farley, MD 

Director of Medical Services 

Salud Family Health Center 
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Michael Flaherty, PhD 

Consultant  
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   Technology Transfer Center 

Pittsburgh, PA 

 

 

Dennis Freeman 

CEO 

Cherokee Health System 

Knoxville, TN 

 

Larry Fricks 

Vice President 

The National Council 

Washington, DC 

 

Steven L. Gallon, PhD 

Chair Blending Team 

Northwest Frontier ATTC 

Oregon Health & Science University 

Portland, OR 

 

Eric Goplerud, PhD 

Vice President for Mental Health, Substance Use  

   and Justice 

NORC at University of Chicago 

Washington, DC 

 

Catherine Grus, PhD 

Deputy Executive Director, Education Directorate 

American Psychological Association 

Washington, DC 

 

Judith Haber, PhD, APRN, BC FAAN 

Interim Dean 

NYU College of Nursing 

New York, NY 

 

Nancy P. Hanrahan, PhD, RN 

Psychiatric MH Nursing Center for  

   Health Outcomes and Policy Research 

University of Pennsylvania, School of Nursing 

Philadelphia, PA 

 

Tom Hill, MSW 

Policy Director  

Faces and Voices of Recovery 

Washington, DC 

 

Joseph Holshoe, PMHNP 

Commander, US Public Health Service 

Behavioral Health Consultant 

Primary Care Clinic 

Naval Health Center New England 

Newport, RI 

 

Leighton Huey, MD 

Professor of Psychiatry 

University of Connecticut 

Farmington, CT 
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DJ Ida, PhD 

Executive Director 

National Asian American Pacific  

   Islander Mental Health Association 

Denver, CO 

 

Brain Kaskie, MD, PhD 

Associate Professor 

Dept. of Health Management and Policy 

College of Public Health 

University of Iowa 

Iowa City, IA 

 

Kelly J. Kelleher, MD, MPH, FAAP 

Director, Center for Innovation  
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Nationwide Children’s Hospital 

Professor of Pediatrics  

Ohio State University 

Columbus, OH 
 

Michael R. Lardiere, MSW 

Vice President for Health Information  

   Technology 
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Washington, DC 

 

Virna Little, PsyD, LCSW 

Senior Vice President for Psychosocial  
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New York, NY 

 

Amy Brock Martin, DrPH 

Deputy Director 
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University of South Carolina School  
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Dennis McCarty, PhD 

Professor  
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Portland, OR 

 

Mimi McFaul, PsyD 
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Western Interstate Commission  
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Boulder, CO 

 

 

 

 

Bill McFeature, PhD 

Director of Integrative Behavioral Health 

Southwest Virginia Community Health Center 

Bristol, VA 

 

Oscar Morgan, MHSA 

Vice President 

Magna Systems, Inc.  

Annapolis, MD 

 

Rich Munger, PhD 

Planner/Evaluator 
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   Support Team 

Asheville, NC 

 

Phyllis Panzano, PhD 

Founder and President 

Decision Support Services, Inc. 

Columbus, OH 

 

Beth Phoenix, RN, PhD 

Health Sciences Clinical Professor 

Director, Psychiatric Nursing Graduate Program 
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Andrew Pomerantz, MD 

National Mental Health Director for  
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Veterans Health Administration 

White River Junction VA Medical Center 

White River Junction, VT 

 

Richard A. Rawson, PhD 
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APPENDIX II 

DETAILED METHOD 

 

Overview 

The method for arriving at the core set of competencies involved three major activities: (1) 

structured interviews with the key informants; (2) review of the recent literature on integration, 

and (3) review and analysis of selected competency sets judged to have relevance to this process. 

 

Key Informants 

The foundation of the core competencies rests on recommendations from 50 key informants who 

were selected because of their expertise on integrated care.  They were identified in multiple 

ways, including: authorship of articles and other resources on the topic of integration, 

nomination by other experts, nomination by the Center for Integrated Health Solutions, 

leadership within a HRSA-supported FQHC, leadership role in a community behavioral health 

organization that is a grantee within the SAMHSA-sponsored Primary and Behavioral Health 

Care Integration (PBHCI) program, and leadership nationally in peer support and recovery.   

 

Special efforts were made to ensure that the key informant pool included individuals whose 

expertise reflected knowledge of and practice in the following:  integration of primary care and 

behavioral healthcare; development of professional competencies; the unique needs of children, 

adults, and older adults; urban and rural healthcare; cultural competence, diversity, and 

disparities; and healthcare financing and managed care.  Experts were drawn from varied 

disciplines and specialties, including: internal medicine and family medicine, public health, 

addictions, psychiatry, social work, nursing and peer support and recovery.  The list of key 

informants is contained in Appendix I. 

 

Key informants were interviewed by Project Team Members using a semi-structured format.  

With respect to integration, they were asked to identify published works, other resources, and 

additional key informants.  Their most important task was to recommend specific competencies 

for inclusion in the competency set.  All recommended competencies were distilled into a single 

set, condensed to eliminate redundancy, and organized into categories in an iterative qualitative 

process managed by the project team. 

 

Literature Review 

A review of the relevant literature pertaining to workforce factors in integrated health care from 

2008 through 2011 was conducted using a dozen databases. In addition, bibliographies in 

selected articles and reports were reviewed to identify other articles that may not have surfaced 

in the electronic subject search or that were not catalogued in the bibliographic databases. Titles 

and abstracts from the various database searches were reviewed and full articles were retrieved 

for those that met inclusion criteria. A total of 120 resources were retrieved including: published 

articles; federal, state, and non-governmental reports; and book chapters. These works were 

supplemented through the key informant process, which identified new resources recommended 

by informants that were not covered in the initial search. 
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The literature on integration is predominantly composed of journal articles that represent opinion 

papers, literature reviews, and research reports, as well as a number of government and private 

sector documents, guides, books, and “tool kits.” Most of this literature focuses on the U.S. 

health care system, although there are significant contributions from several international sources. 

Regardless of the country of origin of these works, there was agreement within them that, in 

integrated settings, practitioner roles and responsibilities are often dramatically different from the 

content of what is currently taught across traditional educational programs or the nature of the 

roles and responsibilities in traditional clinical settings (see, for example: O'Donohue, Cummings, 

& Cummings, 2009; Pomerantz, Corson & Detzer, 2009). 

 

The literature reviewed was, by and large, very descriptive and very general about the nature of 

integration.  A very small portion of the literature specifically discussed workforce competencies, 

which were distilled and added to the list identified through the key informant process.  

 

Review of Other Competency Sets 

While there are no widely recognized competency sets on integrated care, the Project Team 

Members reviewed a number of more general competency sets to gather additional input 

regarding the structure and content of the set of competencies under development.  This review 

generated information regarding the most common approaches to identifying categories of 

competencies and yielded suggestions for content related to integration. The competency sets 

reviewed and analyzed were are follows: 

 

Center for Substance Abuse Treatment.  Addiction Counseling Competencies: The Knowledge, 

Skills, & Attitudes of Professional Practice.  Technical Assistance Publication (TAP) Series 21.  

DHHS Publication No. (SMA) 06-4171.  Rockville, MD: Substance Abuse and Mental Health 

Services Administration, 2006.  The original version of this document was authored by the 

National Addiction Technology Transfer Center (ATTC) and was updated in 2005 through the 

work of a committee of experts.   

 

Education & Training of Psychology Doctoral Trainees to Provide Healthcare Services, 

authored by the Education and Training for Health Service Psychology Working Group, 

affiliated with the American Psychological Association. 

 

Essential Psychiatric, Mental Health and Substance Use Competencies for the Generalist Nurse, 

authored by the Psychiatric, Mental Health and Substance Abuse Essential Competencies Task 

Force of the American Academy of Nursing, Psychiatric Mental Health Substance Abuse Expert 

Panel (2012). 

 

Psychiatric-Mental Health Nurse Practitioner Competencies, authored by the National Panel for 

Psychiatric-Mental Health NP Competencies, National Organization of Nurse Practitioner 

Faculties (NONPF), (2003). (Currently under revision; completion anticipated in 2013). 

 

Note that the current competency project is distinct from another federally sponsored effort, 

funded by the Agency for Healthcare Research and Quality.  The two projects could be viewed as 

complementary since the competencies described in this report are drawn principally from expert 

opinion, while the competencies in the AHRQ funded project are drawn largely from observation 
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of providers delivering integrated care.  Both works will contribute useful information to the 

ongoing effort to define competencies for integration.   

 

Development of the Competency Set 

Three senior Project Team Members, working independently, reviewed the comprehensive list of 

potential competencies identified through the three sources listed above and identified proposed 

competency categories.  Differences were then resolved through a consensus process that 

produced a working set of competency categories and tentative titles for the categories.  A senior 

Project Team Member placed individual competencies from the comprehensive list into 

competency categories.  Other team members then proposed modifications to the placement and 

organization of competencies and achieved a complete set through a consensus process.  

Category titles were modified to fit the content of competencies within the categories. 

 

The resulting competency set was circulated electronically to the senior content experts and all 

key informants.  They were asked to respond to the set and recommend any additions or edits to 

the proposed competency categories or individual competencies.  The competency sets were 

revised based on the recommendations received, some of which were contradictory in nature.  

Approximately 80% of recommended changes were incorporated into a revised competency set.   

The revised competency set was reviewed and approved by the Senior Content Advisor. 

 


