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Abstract
Background  The Collaborative Care Model (CoCM) is an evidence-based mental health treatment in primary care. 
A greater understanding of the determinants of successful CoCM implementation, particularly the characteristics of 
multi-level implementers, is needed.

Methods  This study was a process evaluation of the Collaborative Behavioral Health Program (CBHP) study 
(NCT04321876) in which CoCM was implemented in 11 primary care practices. CBHP implementation included 
screening for depression and anxiety, referral to CBHP, and treatment with behavioral care managers (BCMs). 
Interviews were conducted 4- and 15-months post-implementation with BCMs, practice managers, and practice 
champions (primary care clinicians). We used framework-guided rapid qualitative analysis with the Consolidated 
Framework for Implementation Research, Version 2.0, focused on the Individuals domain, to analyze response 
data. These data represented the roles of Mid-Level Leaders (practice managers), Implementation Team Members 
(clinicians, support staff ), Innovation Deliverers (BCMs), and Innovation Recipients (primary care/CBHP patients) and 
their characteristics (i.e., Need, Capability, Opportunity, Motivation).

Results  Mid-level leaders (practice managers) were enthusiastic about CBHP (Motivation), appreciated integrating 
mental health services into primary care (Need), and had time to assist clinicians (Opportunity). Although CBHP 
lessened the burden for implementation team members (clinicians, staff; Need), some were hesitant to reallocate 
patient care (Motivation). Innovation deliverers (BCMs) were eager to deliver CBHP (Motivation) and confident in 
assisting patients (Capability); their opportunity to deliver CBHP could be limited by clinician referrals (Opportunity). 
Although CBHP alleviated barriers for innovation recipients (patients; Need), it was difficult to secure services for those 
with severe conditions (Capability) and certain insurance types (Opportunity).

Conclusions  Overall, respondents favored sustaining CoCM and highlighted the positive impacts on the practice, 
health care team, and patients. Participants emphasized the benefits of integrating mental health services into 
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Background
Depression and anxiety are leading causes of disability 
and disease burden worldwide. The subsequent health 
effects of depression and anxiety are profound, and 
comorbidities with other chronic illnesses such as arthri-
tis, diabetes, and cardiovascular disease are common [1–
5]. Many patients present to primary care for diagnosis 
and treatment of mental health conditions, and primary 
care clinicians are increasingly involved in the provision 
of mental health care [6–8]. Unfortunately, only a frac-
tion of patients is properly identified and treated due to 
the time constraints of visits, under-detection of symp-
toms, and difficulty accessing psychiatrists [9–12].

The Collaborative Care Model (CoCM) is an integrated, 
evidence-based approach to treating mental health con-
ditions such as depression and anxiety. The Advanc-
ing Integrated Mental Health Solutions (AIMS) Center 
at University of Washington, a leader in the design and 
application of CoCM, describes three key team mem-
bers: primary care clinicians, psychiatric consultants, 
and behavioral care managers (BCMs) [13]. Primary 
care clinicians refer patients to the CoCM program. The 
psychiatric consultant supervises the BCM to develop 
treatment plans, recommend appropriate treatment 
modifications, and consult as needed. BCMs, typically 
master’s-level social workers, assess the patient, develop 
a treatment plan with the psychiatric consultant, com-
municate this plan to the patient’s clinician, and provide 
follow-up care to the patient. In previous studies, CoCM 
significantly decreased depressive symptoms, diminished 
time to symptom remission, and lowered risk for cardio-
vascular disease while improving treatment adherence 
and remaining cost-effective [14–21]. Although substan-
tial evidence demonstrates the clinical benefits of CoCM, 
there is a dearth of research regarding its implementation 
and even less about its sustainment [22–25].

In clinical settings, successful implementation relies 
heavily on the capabilities and motivations of individuals 
who deliver the innovation and those beyond the team 
who provide support [26]. However, team membership 
and effectiveness are often overlooked and inadequately 
outlined in implementation frameworks [27]. In 2022, the 
Consolidated Framework for Implementation Research 

(CFIR) domains and constructs were updated in accor-
dance with experienced user feedback [28]. The Individ-
uals domain, in particular, was expanded to capture the 
nuances of individuals’ roles and characteristics in the 
success or failure of implementation.

The purpose of this study was to use the CFIR 2.0 
Individuals domain to assess how implementation roles 
and characteristics influenced CoCM implementation. 
Within the context of a pragmatic implementation trial of 
CoCM, the analysis of multi-level perspectives provides 
both an expansion of the understanding of the imple-
mentation of CoCM and a thorough investigation of how 
individuals influence both implementation and sustain-
ability. Interviews conducted with primary care clini-
cians, BCMs, and practice managers allowed us to apply 
the updated CFIR determinants framework to assess the 
complexities of individuals and teams in implementing 
and sustaining CoCM.

Methods
Study overview
This study was a process evaluation of the Collab-
orative Behavioral Health Program (CBHP) study 
(NCT04321876). The comprehensive protocol for this 
study is available elsewhere [29]. Briefly, this was a type 
2 hybrid effectiveness-implementation study of CoCM 
using a randomized roll-out trial design conducted in 11 
primary care practices in Northwestern Medicine (Chi-
cago, Illinois) from 9/1/2018 to 1/31/2023. The nearly 
120,000 primary care patients served by these practices 
were 66% white race, 8% Hispanic/Latino ethnicity, 59% 
female, and 22% ≥65 years of age; 20% had Medicare and 
4% had Medicaid insurance coverage.

CBHP design and procedures were aligned with the 
AIMS Center model for CoCM [13]. Briefly, support staff 
screened primary care patients for depression using the 
PHQ-2 (with elevated scores followed-up with the PHQ-
9) and anxiety using the GAD-7. Patients with scores ≥ 10 
on the PHQ-9 and/or GAD-7 were eligible for referral to 
CBHP. The primary care clinician reviewed the PHQ-9 
with the patient and introduced CBHP. If the patient 
was interested, the primary care clinician placed a refer-
ral to the BCM electronically or via warm handoff. The 

primary care and how CBHP lessened the burden on clinicians while providing patients with comprehensive care. 
Barriers to CBHP implementation included ensuring appropriate patient referrals, providing treatment for patients 
with higher-level needs, and incentivizing clinician engagement. Future CoCM implementation should include 
strategies focused on education and training, encouraging clinician buy-in, and preparing referral paths for patients 
with more severe conditions or diverse needs.

Trial registration  ClinicalTrials.gov(NCT04321876). Registered: March 25,2020. Retrospectively registered.
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BCM conducted an initial assessment with the patient, 
met with the consulting psychiatrist to discuss assess-
ments, and then communicated recommendations to the 
patient’s primary care clinician, who placed the medica-
tion prescription (per their discretion). The BCM called 
the patient every two weeks to reassess symptoms, met 
with the consulting psychiatrist weekly, and commu-
nicated medication changes or adjustments to the pre-
scribing primary care clinician. If, through the initial 
assessment or follow-up calls, the BCM and consult-
ing psychiatrist determined the patient had needs that 
exceeded the scope of CBHP, referrals were provided to 
connect the patient to adequate care.

Implementation strategies included leadership engage-
ment, practice champions (an existing primary care clini-
cian in each practice who advocated for CBHP to their 
colleagues), education and training, technical assistance, 
audit and feedback, and community feedback. Approxi-
mately 1–2 months before each practice’s CBHP imple-
mentation, a training session took place for primary care 
clinicians and support staff during a regularly scheduled 
meeting. Trainings were led by the practice’s assigned 
consulting psychiatrist and attended by the BCM as a 
first introduction. Training content included an introduc-
tion to the CoCM, an explanation of the new clinicians 
(i.e., BCM, consulting psychiatrist), each team member’s 
role, and procedures for screening, documentation, refer-
rals, and billing. Each clinic had its own individual BCM 
and consulting psychiatrist.

This process evaluation is focused on the perspectives 
of various implementers’ involved in CBHP implemen-
tation. The main outcomes of the trial will be reported 
elsewhere. All research procedures were approved by the 
Northwestern University Institutional Review Board.

Participants
We recruited practice champions, BCMs, and practice 
managers who worked in the 11 practices that imple-
mented CBHP via direct outreach. No other inclusion or 
exclusion criteria were applied. We interviewed 35 par-
ticipants at 4 months to assess early implementation (12 
practice managers, 11 practice champions, and 12 BCMs) 
and 33 participants at 15 months to assess sustainment 
(11 practice managers, 11 practice champions, and 11 
BCMs). Participants provided verbal informed consent 
and received a $10 gift card for their time. Practice man-
agers were predominantly female and had a graduate 
degree (e.g., Masters, MBA). Practice champions were 
predominantly female and had a medical school educa-
tion (MDs). BCMs were predominantly female licensed 
clinical social workers (LCSWs). Information concerning 
age, race, and ethnicity was not collected.

Interviews
Semi-structured, 30-minute qualitative interviews 
were conducted at 4- and 15-months after the program 
launched in each practice, during the early implementa-
tion and sustainment phases, respectively. Interviews 
were tailored to each participant role. The interview 
guides were informed by the CFIR 1.0 (the available ver-
sion at the time of study design) to identify barriers and 
facilitators to CBHP implementation, program effective-
ness, and care coordination across departments. Sample 
questions that explored the influence of individual char-
acteristics include: “What were your day-to-day respon-
sibilities? What is your understanding of CBHP? What 
has been your personal experience with integrating 
behavioral health services in primary care?” Interviews 
were conducted by EF, a clinical psychology predoc-
toral trainee, and AJC, a faculty member, with extensive 
experience and training in qualitative data collection 
methods. Interviews were conducted either in-person or 
virtually, and audio responses were recorded and tran-
scribed for analysis.

Qualitative analysis
We used framework-guided rapid analysis based on orga-
nized themes [30]. We used the CFIR 2.0 Construct Map-
ping document to convert the interview guide, developed 
using CFIR 1.0 constructs, to inform the analysis tem-
plate using CFIR 2.0 domains and constructs [30, 31]. 
Transcripts of recordings were analyzed by EF and AJC 
who have training in framework-guided rapid analy-
sis and have employed these methods in previous stud-
ies [32, 33]. After double-coding the first 3 transcripts 
together (one per participant group), the remaining tran-
scripts were coded individually. Any discrepancies that 
arose were discussed among team members along with 
the study principal investigator, JDS, and a solution was 
derived via collaborative consensus. Templated summa-
ries were used to consolidate response data [30].

Per the CFIR 2.0 Individuals domain [28], interview 
responses were first evaluated by the project roles that 
were represented (see Table 1 for the coding of response 
data to capture participant perspectives). The Individ-
ual role codes included Mid-Level Leaders (i.e., practice 
managers), Implementation Team Members (i.e., primary 
care team members [clinicians, practice champions, sup-
port staff, administrative staff]), Innovation Deliverers 
(i.e., BCMs), and Innovation Recipients (i.e., primary care 
patients and CBHP participants). Practice managers were 
categorized as Mid-Level Leaders because of their role 
in overseeing CBHP implementation. Primary care team 
members were categorized as Implementation Team 
Members because of their role in supporting CBHP 
implementation via referring patients to CBHP and col-
laborating with those who directly implemented the 
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innovation. BCMs were categorized as Innovation Deliv-
erers because of their role in directly providing patient 
treatment after CBHP referral. Consulting psychiatrists 
would also be considered Innovation Deliverers, but they 
were not included in the process evaluation for this study. 
Also, because this was a pragmatic implementation trial, 
patient perspectives were not directly queried and, as 
such, the results capture other participants’ perspectives 
of the patients’ characteristics.

Second, interview responses were coded according to 
the role’s project characteristics [28]. Need refers to how 
an innovation increases well-being by addressing inad-
equacies in current care. Capability refers to an individ-
ual’s ability to successfully carry out responsibilities with 
confidence. Opportunity refers to aspects outside of an 
individual’s control that influence behavior and the suc-
cess of implementation. Motivation refers to an individu-
al’s level of interest in carrying out their responsibilities. 
The other CFIR domains were also queried and will be 
reported elsewhere; the purpose of this report is to pro-
vide an in-depth exploration of the Individuals domain.

Results
The results of the qualitative coding are presented by the 
CFIR 2.0 project roles that were represented in the inter-
view responses (i.e., Mid-Level Leaders, Implementa-
tion Team Members, Innovation Deliverers, Innovation 
Recipients). Notably, interview responses are aggregated 
such that the results represent the direct views of inter-
view participants as well as interviewees’ perspectives of 
other roles (see Table  1). The results are further subdi-
vided into characteristics (i.e., Need, Capability, Oppor-
tunity, Motivation), defined above. A summary of the 
results is presented in Table 2.

Mid-level leaders
Need
At both time points, all practice managers empha-
sized the vital importance of how the CBHP workflow 

expanded the resources providers could draw upon for 
mental health care and appreciated BCMs’ role in bridg-
ing this connection. One participant stated, “Absolutely. 
It’s very necessary to have someone onsite.” Regarding 
the sustainability of CBHP, all practice managers believed 
it should continue, e.g., “Definitely. I can’t see our prac-
tice without them.” Several practice managers also illus-
trated the potential CBHP had to improve connections 
and referral pathways between primary care and psychia-
try. One participant referred to CBHP as an “all-in-one 
model.”

Capability
None of the responses analyzed reflected Capability of 
Mid-Level Leaders.

Opportunity
Practice managers explained they were able to assist their 
own clinicians with scheduling appointments and facili-
tating communication between team members. However, 
they were unable to address concerns about communica-
tion with individuals outside of the team (e.g., psychiatry 
department) due to the psychiatrists’ demanding sched-
ules and limited availability, which limited their opportu-
nity to achieve interdepartmental collaboration.

Motivation
During both the 4- and 15-month interviews, prac-
tice managers reported hearing positive feedback about 
CBHP team members’ communication and feelings of 
support. At the 4-month interview, BCMs highlighted 
how practice managers were available and valuable. As 
one BCM related, practice managers were “very sup-
portive… because they wanted the program.” Practice 
managers expressed broad enthusiastic engagement 
when interviewed during both phases. In response to 
whether the program should continue, one practice man-
ager responded, “1,000%. If anything, I want more.” At 15 
months, practice managers continued to support CBHP 
and its sustainability.

Implementation team members
Need
In the 4-month interviews, participants in all roles 
expressed how CBHP helped lessen the burden the health 
care team experienced. Practice champions reported 
CBHP made clinicians feel supported and reduced their 
workload (e.g., responding to patient messages). This 
feeling of support persisted into the 15-month inter-
views. As one BCM stated, “Providers have said they feel 
like a weight has been lifted.” Practice champions also 
described how clinicians praised the resources provided 
by CBHP, which allowed for an expansion of treatment 
options and more consistent management of mental 

Table 1  Coding of Collaborative Behavioral Health Program 
(CBHP) participant by CFIR role and interview status
Position CFIR role in CBHP 

implementation
Interview 
Participant

Practice Manager Mid-Level Leader Yes
Practice Champion Implementation team 

member
Yes

Primary Care Clinician Implementation team 
member

No

Practice Support and Ad-
ministrative Staff

Implementation team 
member

No

Behavioral Care Manager Innovation Deliverers Yes
Consulting Psychiatrist Innovation Deliverers No
Primary Care and CBHP 
Patients

Innovation Recipients No
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health needs. Likewise, BCMs and practice managers 
related CBHP allowed clinicians to grow their knowledge 
of mental health disorders and treatment. As one practice 
manager stated, “It’s been a good resource for [clinicians] 
to ask questions.” At 15-months, one practice champion 
asserted, “It would be chaotic if it wasn’t here anymore.”

Capability
Practice champions described that, despite CBHP, clini-
cians did not feel they had the ability to provide adequate 
referrals for patients with urgent mental health needs, 
and they commented on the difficulty clinicians expe-
rienced in connecting patients with psychiatrists. For 
patients with less severe needs, BCMs largely agreed 
clinicians appropriately referred patients to CBHP and 

provided the necessary information. At 4-months, several 
participants reported clinicians were not always familiar 
with CBHP’s eligibility criteria and may have benefitted 
from re-education and training.

Opportunity
In general, BCMs felt primary care clinicians had the 
greatest influence on whether CBHP was utilized, as cli-
nicians were responsible for referring to CBHP. Some 
BCMs and clinicians also expressed during both phases 
that CBHP could be time-consuming. Namely, practice 
champions stated conducting screenings and explain-
ing the program took away time from the visit, and it 
was easier to simply refer a patient without screening or 
explanation. Moreover, participants indicated that while 

Table 2  Collaborative Behavioral Health Program (CBHP) response data from 4-month and 15-month interviews, by project role and 
characteristic
Role Characteristic

Need Capability Opportunity Motivation
Mid-Level 
Leaders
(Practice 
Managers)

• More integration of mental 
health services into primary 
care practices
• Better interdepartmental 
communication between 
primary care and psychiatry

[No data] • Assisted with appointment scheduling
• Facilitated communication within the team
• Limited scope to connect the team with 
external individuals

• Broad enthusiastic 
engagement
• Strong team member 
communication
• Supportive environment

Implementa-
tion Team 
Members
(Primary Care 
Team Members)

• Decreased clinician burden • Successfully referred 
patients to CBHP
• Unable to ad-
equately treat and 
refer patients with 
complex needs
• Lack of familiarity 
with CBHP require-
ments and scope 
among clinicians

• Clinicians had the greatest influence on 
whether CBHP was utilized
• Implementing CBHP could be time-consuming
• Some with limited engagement in depression 
screening
• Interactions with other team members could 
be limited to EHR-based communication
• More mental health information and resources 
desired
• Support staff facilitated communication and 
screenings; less responsibility in CBHP itself

• Excitement to have CBHP 
as a resource
• Lack of treatment options 
for patients with complex 
mental health needs
• Some hesitancy to give 
up some autonomy over 
patient treatment
• Increased clinician 
confidence to treat 
patients with symptom 
exacerbations

Innovation 
Deliverers
(Behavioral Care 
Managers)

• Frequent and consistent 
referrals received from clini-
cians; differed by practice

• Confidence in ability 
to assist patients and 
coordinate care
• Confidence of other 
team members in the 
BCMs’ abilities
• Challenging to 
handle inappropriate 
CBHP referrals

• Caseload depended on clinician referrals
• In-person (vs. virtual) interactions facilitated 
team communication
• Difficulty managing patients who did not 
follow-up

• Eager to implement 
CBHP

Innovation 
Recipients
(Primary 
Care Patients 
and CBHP 
Participants)

• Long wait times for 
psychiatry and other mental 
health resources
• Mental health needs 
extend beyond moderate 
depression and anxiety
• CBHP provided timely and 
effective care as well as case 
management
• Identifying more patients 
who would benefit from 
services via depression 
screening

• Depression may in-
terfere with ability to 
engage in treatment

• Regular, frequent follow-up provided structure 
and support
• Insurance coverage can limit patient opportu-
nity to participate in CBHP

• Ambivalence toward 
psychiatric medications
• Hesitancy about receiv-
ing treatment from indi-
viduals other than their 
primary care clinician
• Frustration with slow 
improvements
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some or even most clinicians adhered to screening guide-
lines, not all clinicians did so, which limited the proba-
bility they would identify and refer an eligible patient to 
CBHP. Additionally, while conversations between BCMs 
and clinicians occurred in-person at several locations, 
after the onset of the COVID-19 pandemic, much of the 
communication shifted to the EHR. At 15-months, BCMs 
also described how clinicians were frustrated when 
patients could not be seen sooner by other services (e.g., 
psychiatry department, community-based psychiatrists). 
Regarding support staff, some BCMs expressed that 
nurses and medical assistants were helpful in facilitating 
communication. However, the prevailing theme was the 
staff were not significantly involved in CBHP and, rather, 
their responsibility was to conduct screenings.

Motivation
During the 4-month interview, practice managers 
emphasized CBHP was particularly helpful for clinicians 
who were treating patients during symptom exacerba-
tions. This approach allowed clinicians to feel more con-
fident, knowing a patient’s needs would be met. At both 
interview points, most practice champions expressed 
clinicians had an enthusiastic interest in the program. 
Practice managers and BCMs also stated they felt many 
clinicians were excited about CBHP and enjoyed having 
the program as a patient resource. As one BCM stated 
during the 4-month interview, “We’ve gotten so many 
referrals.” Further underlining this support, one practice 
manager asserted, “Our staff don’t complain about any-
thing extra that they have to do.”

However, some practice champions and practice man-
agers expressed that they observed hesitancy from other 
clinicians. Several practice champions reported there 
were ways that CBHP did not adequately address clini-
cians’ needs during implementation and sustainment. 
A repeated wish described by practice champions was 
that CBHP be expanded to treat more complex psychi-
atric disorders. Various participants also detailed how 
several clinicians did not utilize the program because 
they preferred to treat symptoms on their own. During 
the 4-month interview, one practice champion explained 
how some clinicians were against writing prescriptions 
and “remotely treating” patients they were not fully coun-
selling. In a 15-month interview, one practice champion 
stated, “physicians like their autonomy.”

Innovation deliverers
Need
Several BCMs expressed CBHP provided them with a 
means to support patients who needed mental health 
care. One BCM remarked, however, that they also needed 
implementation team members to refer their patients and 
provide CBHP as an option.

Capability
BCMs generally expressed confidence in their ability to 
assist patients and coordinate care between the primary 
care clinicians and psychiatrists. BCMs also reported 
they often conducted depression and anxiety screen-
ing themselves when the clinicians and staff were unable 
to do so. Practice champions conveyed that clinicians 
broadly valued BCMs’ expertise and capacity to follow-
up with patients independent of clinicians. Practice man-
agers also expressed clinicians felt positively about BCMs’ 
ability to communicate and especially valued how BCMs 
could connect directly with psychiatrists. One limitation 
of the innovation itself (CBHP) described by BCMs dur-
ing the 4-month interview was referrals for behaviorally 
complex diagnoses that were beyond the scope of CBHP 
per the AIMS model and thus beyond BCMs’ scope of 
practice (e.g., substance use).

Opportunity
Several BCMs at the 4-month interview emphasized that 
to fulfill their role, clinicians first needed to refer suit-
able patients. Additionally, during the 4-month interview, 
several BCMs explained they were better able to perform 
some of their responsibilities, such as communicating 
with clinicians, when working in-person as opposed to 
online (e.g., via email or EHR messages), a common effect 
of the COVID-19 pandemic. One BCM also explained 
their opportunity to provide treatment was limited if 
patients did not follow-up with messages. Finally, prac-
tice champions espoused the value of the BCM compo-
nent of CBHP. As one practice champion stated during 
the 4-month interview, “She’s… extremely accessible and 
available, and she’s just been a really great resource.”

Motivation
In general, BCMs were eager to work within the CoCM 
model to implement CBHP and ensure proper patient 
care.

Innovation recipients
Need
Practice managers, BCMs, and practice champions dis-
cussed the many mental health treatment needs of their 
patients, including the inaccessibility of psychiatry refer-
rals and long wait times, stigma around talking about 
mental health issues, and suffering from mental health 
concerns. At both the 4- and 15-month interviews, par-
ticipants felt CBHP helped to partially alleviate these bar-
riers and provide holistic care to patients. As one BCM 
explained during the 4-month interview, “It’s not just 
addressing symptoms. We can spend a lot more time 
with them… because their [clinician] visits are so much 
shorter.” Likewise, many practice managers felt CBHP 
provided an outlet for more regular patient follow-up, 
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enhanced patient participation in mental health care, 
and appeared to improve patients’ health more quickly 
than standard practice. Practice managers especially felt 
depression and anxiety screening was an important ele-
ment of CBHP for patients. As one practice manager 
stated during the 15-month interview, “It’s a great idea, 
we weren’t capturing these patients before.” Nonetheless, 
participants across all project roles indicated they wished 
the resources provided by CBHP would be expanded to 
encompass needs outside of common mood disorders 
(e.g., depression and anxiety) such as substance use dis-
order, ADHD, and severe mental illness.

Capability
Some BCMs at the 4-month interview reported it can 
be difficult for patients with depression and anxiety to 
engage in treatment and make progress. Nevertheless, 
BCMs also emphasized how their connections and com-
munications with psychiatric consultants allowed them 
to serve as a bridge for patients to engage in psychiatric 
care, thus reaching and engaging more patients overall.

Opportunity
During the 4-month interview, one BCM mentioned 
CBHP gave patients time and structure to reflect on and 
benefit from their treatment due to the frequency of 
follow-up appointments. A barrier reported by BCMs at 
both interview points was that insurance coverage pre-
vented some patients from utilizing CBHP.

Motivation
Common barriers to patient commitment to CBHP 
expressed by BCMs during the 4-month interview were 
an ambivalence towards mental health treatment and 
a hesitancy to begin psychiatric medication. One prac-
tice manager commented that it was difficult to moti-
vate patients to follow through with referrals. During the 
15-month interview, one practice manager and BCM said 
some patients wished improvement would happen more 
quickly, and providers needed to manage patient expec-
tations about the speed of recovery. Participants also 
expressed some patients come to primary care expect-
ing their clinician to directly manage their care and, thus, 
were discouraged when connected to BCMs; this perhaps 
indicates a lack of clear communication about the team-
based nature of CBHP.

Discussion
The aim of this secondary qualitative analysis of a type 2 
hybrid effectiveness-implementation study of CoCM was 
to explore determinants of CoCM implementation and 
sustainment, guided by the updated CFIR 2.0’s Individu-
als domain. Overall, participants were in favor of CoCM 
and highlighted the positive impacts of CBHP regarding 

the practice, health care team, and patients. Participants 
emphasized the benefits of integrating mental health ser-
vices into primary care, and participants across all proj-
ect roles highlighted how CBHP lessened the burden on 
clinicians while providing patients with comprehensive 
care. Iterative implementation changes resulting from 
these interviews included refining education and training 
materials, instituting re-education sessions, and employ-
ing more frequent feedback regarding CBHP patient 
outcomes.

Overall, CBHP helped to overcome obstacles patients 
and providers face in engaging and treating primary care 
patients with depression and anxiety. Across all proj-
ect roles, participants detailed the substantial barriers 
patients typically face to obtain sufficient mental health 
care, including long wait times for psychiatry appoint-
ments, stigma around mental health concerns, and time 
constraints of primary care visits, all of which are long-
standing problems in the U.S. [11, 34, 35]. Many par-
ticipants articulated how CBHP helped alleviate these 
barriers for their patients. BCMs and practice managers 
stated CBHP allowed for more holistic patient care, and 
practice champions conveyed CBHP helped to improve 
patients’ health more quickly than standard practices 
by providing an outlet for more regular follow-up. The 
diverse benefits of CoCM have been published elsewhere 
[14, 15, 17–21], with one study observing that patients 
who participated in CoCM achieved remission an aver-
age of 18 months sooner than those who received usual 
care [16]. Participants also emphasized that primary care 
clinicians are extremely busy, and CBHP lessened clini-
cian burden and provided the support needed to address 
patients’ mental health needs. Alternatively, there were 
some clinicians who did not agree CBHP addressed all 
their patient needs, such as the treatment of patients 
with more complex disorders, or because they wanted to 
be more hands-on with their patients. Notably, however, 
the only patient inclusion criterion for CoCM is mild to 
moderate depression or anxiety, and thus this program is 
not intended to manage severe or complex cases. Future 
CoCM implementation may benefit from using strate-
gies to increase clinician buy-in and prepare appropriate 
referral paths for patients with more severe or diverse 
disorders (e.g., ADHD, substance use disorders) not 
addressed by CBHP.

Interpersonal competence to carry out individual 
responsibilities is a vital part of working on an inter-
disciplinary care team. CBHP participants across all 
project roles felt capable, and described others on their 
team as capable, in their abilities to ensure satisfactory 
patient care. Practice managers received positive feed-
back about team member communication, clinicians 
successfully referred patients to BCMs, and BCMs felt 
equipped to assess and treat patients and coordinate care 
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for those whose mental health problems were beyond 
the scope of CBHP. Nonetheless, at times practice cham-
pions expressed it was difficult for clinicians to manage 
patients who were not eligible for CBHP due to severe 
mental health conditions or urgent mental health needs, 
a common limitation of CoCM programs [36]. Some par-
ticipants also stated some clinicians were unfamiliar with 
CBHP program criteria and goals and expressed frustra-
tion with its limitations. It is vital that all members of 
health care teams have the means to fulfill any role they 
take on through appropriate education, training, and re-
training throughout implementation [37].

Most individuals involved in the implementation of 
CBHP felt they had opportunity to fulfill their roles, 
though there were notable barriers. First, BCMs noted 
they relied on clinicians referring suitable patients to 
successfully do their job. Strategies to increase patient 
reach, such as panel management and proactive screen-
ing measures, may further overcome this barrier and 
decrease clinician burden [38]. Second, while many team 
members described favorable interactions and teamwork 
with clinicians and staff, some BCMs desired a more 
cohesive team atmosphere, consistent with prior research 
indicating social workers highly value interpersonal 
relationships [39]. The dynamics of a care team influ-
ence individuals’ power and opportunity to fulfill their 
assigned roles [40]. Third, some patients lacked insurance 
coverage for CBHP. Based on the positive effects CoCM 
has on healthcare delivery and outcomes, it is imperative 
we continue to promote policy changes that would allow 
payors to include CoCM as a fully covered and reimburs-
able service [14–21, 41, 42].

Finally, individuals were motivated to fulfill their roles, 
and most participants were enthusiastically invested in 
its implementation and sustainment. For clinicians, a 
significant motivating factor was BCMs’ ability to handle 
treatment modifications appropriately. Given the exten-
sive process of follow-up appointments for informed dos-
age adjustments for psychiatric medications, it can be 
time-intensive to continually monitor patient needs and 
react quickly to flare-ups [43]. Thus, CBHP bolstered cli-
nicians’ confidence in treating patients who experienced 
exacerbations of symptoms. From the patient perspec-
tive, some participants reported hesitancies and barri-
ers (e.g., ambivalence toward psychiatric medications), 
on which we have previously reported [44]. Some clini-
cians also preferred to be the primary provider for their 
patients’ mental health needs and were less likely to refer 
to CBHP. Because of the dynamic interplay between cli-
nician behavior and patient engagement, strategies to 
promote clinician buy-in, such as outlining clear commu-
nication plans and cultivating team synergy, would likely 
support CoCM adoption [45–47].

Applying CFIR 2.0 allowed us to fully appreciate how 
the needs, capabilities, opportunities, and motivations 
of multi-level implementors determined the success 
of CoCM implementation. With the development and 
expansion of CFIR from Version 1.0 to 2.0, the restruc-
turing of the Individuals domain was designed to better 
understand the unique effects of individual roles and 
characteristics [28]. Individuals are active participants 
in the implementation of any innovation, and the com-
plex relationship they maintain with the innovation and 
the organization within which it is implemented greatly 
affects the success of that innovation. We found the focus 
on individual project roles and characteristics provided 
multi-level insights into how CoCM was incorporated 
into practices along with areas for additional implemen-
tation strategies.

Limitations of this study should be noted. First, only 
BCMs, practice managers, and practice champions were 
interviewed. Including other perspectives, such as psy-
chiatric consultants, non-practice champion primary 
care clinicians, support staff and administrators, high-
level leaders, and patients, would likely provide further 
insights and a more holistic perspective. Notably, insights 
from patients who failed to enroll in CBHP are published 
elsewhere [44]. Second, while we conducted an in-depth 
analysis of the CFIR 2.0 Individuals domain, a full evalua-
tion of all five domains (Innovation, Outer Setting, Inner 
Setting, Implementation Process) would also lend valu-
able information.

Conclusions
CoCM is an effective intervention for depression and 
anxiety and reduces the burden on clinicians and support 
staff. Understanding the individual roles and characteris-
tics that influence implementation is a key domain criti-
cal for implementation engagement and adoption. This 
study provides an example of an in-depth exploration of 
the CFIR 2.0 Individuals domain and identifies key deter-
minants to be addressed by effective strategies for future 
CoCM implementation and sustainment.
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