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Foreword

In 1974 the music critic Jonathan Landau penned a classic article in which he stated
“I have seen the future of rock and roll and its name is Bruce Springsteen.” Landau
was commenting on his impression of the debut album of the then fledgling rock
star. If you will permit my imaginative analogy, I believe that the same can be said
about integrated care and the future of psychiatry.

In recognition of this, Paul Summergrad and Roger G. Kathol have orchestrated
an important book at a critical time in the evolution of psychiatry. With the enact-
ment of the Affordable Care Act, the rise of accountable care organizations and
patient-centered medical homes, and the increased national attention on mental
health (much of it unwanted from the series of violent incidents involving mentally
ill persons), psychiatrists, along with medical and surgical health care providers,
have an unprecedented opportunity to work collaboratively to improve the health
and quality of life of patients. This historic opportunity also affords the discipline of
psychiatry to assume its rightful role in the house of medicine after over a century
of relegation to the health care hinterlands and subordinated specialty status.

The combination of advances in brain and behavioral science with the fiscal
imperatives of health care cost containment has made the following statements axi-
omatic and take on great resonance: “there is no health without mental health” and
“mental health care is the secret sauce of health care cost containment.” This means
that the health care system, the field of medicine, and the federal and state govern-
ments need us, and we must be ready to rise to this opportunity and challenge, as the
forces that previously ignored, marginalized, and undervalued psychiatric medicine
and mental health care have dissipated and defined a path for psychiatrists.

In this context, Summergrad and Kathol’s book comes at a most opportune time
and contains invaluable information. It provides a comprehensive primer on the health
care landscape of the Brave New World that we are entering. The chapter topics cover
the relevant health care settings, populations, financing mechanisms, and training
issues that psychiatrists, be they clinicians, administrators, educators or researchers,
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need to know to enact and participate in integrated care. The chapter authors are
well-known experts in this previously esoteric but now fully emergent field.

This seminal book could well become a benchmark publication for our field and
should be essential reading for psychiatrists and health care providers and adminis-
trators who have practical and intellectual interests in the evolution of psychiatry
and health care.

New York, NY, USA Jeffrey A. Lieberman, M.D.



Preface

It is not unexpected that the two of us responded positively when approached
2 years ago by Springer to edit a book on the integration of medical and psychiatric
care for psychiatrists. Both of us developed an interest in the orphan population
composed of patients with comorbid medical and psychiatric conditions during
medical school. Both of us completed internal medicine and psychiatric residencies.
Both of us, thereafter, have dedicated our professional lives to fostering better care
for patients with concurrent mental health/substance use disorders, hereafter called
behavioral health (BH) disorders, and medical conditions.

Our careers have crossed paths on many occasions, whether it was sharing thoughts
on treatment of complex patients on the complexity intervention units (medical psy-
chiatry units) we ran at our respective academic medical centers, complaining about
challenges and strategies that would support payment for the care of comorbid
patients in a segregated reimbursement system, or discussing our career ‘“next steps”
in a system that did not know how to deal with doctors who really wanted to provide
care across specialty boundaries. Little did we know that our career paths would
become even more connected because the patients that happened to strike our fancy
as young trainees would represent an important population that would likely trans-
form the practice of psychiatry in the era of health reform and beyond.

Why do we say this? More medical patients with concurrent psychiatric illness
seen in the medical setting have serious mental illness (SMI) than those seen in the
BH sector. Further, they have largely been made invisible by a BH sector that is
focused on supporting the discrete care of SMI patients seen exclusively in the BH
setting, often to the exclusion of their general medical care needs. An entire BH
system, including clinical care and payment, has been built around maintaining
what we would describe as segregated psychiatric care, i.e., care administered and
delivered in stand-alone inpatient and outpatient psychiatric settings with little
thought that 80 % of BH patients are seen entirely or, at least, primarily in the
medical setting.

vii
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Initially, this distinct psychiatric care was considered important since it was
thought that it would better support evidence-based psychiatric care of those in
greatest need, i.e., SMI patients, and protect limited budgets for other essential ser-
vices such as housing, case management, and transitions to work. Little did they
know when independent managed BH was initially set up that several key factors
would demonstrate that stand-alone psychiatric care was not always in the interest
of psychiatric patients:

* The majority of those with both SMI and non-SMI psychiatric disorders refuse
to be seen in a stand-alone BH sector. The general medical sector provides the
majority of ambulatory care for all BH patients.

* Traditionally treated SMI patients, most of whom have concurrent medical ill-
ness, have difficulty in accessing even basic medical care due to segregated treat-
ment settings, payment complexity, and non-communicating records. The tragic
impact on disability and early mortality has been well known for many years.

* BH comorbidity in patients seen in the medical setting is associated with poor
medical and psychiatric illness outcomes, higher medical complication rates,
functional impairment, protracted illness, and doubling or more of total health
care costs.

 Finally, segregated medical and BH payment business practices prevent the coor-
dination of medical and BH services, leading to managing budgets and patients
as if their care needs are not integrated in the same person with the health and
cost outcomes described above.

It is these challenges for patients and physicians alike that have led to what we
consider an upcoming sea change in the way that psychiatric care will be deliv-
ered. The central tenant of health reform is that the care experience, the care, and
the cost outcomes should improve as the system changes from fee for service to
population-based health. This is known as the Triple Aim and has to be focused
on the needs of patients and organized around those needs—what is known as
patient-centered care. Psychiatrists have a phenomenal opportunity to contribute
to the Triple Aim. Current segregated payment practices have marginalized psy-
chiatrists, i.e., they are prevented from participating in delivery of evidenced-
based care in the medical setting. This should change as a part of health care
reform. Let us explain.

We do not mean that the assessments and treatments currently being delivered
are subpar, nor that excellent care cannot or should not occur in the offices of psy-
chiatrists and others. Rather, we contend that the way that they are delivered and to
whom lead to less than optimal results. For instance, a number of studies now dem-
onstrate that medical patients with untreated psychiatric illness have higher hospital
admission and readmission rates, that once admitted they have on average one or
more days longer lengths of stay, that they use more health care services, and that
they cost the medical health system several times more in unnecessary/excess medi-
cal and pharmacy service use than the total amount used to support actual psychiat-
ric treatment. A generation of artificially trying to control the cost of psychiatric
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care as if it represented a risk or a moral hazard has instead paradoxically cost more
and not delivered the quality of total health care that any of us would want for our
loved ones.

We now live in a segregated medical and psychiatric world and have done so for
some time. In truth, the separation has led to the development of competing medical
and BH subcultures that have learned not to talk with each other, and often view the
competing culture with suspicion, if not disdain. They have built their own treat-
ment infrastructures and have focused on discipline-specific work processes when
care coordination and integration are the only way that negative clinical, functional,
and economic outcomes are going to improve. Interestingly, colleagues in our
respective specialties have even asked us where our allegiances lie, with medicine
or psychiatry. They are uncertain what our answers mean when we say that they lie
with our patients and the desire to improve poorly treated comorbid medical and
psychiatric disorders.

Much progress has been made in defining models of integrated care that bring
value, i.e., improved health while conserving health care resources, to patients both
in the medical and mental health settings. We call these services “nontraditional”
integrated or collaborative psychiatric services, i.e., those that are delivered in col-
laboration with medical and surgical colleagues in the general medical setting. This
book is an attempt by the two of us to provide a roadmap for you to transition from
segregated to integrated services and to be major contributors to the next generation
of health care.

We wish to thank our families for helping us to put this book together. Roger’s
wife, Mary, when told of this third adventure into book editing, said, “Again!” but
has been gracious in helping him keep up with other responsibilities while working
with the book’s authors, reviewing manuscripts, and finalizing what is hoped to be
a contribution to colleagues in psychiatry wishing to be a valuable part of health in
America. Paul’s wife, Randy, has not only been a patient supporter of yet another
quixotic psychiatric adventure but as an internist—psychiatrist herself has spent
decades caring for patients with complex medical and psychiatric illness as a
consultation-liaison psychiatrist in Boston.

We also wish to thank our professional colleagues who have taken the time to
share their expertise related to selected areas of integrated practice. You will see in
the chapters of this book the effort and wisdom they have shared in an area of psy-
chiatric practice that to many is like a foreign country. Not only have they described
the rationale for and models of integration but they have also provided guidance
about needed future training programs and research.

Finally, we wish to thank the publication staff at Springer for their support in mak-
ing the mechanics of producing even an edited book as simple as possible for two very
busy souls. They have been delightful to work with and timely and supportive to all
our efforts to produce a guide to a rapidly changing medical-psychiatric landscape.

Boston, MA, USA Paul Summergrad, M.D.
Burnsville, MN, USA Roger G. Kathol, M.D.
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Chapter 1

A Vision of Integrated Psychiatric
and Medical Care for 2023

Paul Summergrad and Roger G. Kathol

Abstract This book was written so that early- and mid-career psychiatrists and
psychiatrists in training can catch a glimpse of the changing health care environ-
ment and the new roles psychiatrists will play in it. While the book summarizes
where we are today, the majority of its pages are devoted to forward thinking, i.e.,
exploring the world of psychiatry that we expect will unfold during the next quarter
century. Of course, this centers on the majority of our patients that currently have
very limited access to psychiatric services, since they are seen in the medical set-
ting, where psychiatrists rarely practice either due to workforce limitations or finan-
cial barriers. Chapter authors share information about the prevalence of psychiatric
illness in medical patients, the impact that poor treatment has on total health out-
comes and cost, promising models of integrated care that place psychiatrists in a
central role as contributors to total health improvement, fiscal and clinical steps that
need to be taken to transition from standalone psychiatric services to integrated
services, and training and research agendas that will, looking forward, allow psy-
chiatrists to play a central role in integrated health care.

We are excited about the future of psychiatric practice, but many in psychiatry
are unfamiliar with the revolution in health that is taking place and the important
role that they can play. We hope that this book provides them with a base under-
standing and stimulates them to become active partners with medical colleagues as
new health opportunities are built for our patients.

P. Summergrad, M.D. (P<)

Department of Psychiatry, Tufts Medical Center, Tufts University School of Medicine,
800 Washington St. #1007, Boston, MA 02111, USA

e-mail: psummergrad @tuftsmedicalcenter.org

R.G. Kathol, M.D. (5<)

Departments of Psychiatry and Internal Medicine, Hennepin County Medical Center,
University of Minnesota, 3004 Foxpoint Road, Burnsville, MN 55337, USA

e-mail: rogerkathol @icloud.com

P. Summergrad and R.G. Kathol (eds.), Integrated Care in Psychiatry: Redefining the Role 1
of Mental Health Professionals in the Medical Setting, DOI 10.1007/978-1-4939-0688-8_1,
© Springer Science+Business Media New York 2014
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The changes now occurring in the health care environment—driven by quality,
financial, and scientific considerations—will lead to dramatic changes in the ways
we organize and provide care, how we pay for it, and the technologies we use to
assess it. What cannot and must not change is our attention to the patient in front of
us—using all the skills and knowledge we possess to help them—and our responsi-
bility to make sure that the care we provide is scientifically credible and will benefit
them and our communities as a whole.

This book Integrated Care in Psychiatry: Redefining the Role of Mental Health
Professionals in the Medical Setting suggests a transformation in the psychiatric
care delivery environment over the next 10 years. Many traditional psychiatric ser-
vices for mental health and substance use disorder, hereafter referred to as behav-
ioral health (BH), settings will be reconfigured since their design and the workforce
able to provide care are insufficient to meet burgeoning needs for psychiatric care in
a population health environment. Rivelli and Shirley (Chap. 2) review the preva-
lence of psychiatric illness and confirm that over two-thirds of BH conditions pres-
ent in the medical setting. Most of these patients remain untreated, though Azrin
et al. (Chap. 3) indicate that models in which psychiatric care have been introduced
into medical settings have potential to improve access and outcomes for untreated
comorbid medical populations. The failure to identify psychiatric illness in the med-
ical setting and to treat it according to our best available data means that only a
small percentage of BH patients will continue to be exposed to evidence-based care
or even “best practices.” Fewer than 10 % receive psychiatric intervention. Further,
only a portion of these would be expected to have changed BH, let alone total health,
outcomes based on the level and duration of psychiatric intervention.

Nontreatment or poor treatment of BH conditions in the current health care envi-
ronment is associated with poor medical and surgical illness outcomes and as a
result dramatically increases total health care costs. It has been known for some
time that annual medical service use costs for patients with BH conditions were on
average two times higher than medical and surgical patients without BH conditions.
Studies by Milliman from 2008 and from Price Waterhouse Coopers (PWC) in 2011
suggest that the increased total medical costs associated with mental health and
substance use disorders are likely over 200 billion dollars a year and perhaps higher.
We participated in a recent study prepared for the American Psychiatric Association
that showed that in the commercial insurance environment, only 5.6 % of annual
health care dollars are used for BH services and medications, whereas increased
medical expenditures for BH patients accounted for 16 % of the annual commercial
health care budget. In those covered by public programs (Medicare and Medicaid),
the percent spent on BH services and medications rises to 7.7 %, but the increased
spending for medical services remains high at 14.1 % of the budget. Thus, there is
a value proposition for psychiatrists who strive to reverse these health and cost con-
sequences by attending to the negative impact of untreated psychiatric illness in
medical settings. In order to do this, however, the payment system for psychiatric
care needs to be integrated with all other health services, and psychiatrists need to
be paid to deliver health-enhancing care in the medical setting.
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Anfang and Liptzin (Chap. 4) and Schwartz et al. (Chap. 5) review the history of
payment and delivery of psychiatric services and then describe the need to couple
reimbursement reform with service delivery reform as we move to the next step in
psychiatric care delivery. Medical/surgical hospitals and clinics and their clinicians
are already banding together as “clinically integrated networks.” When risk bearing
under Medicare and in an expanding world of commercial and Medicaid population-
based contracts, these are called Accountable Care Organizations (ACOs). To date,
despite clear evidence that medical and psychiatric patients have a high prevalence
of comorbid illness, which leads to use of more medical and surgical services and
earlier death, little thought has been given to the role that BH providers, including
psychiatrists, would play in ACOs. The impact that interacting BH conditions have
on total health outcomes and health care costs is too large to be ignored.

Managed BH organizations, which pay for BH services, subtly demand through
reimbursement and utilization management rules that BH practitioners assess and
treat BH patients in isolation, i.e., in the BH setting and not focusing on the total
health care needs of their patients. They do this to hold down behavioral health care
spending, ignoring the negative effect that it has on total health care costs or patient
well-being. The Anfang and Schwartz chapters confirm that changing from the cur-
rent system will not be easy but, unless the BH payment system, which thinks that
medical and psychiatric care can be effectively cared for in different places for the
same patient, is addressed, value-added BH services to medical/surgical patients in
the medical setting will remain inaccessible for the foreseeable future.

For years, many leading psychiatrists have recommended the elimination of the
dividing line between medical and psychiatric reimbursement. Thomas et al. (Chap. 11)
suggest some of the first steps that can be taken to accomplish this task and points
out that it is not without risk. While we cannot remain where we are and expect to
contribute to ACOs striving for the Triple Aim, i.e., better care, better outcomes, and
lower cost, the transition requires deliberate steps that will preserve key elements of
the existing BH system. This will include insuring care for the seriously mentally ill,
while opening the door for initiation of nontraditional BH services to currently
orphaned BH patients in the medical/surgical setting and medical care to those in the
public mental health sector who are dying years before their rightful time. Chapters
by Ratzliff et al. (Chap. 7), von Esenwein and Druss (Chap. 8), Sarvet and Sargent
(Chap. 9), and Desan et al. (Chap. 10) provide thoughts related to the development
and delivery of integrated psychiatric services in outpatient settings, public pro-
grams, child psychiatry practices, and inpatient settings. Each describes models that
have been tried and their likelihood of bringing benefit to patients.

Ms. Lattimer (Chap. 6) describes an important addition to integrated medical and
BH service delivery, i.e., integrated case management. Patients with the most com-
plicated, complex illness, over 60 % of whom have comorbid medical and BH con-
ditions, experience challenges in accessing and following through on value-added
care. Chapter 6 describes an integrated “patient assist” program in which care/case
managers help patients with clinical and nonclinical medical and BH barriers to
improvement without handing patients off from one care/case manager to another.


http://dx.doi.org/10.1007/978-1-4939-0688-8_4
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It is this new breed of nurse/social worker that can help psychiatrists and other BH
specialists as well as the primary and specialty medical/surgical clinicians marshal
patients from persistent chronic comorbid illness to health stabilization. Importantly,
Chap. 6 provides guidance on how psychiatrists and other BH practitioners can
best capitalize on the medical and BH assist services of “integrated” care/case
managers.

This book would not be complete if it did not provide thoughts and guidance in
nonclinic and nonpayment-based needs as psychiatry transitions to become a major
contributor to the world of medicine in the future. The chapter by McCarron et al.
(Chap. 12) addresses the first need, i.e., to enhance/adjust psychiatric training so
that an adequate workforce complements new models of psychiatric care. While
training about the treatment of patients with psychiatric illness will continue to
evolve and improve as more is learned from clinical studies, it is also important for
trainees to learn other skills, such as how to work in multidisciplinary teams, apply
psychiatric assessments and interventions to patients with active and interacting
medical/surgical conditions in the medical setting, coordinate concurrent BH ser-
vices with medical/surgical interventions, and support nonpsychiatrist BH practitio-
ner team members and care/case managers. All of this will be required if we are
to produce a workforce that can achieve improved outcomes and provide direct
psychiatric assistance when patients are not improving.

Finally, chapters by both Azrin et al. (Chap. 3) and Norquist (Chap. 13) discuss
the current state of and future needs for research about the treatment of BH condi-
tions in patients who receive the majority, if not all, of their care in the medical/
surgical setting. We have much to learn about the delivery of integrated services and
the treatment of patients with medical comorbidities.

Many psychiatrists have practiced outside of the general medical environment
for so long that they need a resource, such as in this book, that will clarify the value
they will bring to psychiatrically orphaned medical/surgical patients and to their
nonpsychiatric physician colleagues. In addition, we hope that this book will serve
as a guide to effective evidence-based care for those who wish to provide holistic
care to patients. It is our hope that this book reaches early- and mid-career psychia-
trists, giving them a glimpse at and vision for the future as they build a home in a
burgeoning new world of psychiatric practice. We, of course, do not have all the
answers, and the future itself will be the judge about whether this book provided
needed tools for those interested in expanding the contribution that psychiatry
makes to patients with BH conditions during the next several decades. If we only
stimulate our young colleagues to think past current disconnected medical and psy-
chiatric care models and to improve the health and well-being of patients as health
delivery changes, we both feel we will have done our job.
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Chapter 2
Prevalence of Psychiatric Symptoms/
Syndromes in Medical Settings

Sarah K. Rivelli and Kristen G. Shirey

Abstract Mental health and substance use disorders, or behavioral health (BH)
disorders, are common and associated with significant morbidity, disability, and
health-care costs. However, BH services are not adequate to meet this need. BH care
in the general medical sector has increased substantially in the last decade. However,
such care tends to lack adequate evidence-based mental health treatment despite a
growing evidence base. Moreover, behavioral and medical conditions tend to co-
occur, and thus, patients with combined needs are often seen in medical settings.
BH and medical conditions are risk factors for one another, and each complicates
the course and treatment of the other. Based on these observations, it is essential that
we integrate mental health and medical care delivery to improve access, care, and
reduce cost.

Introduction

Globally, mental health problems are highly prevalent and associated with dramati-
cally impaired quality of life, increased mortality, substantial cost, and impeded
development. Major depression is presently the fourth leading cause of disability
worldwide. By 2020, it is expected to be the leading cause of disability as measured
by disability-adjusted life years [1]. BH and musculoskeletal disorders, such as
chronic back and neck pain, were the largest contributors to years lived with dis-
ability across all age groups in the USA in 2010 [2]. The top 20 disorders that confer
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the most years lived with disability in 2010 include seven BH disorders: major
depression, anxiety disorders, drug use disorders, alcohol use disorders, schizophre-
nia, bipolar disorder, and dysthymia [2].

In the USA, nearly half of the population will develop a BH condition during
their lifetime [3]. BH sector services are inadequate to meet this substantial need. In
fact, 96 % of US counties lack sufficient numbers of psychiatrists or psychiatric
nurse practitioners, making BH care in the medical setting a necessity [4]. Hence,
some have argued that primary care is the de facto mental health and substance use
service for 70 % of the population [5]. While the number of general medical practi-
tioners providing BH care has increased substantially in the last decade, evidence-
based BH treatment is the exception rather than the rule. Care in the medical sector
includes fewer visits, less evidence-based treatment, and a preponderance of phar-
macotherapy, with a notable absence of proven psychotherapeutic and psychosocial
strategies. Yet many patients prefer to receive BH care in the general medical envi-
ronment, despite the current challenges in the quality of such care.

Among adults with medical conditions, 29 % also have a BH condition. On the
other hand, among those with BH conditions, 68 % also have comorbid medical
conditions [6, 7]. BH and medical conditions serve as potent interacting risk factors,
complicating the development, course, and treatment of each other. While patients
with BH conditions are seen frequently in the medical setting, their BH needs often
go largely unmet, which contributes to overall poor health [6].

This chapter provides an introduction to the significant prevalence of BH condi-
tions in medical settings such as primary care and the general hospital inpatient
setting; it then reviews such comorbidity among particular illnesses by organ
system.

BH Comorbidity by Service Location

Primary Care

BH conditions are common and have substantial impact on medical outcomes in
primary care. Patients are most likely to be diagnosed and treated for BH conditions
in primary care settings; such patients also typically have one or more chronic medi-
cal condition. Moreover, the course and management of medical conditions involve
health behaviors and psychosocial factors, underlining the impact of BH. A com-
parison of the prevalence for common disorders in the general population and in
primary care is presented in Table 2.1 [8-15].

Major depressive disorder (MDD) has a lifetime prevalence rate of approxi-
mately 13 % and 1 year prevalence of 5—7 % [3]. In primary care clinical settings,
annual prevalence of MDD ranges from 5 to 13 % in adults and 6-9 % in the elderly.
More than half of people seeking help for BH problems never see a BH specialty
provider; often they seek care from primary care providers. Although the majority
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Table 2.1 Prevalence of common mental health disorders in primary care settings

Prevalence in general Prevalence in primary care
Disorder population (%) [2] settings (%) [9-16]
Depression 13.2 5-20.7
Dysthymia 1.5 2-12.6
GAD 5-6 10.3
Panic disorder 1.1-3 2.8
OCD 2 0.14
PTSD 6.8 12
Social phobia 13.2 3.6
Specific phobia 12.5 4.4
Bipolar 1.5 0.5
Schizophrenia 0.7 0.9
Substance use disorders 27 16-20
Eating disorders 0.3-1 23-2.8
Somatoform disorders 4.9-21 7.6-39.4

of patients receiving care for depression are in primary care settings, many cases of
depression are not detected by primary care providers. In a 1995 HMO-based study,
clinicians recognized only two-thirds of patients with MDD. Missed cases were
more likely to be younger and to have less severe depression. Rates of detection
increase when systematic screening and integrated primary care—mental health pro-
grams were implemented [16]. Interestingly, the large majority of antidepressant
prescriptions are written by primary care physicians, though such prescribing is
often for patients that don’t actually have a diagnosed BH disorder.

The prevalence of MDD among older adults is lower than that of younger adults;
however, severity may be greater in older adults, who have the highest risk of sui-
cide among age groups. Fifty to seventy-five percent of those who complete suicide
have seen their primary care doctor within the past month, and 39 % had been seen
by a doctor within 1 week of their death [17]. Depression is twice as common in
women as it is in men. Other demographic groups at high risk of depression are
those with chronic medical diseases, comorbid substance use disorders or other
psychiatric diagnoses, and people who are either unemployed or have lower socio-
economic status.

In primary care settings, where half of adults receiving treatment for MDD are
managed, the severity of depressive symptoms is equivalent to patients receiving
care in specialty mental health-care settings. For example, in one survey of patients
receiving depression care in primary care settings, 43 % reported having experi-
enced suicidal ideation in the past week [18]. Thus, patients seen in primary care are
as affected as those in the BH sector. The prevalence of depression in various medi-
cal settings is presented in Table 2.2 [3, 12-14, 19-26].

Dysthymia, characterized by persistent low-grade depressive symptoms, is less
common than MDD, with a 12-month prevalence in community-based adult sam-
ples of 1.5-1.6 % [3]. In primary care settings, prevalence of dysthymia is estimated
to be 2-4 %, though sub-threshold depressive diagnoses are notoriously difficult to
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Table 2"2 Prevalgnce of ] Disorder Prevalence (%) Reference

depression in medical settings General population 6.7 03]
Primary care 5-20.7 [12-14]
Emergency room 7 [27]
General hospital 26 [19]
Cardiology outpatient 12-23 [20]
Cardiology inpatient 16-20 [20]
Endocrine outpatient 12-18 [21, 22]
HIV outpatient 16.2-36 [23, 24]
Oncology outpatient 16.3 [25]
Neurology inpatient, post-CVA 20 [26]

screen for and, therefore, may not be accurately estimated in clinical or community
populations. More broadly defined, sub-threshold depressive disorders have been
detected in primary care settings in 16 % of adults and 10 % of older adults [28].

Anxiety disorders are the most common psychiatric illnesses in the US general
population. They affect 15-20 % of patients attending medical clinics. Because a
number of medical conditions may present with anxiety, and anxiety disorders are
associated with a number of somatic symptoms, it is important to evaluate patients
with anxiety for underlying or comorbid medical conditions or medication side
effects. Even though anxiety disorders are exceedingly common in the general pop-
ulation, only 7 % of those with anxiety disorders are noted to have them by their
primary care providers [29]. These low detection rates are attributable to many fac-
tors, including brevity of office visits, lack of education received by primary care
providers, poor screening procedures, unwillingness to label a patient with a BH
condition, and frequent presentation of anxiety symptoms as primarily somatic
complaints. However, one-third of patients presenting with somatic complaints to
their primary care provider have an anxiety or depressive disorder [28]. Thus, it is
essential for medical providers to consider these common BH disorders in order to
avoid costly, potentially harmful and unnecessary medical work-ups.

Generalized anxiety disorder (GAD) affects 5-6 % of the population and is
highly comorbid with other psychiatric illnesses; 80 % of patients with GAD also
meet diagnostic criteria for major depressive disorder, dysthymia, phobias, or sub-
stance use disorders. GAD is also highly comorbid with medical illnesses, including
chronic pain, irritable bowel syndrome, cancer, asthma, and cardiovascular disease
[29]. Careful clinical diagnostic assessment and symptom management might pre-
vent excessive testing and specialty referrals.

Social and specific phobias are common, affecting 13.2 and 12.5 % of the popu-
lation, respectively [3]. Social phobia typically begins in childhood or adolescence,
and significantly affects relationships and school and work performance. In spite of
profoundly impacted function across multiple domains, only 27 % of sufferers seek
treatment for social phobia. Health-care-seeking behavior is even lower among peo-
ple with specific phobias. Eight percent of patients seek health care for specific
phobias; a lower rate than for any other anxiety or mood disorder.
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While panic attacks are common with a lifetime prevalence of 23 %, panic dis-
order (PD) without agoraphobia affects 3.7 % of community members and with
agoraphobia only 1.1 %. Though not as common as depression or GAD, panic
attacks and panic disorder account for a larger amounts of total health-care service
utilization and are associated with functional impairment. Nearly 85 % of patients
with PD and 96 % with PD and agoraphobia seek treatment for their symptoms [30].
However, 70-80 % of treatment occurs in primary care settings with no specialty
mental health-care involvement [30]. In a large Canadian epidemiologic survey,
health-care-seeking behavior was higher in PD patients than patients with other
forms of anxiety or those with mood disorder [31].

Obsessive-compulsive disorder (OCD) has a lifetime prevalence of 2 %. The
average time from onset to diagnosis is 11 years [32]. In spite of symptom under-
reporting, OCD is intensely distressing and is a strong risk factor for suicide. More
than half of people with OCD experience suicidal ideation and 15 % attempt sui-
cide. It is not entirely clear how many patients with OCD are seen in the primary
care setting, but given the long time prior to diagnosis, it is likely substantial but
goes unrecognized.

Post-traumatic stress disorder (PTSD) affects 6.8 % of the population and nearly
one in five veterans [3, 9]. Between 12 and 25 % of patients seen in primary care
settings have PTSD. Overall utilization of health care is high among this popula-
tion, with higher visit frequency and doubled health-care costs [33]. Civilians and
veterans with PTSD experience higher rates of chronic pain, irritable bowel syn-
drome, fibromyalgia, and arthritis. Studies of veterans with PTSD also reveal
increased relative risk for cardiovascular, gastrointestinal, endocrine, respiratory,
and autoimmune diseases.

Bipolar disorder affects 1.5 % of the general population. Though commonly
believed to be best managed in the BH sector, prescription data from patients with
bipolar disorder reveal that a significant proportion of mood stabilizer and antipsy-
chotic prescriptions are generated by primary care providers, and such prescriptions
are consistent with the chronic management of bipolar disorder. A recent cross-
sectional study in the UK revealed that among patients with serious mental illness
(defined as schizophrenia or bipolar disorder), 31 % had been seen only in primary
care settings over the past 12 months. In this sample, 56.3 % had a diagnosis of
schizophrenia and 37.7 % had bipolar disorder [34]. Schizophrenia affects nearly
1 % of the population, and is associated with high rates of medical comorbidity. In
the USA, adults with serious mental illness die 25 years earlier than do adults in the
general population, largely secondary to cardiovascular disease and complications
of diabetes, indicating that this population has tremendous medical need and dra-
matic disparity with respect to access to and quality of primary medical care [35].

In primary care settings, the prevalence of somatoform disorders is roughly
10 %, although the diagnosis is rarely made by primary care physicians [10]. At
least one-third of patients suffering from somatoform disorders have comorbid
mood or anxiety disorders. Health-care utilization and costs are markedly elevated
in patients with somatoform disorders, with or without comorbid mood or anxiety
disorders.



10 S.K. Rivelli and K.G. Shirey

Substance use disorders have a lifetime prevalence of 27 %. Alcohol use disor-
ders are particularly frequent, and rank second only to hypertension in terms of
disease prevalence in the US adult population. International studies have shown that
20-30 % of patients presenting to primary care have hazardous, i.e., a repeated pat-
tern of drinking that increases the risk of physical or psychological problems, or
harmful drinking, i.e., evidence of such drinking-related problems [11].

Prescription drug abuse was measured to occur in over 570,000 US citizens in
2001-2002, yet less the 15 % of abusing individuals participate in specialty sub-
stance abuse treatment [36]. Opioid addiction is four times more likely in the pri-
mary care chronic pain population. Over 80 % of such patients report at least one
drug-related aberrant behavior, which is a strong predictor of addiction [38]. In pain
clinics, opioid addiction is estimated to be 2—5 %, opioid abuse 20 % and occasional
aberrant misuse of opioids even more common.

Emergency Departments

With the Community Mental Health Act in the 1960s, community BH agencies
were established to provide psychiatric care largely in place of long-term hospital-
ization. Most communities were, and continue to be, ill-equipped to provide BH
services. As such, emergency departments (EDs) have often become the primary
portal of entry for BH care. With federal, state, and local budget cuts as well as man-
aged care companies’ restrictions, access to BH care services has become even
more limited. Care has increasingly been driven to EDs and provided only when
patients are in crisis. With limited access to outpatient BH services and pervasive
poverty and comorbid substance use disorders, patients with mental illness tend to
be relatively high utilizers of ED services, whether or not the presenting complaint
is psychiatric in nature. Screening of all ED patients revealed that 44.7 % met
DSM-IV criteria for current or past psychiatric disorder with major depressive dis-
order most heavily represented at 7 % [38].

Aside from acute exacerbations of chronic mental illnesses such as schizophre-
nia, bipolar disorder, and major depressive disorder, suicidality and substance use
disorders are commonly encountered in EDs. According to the NHAMCS ED data-
base, over a 16-year study period (1993-2008), there was an average of 420,000
annual ED visits for suicide attempt or self-inflicted injury. Further, during this
study period the average number of ED visits for suicide attempt per year nearly
doubled [39]. Of all attempted suicide attempt and self-injury visits in this study,
one-third of patients had documented mental health diagnoses. Suicidal ideation is
common among patients presenting to EDs for any reason. One study found that
13 % of ED patients not presenting with psychiatric complaints or suicidality
endorsed suicidal ideation upon screening [40, 41].

Physical and psychiatric sequelae of alcohol use are extremely common in the
ED, and due to the breadth of presentations, including trauma and injuries, hepatitis,
pancreatitis, withdrawal, seizures, and psychiatric symptoms it is difficult to
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estimate the overall proportion of ED visits related to alcohol use. A German study
found that 30 % of patients evaluated by psychiatrists in the ED were diagnosed with
alcohol related disorders [42]. A 1-year systematic evaluation of consecutive adult
ED patients presenting for medical complaints in Michigan showed that 15 % met
DSM-IV criteria for either abuse (6.7 %) or dependence on (8.3 %) alcohol or illicit
drugs [43]. In a Canadian study of ED resource use, 11 % of patients had docu-
mented substance use disorders, and 8.6 % of visits were attributed directly to
substance-related problems. Furthermore, the medical inpatient admission rate for
substance-related visits was 25.3 %, significantly higher than overall admission rates
of 17.6 % (p<0.001) [44].

General Hospital Inpatient

BH diagnoses make up a significant proportion of all hospital admissions nationally,
with 17.9 % of all discharges having a BH disorder coded as a secondary condition
[45]. Psychiatric comorbidity is common among medical inpatients, with 2040 %
meeting criteria for a DSM-IV diagnosis [46]. The most common diagnoses are
depression, anxiety, substance abuse, delirium, and dementia. Using a structured
interview, the prevalence of depression was found to be as high as 26 % in one study
of medical inpatients [19], while suicidal ideation was found in 7.2 % in another
study [47].

Patients with BH diagnoses are more likely to be high utilizers of the health system,
to be readmitted and to have longer lengths of stay in the hospital. Thus, patients with
BH conditions are seen frequently in the general medical hospital. Individuals with
major depression were nearly three times more likely to be rehospitalized within 90
days compared to other patients in one study [48], while patients with schizophrenia
had an OR of 2.63 (95 % CI: 1.13-6.13) for a potentially avoidable readmission in
another study [49].

Patients with BH problems are not only likely to present for admission to the
hospital, but may develop conditions while in the hospital in response to their medi-
cal illness. For example, 30 % of patients met criteria for PTSD after a myocardial
infarction, while 18.2 % met criteria for PTSD 6 months after cardiac surgery. More
traumatic illness generally leads to higher rates of PTSD; up to 45 % of burn unit
patients meet criteria for PTSD. Moreover, comorbid PTSD and depression among
medical patients is associated with higher health-care utilization [50].

Alcohol-related disorders impact between 12.5 and 30 % of patients in the gen-
eral hospital. In one study using systematic screening and case validation in a
general hospital, 30 % of men and 8 % of women met criteria for alcohol abuse or
dependence, yet alcohol was noted to be a problem by the admitting team among
only 18 % of patients [51]. Even though the American College of Surgery mandated
in 2007 that all Level I trauma centers screen for alcohol use disorders and provide
at least a brief intervention in the hospital, the majority (72.4 %) of centers screen
patients using only laboratory tests which may be falsely negative by the time of
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Table 2.3 Prevalence of delirium in medical settings

Disorder Prevalence (%) Reference
Emergency room 8-10 [54]
General hospital, on admission® 11-25 [54, 55]
General hospital, incident delirium® 30 [54]
Oncology inpatient 25-30 [56]
Neurology inpatient, post CVA 3040 [26]
Postoperative, cardiac® 42 [57]
Postoperative elective hip arthroplasty® 22 [58]
Surgical and trauma intensive care unit 69 [54]
Intensive care unit, ventilated 50-80 [54]

aSample of elderly patients

admission, as opposed to evidenced based screening instruments such as the CAGE
questionnaire [52].

Hospitalizations for drug abuse comprised 3.3 % of all admissions in 2005 and
such patients tend to stay in the hospital on average 1 day longer than other patients
[53]. Admissions related to cocaine were most common at 35.1 %, with opiate-
related admissions accounting for 26 % of admissions.

Delirium is extremely common in the general hospital, particularly amongst the
elderly and those with prior cognitive impairment. The prevalence of delirium
across medical settings is presented in Table 2.3 [26, 54-58]. One study examined
a hospital-wide sample of non-ICU patients and found an overall hospital preva-
lence of 20 % for inpatients. As many as half of the patients on the geriatric units
had delirium, and about 25 % of general medical patients met criteria [55].
Approximately 11-25 % of elders are admitted with delirium, while an additional
30 % develop delirium in the hospital [54]. Postoperative delirium risk increases
with the risk and length of the surgery. Abdominal and cardiac surgeries are associ-
ated with a rate of approximately 50 % of postoperative delirium [54].

Intensive Care Units

The most common disorder encounter in the intensive care setting is delirium.
Delirium occurs in 31 % of all Intensive Care Unit (ICU) admissions and has a
cumulative incidence of 81 % over the course of the ICU stay [54]. Delirium is
associated with increase ICU and hospital length of stay, functional and cognitive
decline and increased mortality.

Critical illness is by definition, a life threatening event that is potentially trauma-
tizing. Patients often report feeling fearful during and after ICU care. A review
of PTSD symptoms following treatment in an ICU found a median point prevalence
of questionnaire-ascertained PTSD of 22 %, while the median point prevalence of
clinician-diagnosed PTSD was 19 %. Higher number of ICU days appears to be a
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risk factor for PTSD, while illness severity has not been found to be a consistent
predictor [59].

Acute lung injury (ALI), which includes acute respiratory distress syndrome, is
associated with an increased risk for depression, PTSD and anxiety after ICU care.
All are associated with decreased health-related quality of life. A systematic
review found that at discharge, 44 % of ALI patients met criteria for PTSD by
diagnostic interview. Symptoms tended to persist with 25 % still meeting criteria
5 years post discharge. Clinically significant depressive symptoms were found to
have a median prevalence of 28 %, while anxiety symptoms were found among
24 % of patients [60].

BH Comorbidity by Organ System

Review of the prevalence of BH conditions by treatment setting reveals high rates
of such conditions, including those with substantial severity. In a similar vein,
examination of BH conditions occurring among patients with particular medical
illness shows substantial comorbidity. This section is organized by organ systems
and highlights some of the more common medical illness and associated BH
conditions.

Neurology

Neurological symptoms without diagnosable neurologic cause are present in up to
one third of all patients presenting to neurology clinics [61]. This includes symp-
toms such as weakness, pain and symptoms largely disproportionate to an underly-
ing disease. One study of consecutive new patients referred for neurology
consultation, revealed that 44 % of outpatients and 20.5 % of inpatients met criteria
for a DSM-IV somatoform disorder [62]. Undifferentiated somatoform disorder
was the most common at 17.5 %, followed by pain disorder (11.6 %). While soma-
tization disorder was diagnosed in only 1.1 % of patients, somatoform NOS was
found in 7.1 %. Lastly, conversion disorder was seen in 2.9 % of patients.

Epilepsy

Approximately half of all patients with seizures have psychiatric symptoms and
syndromes. Complex partial seizures are the most common form seen in adults
and frequently present with psychiatric symptoms including affective, perceptual
behavioral or cognitive symptoms. Interictally, patients with epilepsy have been
found to have high rates of panic attacks 20 %. Approximately 8—10 % of epilepsy
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patients have postictal symptoms ranging from mood disturbance to psychosis [26].
These symptoms are generally short-lived but may be a focus of clinical attention.

Depression assessed by the PHQ-9, was found in 29.3 % of patients presenting
to an epilepsy clinic. Patients with well-controlled seizures tended to have lower
depression scores than those with persistent seizures [63]. Overall, depression and
suicide have been shown to be 4-5 times greater among patients with epilepsy than
in the general population [26]. Non-epileptic seizures (NES), also called psycho-
genic seizures or pseudoseizures, are common, representing 10-30 % of neurology
outpatients in epilepsy clinics [64] and 20 % of patients referred to epilepsy moni-
toring units. About 25 % of patients with NES also have epileptic seizure disorders.
Thus, such patients are frequently seen in the neurology setting.

Cerebrovascular Disease

Psychiatric symptoms and syndromes are seen in at least half of all patients after
stroke. Delirium is prevalent post-stroke, impacting 30-40 % of patients in the acute
post-stroke period. Dementia may be diagnosed in approximately 25 % of patients
in the 3-month period after stroke [26, 64].

Approximately 20 % of patients meet criteria for major depression in the acute
post-stroke period, an additional 20 % meet criteria for minor depression [26]. The
prevalence of depression is highest in acute hospital and rehabilitation settings, and
declines among patients living in the community to between 10 and 15 %. Vascular
depression comprises executive dysfunction, more frequent and severe T-2 weighted
hyperintensities on brain MRI, tends to be of late onset and poorly responsive to
antidepressants. Less is known about its prevalence, but it is thought to be signifi-
cant among patients with late life depression associated with cognitive deficits and
is refractory to treatment.

Generalized anxiety is frequently comorbid with depression in the acute post-
stroke period, though symptoms may be more short lived than the 6-month duration
required by DSM-5 criteria. The prevalence of significant anxiety symptoms by
self-rating scales is 25-30 %. Post-stroke mania and psychosis are less common,
each affecting approximately 1-2 % of patients in the acute period [26]. Pseudobulbar
affect, characterized by spells of laughing or crying, is seen in approximately 15 %
of post-stroke patients and is often a reason for psychiatric consultation [65].

Movement Disorders

Hallucinations and delusions occur in up to 57-76 % of patients with dementia with
Lewy bodies, 54 % of patients with Parkinson’s disease and dementia, and 7—14 % of
patients with Parkinson’s disease without dementia [66]. Depression is seen in about
40-50 % of patients with Parkinson’s disease and is one of the major determinants
of quality of life; anxiety can also be a common symptom [67]. Early Parkinson’s
disease may be mistaken for depression given the overlap in clinical features.
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In one study of 1,449 outpatients with Parkinson’s disease, only 29.4 % were
free from psychiatric symptoms, whereas 49.6 % had depression and/or dementia
in some combination. Thirty-one percent had various symptoms such as illusions,
hallucinations, delusions, and anxiety that did not meet criteria for a specific
disorder [68].

Multiple Sclerosis

Multiple sclerosis (MS) affects approximately 350,000 people in the USA. Sub-
cortical cognitive impairment impacts at least half of all patients with MS and is
manifested as decreased speed of processing, executive dysfunction and memory
problems. More than half of patients with MS report depressive symptoms, which
can be difficult to distinguish from the fatigue and pain often seen in the illness [69]
The lifetime prevalence of a major depressive episode is 50 % in MS [70].

Traumatic Brain Injury

Traumatic brain injury (TBI) may be characterized by cognitive deficits, personality
changes, mood and anxiety disorders and psychosis. A history of alcohol use disor-
ders complicates the presentation in 40-50 % of patients with TBI. As many as
23 % of TBI patients meet the criteria for personality disorder. Depression in
patients with TBI can be as high as 77 % among those with more severe injuries
[71]. Up to 15 % of patients with TBI attempt suicide during a 5-year follow-up
post-injury [26]. TBI and PTSD often co-occur, with rates of PTSD ranging from
15 to 44 % among civilians versus more severely injured veterans with TBI,
respectively.

Headache

Lifetime prevalence for MDD among migraine patients is 34 %, while for bipolar
disorder is it 9 %. Migraine patients are 3—4 times more likely to have panic disor-
der and GAD, with lifetime prevalence rates of at least 11 and 10 %, respectively
[69]. Given high rates of comorbid psychiatric disorders, routine BH screening in
headache clinics is now recommended by some headache experts [72].

Cardiac

Among outpatients with known coronary artery disease (CAD), 12-23 % of patients
meet criteria for MDD [20]. Similarly, among survivors of acute myocardial infarc-
tion (MI), 16-20 % meet diagnostic criteria for MDD, which is at least three times
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the rate in the general community. Furthermore, up to 45 % have significant
depressive symptoms, as measured by the Beck Depression Inventory (BDI) [20].
Interestingly, not all depression following an MI is incident depression; approxi-
mately 55 % of episodes have onset prior to the cardiac event [73]. Somatic
symptoms appear to be more prominent in post-MI patients compared to those seen
in BH settings who tend to have more prominent cognitive and affective symptoms
[74]. Less is known about the long-term course of depression post MI, but some
studies suggest that it tends to follow a chronic course during the first year [20].

Depressive symptoms are also prevalent after coronary bypass grafting (CABG).
A study using the Diagnostic Interview Schedule found that 20 % of 309 CABG
patients met criteria for MDD [75]. About 40 % of patients also have significant
symptoms of anxiety prior to and following CABG [76]. In patients with congestive
heart failure, the prevalence of MDD assessed by diagnostic interview is 19.3 %,
while clinically significant symptoms by self-rating questionnaires are found in
33.6 % of patients [77].

Because depression is highly prevalent, is associated with decreased adherence
to medications and rehabilitation, and has been shown to have a substantial increase
in cardiovascular morbidity and mortality, the AHA Science Advisory has recom-
mended routine screening among cardiac patients [78]. Screening using the two-step
method of Patient Health Questionnaire in cardiology settings yields a prevalence of
18 % positive depression screens, a sensitivity of 91 % and specificity of 55 % com-
pared to a structured interview. Interestingly, this brief self-rated screening provides
valuable prognostic information: after adjustment for age, sex, body mass index,
history of myocardial infarction, hypertension, diabetes, heart failure, and high-
density lipoprotein levels, screening positive for depression was associated with a
41 % greater rate of cardiovascular events over a mean of approximately 6 years of
follow-up [79].

While depression has been most well-studied, other psychiatric diagnoses are
also more prevalent among patients with CAD. Systematic diagnostic assessment of
100 stable outpatients with CAD revealed a mean number of comorbid psychiatric
disorders per subject of 1.7. Point-prevalence of current disorders outside of depres-
sion included: dysthymic disorder (15 %), alcohol abuse (19 %), PTSD (29 %),
generalized anxiety disorder (24 %), binge-eating disorder (10 %), and primary
insomnia (13 %) [80].

At least 20 % of patients seen in an emergency department for chest pain meet
criteria for panic disorder, while approximately half of patients presenting to pri-
mary care for chest pain have either panic attacks or the full disorder [76]. Patients
with true CAD have elevated rates of comorbid panic disorder as well, with rates
that are about four times that of the general population.

Symptoms of both anxiety and depression are common among patients prior to
and after Implantable Cardiac Defibrillator (IDC) placement. The few studies that
have used structured diagnostic interview, found that between 11 and 28 % of
patients met criteria for depressive disorder and 11-26 % had an anxiety disorder.
Rates of elevated symptoms of anxiety and depression based on self-report
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questionnaires shows significant symptoms that tend to persist and are present even
12 months post-implantation. Elevated anxiety and depression scores on the
Hospital Anxiety Depression Scale (HADS) are found in 27-26 % and 23-36 % of
patients pre-implantation, 15-20 % and 23-25 % during the first 6 months post-
procedure and 13-33 % and 7-32 % of patients followed 1 year or more after device
placement, respectively [81].

Delirium is common in patients hospitalized for MI, CHF and CABG. Post-MI
delirium rates are about 20 %, while 20-25 % of patients meet criteria for delirium
postoperatively [57]. Rates of delirium are elevated in cardiac intensive care set-
tings, patients requiring intra-aortic balloon pump therapy present with delirium
34 % of the time [76], for example.

Oncology

A systematic review of mostly European studies, found a combined prevalence of
32 % for any current non-psychotic BH disorder diagnosed by structured clinical
interview among inpatients receiving cancer care [82]. Another review that included
70 studies in non-palliative care settings and used DSM and ICD criteria, found the
prevalence of depression to be 16.3 %. Prevalence for dysthymia was 2.7 %, for
anxiety disorders 10.3 %, and for adjustment disorder 19.4 % [25].

A study of 1,529 patients undergoing active outpatient treatment for cancer,
found elevated Hospital Anxiety and Depression Scale (HADS) scores compared to
237 controls from the general population. Among cancer patients, 20.6 % reported
significant anxiety consistent with an anxiety disorder versus only 5.9 % in the gen-
eral population, 18.1 % reported significant depressive symptoms compared to
8.0 % in the control group [83]. A study of 2,297 outpatients with a variety of can-
cers at various stages showed that while 36.4 % had symptoms suggesting psychi-
atric morbidity, only 29 % of these patients were identified by their treating
oncologist as distressed [84].

Depressive symptoms may be due to stress from the diagnosis of cancer,
underlying medical illness, treatment side effects or represent a preexisting
vulnerability to an affective disorder. Careful differential diagnosis including
evaluation for hypoactive delirium, cancer-related fatigue, and anorexia is often
warranted. In random samples of hospitalized cancer patients, reported rates of
depressive symptoms vary from 25 to 50 % [85]. Factors associated with greater
prevalence of depression are pain, a higher level of physical disability, and more
severe illness.

The prevalence of depression varies by period of assessment and instruments
used. Studies show that approximately 25 % of patients will require evaluation and
treatment at some point due to depressive symptoms. About half of all cases of
depression after cancer diagnosis occur in patients with a prior history of MDD [86].
About 20 % of patients diagnosed with non-small-cell lung cancer have depressed
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mood at the time of diagnosis, and this tends to persist even after treatment [56].
Depression preceding the diagnosis of pancreatic cancer has been noted, and there
has been consideration of depression as a risk factor for pancreatic cancer. Cross-
sectionally, 38 % of patients with pancreatic cancer have elevated Beck Depression
Inventory Scores (BDI) [56]. Overall depression is associated with poorer quality of
life, decreased adherence to treatment, longer length of stay in the hospital and
increased rate of suicide among patients with cancer [87].

Anxiety symptoms are common during initial evaluation given the stress, uncer-
tainty, and difficult decisions that patients often have to make. They are also com-
mon when treatment is started or changed, or when waiting for information related
to disease progression and staging. Anxiety may also be related to undertreated
pain, and the experience of pain may be worsened by anxiety.

Most studies indicate that rates of anxiety disorders appear close to the normal
population, though the brain tumor population may have elevated rates [56]. One
large study of brain tumor patients revealed 48 % of patients met criteria for GAD;
some of these subjects made up the group that met criteria for both depression and
GAD, which represented 33 % of the sample [88]. Selected phobic disorders can
interfere with medical evaluation and treatment, such as claustrophobia leading to
difficulty tolerating MRI scans or health-related phobias such as needle phobia.

Less is known about the prevalence of anxiety disorders among longer term
survivors of cancer. The National Comorbidity Survey Replication provided an
opportunity to examine subjects reporting a history of cancer with no recurrence for
5 years [89]. Subjects with a history of cancer, were more likely to have any anxiety
disorder (OR: 1.49, 95 % CI: 1.04-2.13) during the past 12 months, though rates for
social anxiety, GAD, PTSD, and panic disorder were not significantly different. Odds
for specific (OR: 1.59, 95 % CI: 1.06-2.44) and medical phobia (OR: 3.45, 95 % CI:
1.15-10.0) were significantly elevated amongst cancer survivors, however.

Cancer and its treatment can be traumatic and can lead to PTSD-spectrum symp-
toms for some patients. For example, 24 % of women 2 years after a diagnosis of
breast cancer were found to have symptoms of PTSD, whereas only 9 % met criteria
for the disorder [90]. Younger women, and those with lower education and income
appear more likely to have significant PTSD symptoms [56]. Neuropathic symp-
toms can also be a reminder of treatment and activate anxiety, intrusive thoughts
and avoidance [90].

Fatigue is extremely common among cancer patients and may be virtually a
universal experience at least transiently. Fatigue may become a focus of attention
for a psychiatrist given the related impairment in function and quality of life. The
National Cancer Centers Network (NCCN) recommends systematic assessment
for fatigue in a similar manner to assessing pain, followed by investigation of con-
tributing causes including anxiety, depression and sleep disturbances [56]. Finally,
delirium is common in cancer patients, with 255 to 30 % of inpatients meeting
criteria for delirium. In terminal stages of illness, delirium prevalence reaches up to
85 % [56, 87].
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Infectious Diseases

HIV-AIDS

Mental illnesses are common among people living with HIV/AIDS (PLWHA). The
relationships between BH disorders and HIV are complex because baseline BH
disorders confer risk for contracting HIV due to increased risk behaviors.

Of the BH illnesses experienced by PLWHA, depression prevalence ranges from
approximately 20-36 % depending on evaluation method used [23]. Depression
profoundly impacts HIV in many ways, with behavioral and biologic factors affect-
ing combined antiretroviral therapy adherence, high risk sexual behavior, virologic
failure, and mortality [24].

Anxiety symptoms, including dyspnea, tremor, palpitations, nausea, and diar-
rhea, are also common among PLWHA and may be attributable to medication side
effects, illness or a primary disorder. GAD and PD have 12-month prevalence of 16
and 10 %, respectively [23]. Careful evaluation for both medical and psychiatric
etiologies of mood and anxiety symptoms is warranted. Substance use disorder
prevalence among PLWHA is more than 25 %, as would be expected given that IV
drug use is the second most common HIV transmission risk factor. Drug and alco-
hol abuse is associated with increased high-risk sexual behaviors. Half of PLWHA
who have a substance use disorder also meet criteria for a comorbid psychiatric
diagnosis, most commonly major depressive disorder followed by panic disorder
and bipolar disorder [23].

The rate of suicide completion among PLWHA in Switzerland is three times that
of the general population. In the USA, one in five HIV-positive patients report
having had suicidal ideation in the previous week [91]. Many factors contribute to
this phenomenon, including highly prevalent comorbid depression, substance use
disorders, social isolation, stigma, and chronic pain and fatigue associated with the
disease.

Hepatitis C

BH disorders are common among those who have Hepatitis C Virus (HCV) infec-
tion. The occurrence of HCV infection is reported to be up to 11 times greater in
people with serious BH disorders compared to the general population, and as high
as 25 % in some study samples of patients with serious mental illness [92]. HCV
infection was documented among almost 2 % of all hospitalizations in the VA sys-
tem, 62 % of these patients also had discharge diagnoses of comorbid substance use
and other BH disorders such as depression, PTSD, bipolar disorder, and psychosis
[92]. Interferon has been the mainstay of treatment for HCV but causes neuro-
psychiatric side effects such as depression, irritability and anxiety in approximately
20-40 % of patients. However, little data support withholding treatment from
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individuals with psychiatric and substance use disorders. In fact, the emergence
of depressive symptoms during treatment is actually associated with increased
sustained viral response. Expanding access to treatment for such patients is
recommended.

Endocrine

Diabetes Mellitus

Depression and diabetes are two of the most common chronic diseases in the USA,
and frequently co-occur. Nearly 30 % of patients with diabetes endorse depressive
symptoms when screened, and 12—18 % meet diagnostic criteria for MDD [21, 22],
which is 2-3 times higher than that of the general population. Overall lifetime prev-
alence of MDD among people with types 1 and 2 diabetes is about 29 %, more than
double that of the general population [21]. The relationships between depression
and diabetes are bidirectional; people with major depressive disorder have a higher
risk of developing type 2 diabetes than those without depression. At the same time,
patients with diabetes develop higher rates of depression than do age-matched non-
diabetic counterparts. Moreover, patients with comorbid depression and diabetes
have poorer glycemic control, more disability, and prospectively higher rates of
microvascular and macrovacular morbidity, dementia, and mortality.

Anxiety disorders are also common among people with diabetes. A 2002 meta-
analysis revealed that 14 % of people with diabetes across 18 different studies met
diagnostic criteria for generalized anxiety disorder, while 40 % described anxiety
symptoms [93]. Anxiety symptoms are associated with poor glycemic control and
common sequelae of poorly controlled diabetes.

Diabetes is also common among patients with severe persistent mental illness.
For example, in people with schizophrenia, the prevalence of diabetes is twice as
high as in the general population (10 % vs. 6 %) [94]; it remains untreated in 30 %
[95]. In the CATIE trial, 41 % of participants were found to have the metabolic
syndrome, which is 2-3 times the prevalence of metabolic syndrome in the general
population [96].

Thyroid Dysfunction

Both clinical and subclinical hypothyroidism has been associated with mood disor-
ders, including major depressive disorder and bipolar disorder. Hypothyroidism is
considered a reversible cause of depression. The American Association of Clinical
Endocrinologists recommends that the diagnosis of hypothyroidism should be con-
sidered in every patient with depression, with a careful history and exam for signs
associated with thyroid dysfunction. In an Italian cohort of individuals with sub-
clinical hypothyroidism, prevalence of depressive symptoms was 64 % [97].
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Even though more traditionally associated with hypothyroidism, depression has
also been described in 31-69 % of patients with hyperthyroidism [98]. Among
patients with hyperthyroidism, 60 % meet diagnostic criteria for an anxiety disorder.
Psychiatric symptoms do not consistently improve with hormone therapy, so often
concomitant mental health treatment is required.

Obstetric-Gynecology and Women’s Health

The prevalence of depressive disorders in obstetrics and gynecology practices has
been reported to be as high as 27 % [99]. Postpartum depression prevalence is
10-15 % and usually appears in the first 2-3 months following delivery. Postpartum
psychosis is estimated to occur at a rate of 0.1-0.2 %, and risk to the mother and
child is high [100]. Transient postpartum blues lasting no more than 3—7 days is
common and may occur in as a many as 75 % of women postpartum and does not
require treatment.

Between 14 and 23 % of pregnant women will experience a depressive disorder
during pregnancy, while approximately 13 % of women took an antidepressant at
some point in pregnancy in one study [101]. Depression during pregnancy has been
associated with previous episodes of major depressive illness, poor self-rated health,
and greater alcohol use and use of cigarettes while pregnant. Demographic factors
such as not living with a partner, not working, and less education were also signifi-
cantly related to elevated symptoms of depression during pregnancy.

A study of the prevalence of psychiatric disorders among women seen in a
public-sector gynecologic clinic found that nearly 7 % had panic disorder and 6 %
had generalized anxiety disorder, which is at least two times higher than rates found
in the National Comorbidity Survey for women aged between 25 and 45 years [99].
Moreover, research has shown that pregnant women report more anxiety symptoms
than non-pregnant women and such symptoms are associated with negative health
outcomes for both mother and child.

PTSD is the third most common psychiatric disorder among economically
disadvantaged pregnant women, with a prevalence rate of 7.7 % [101]. Women with
PTSD are more likely to engage in high-risk behaviors such as smoking, poor nutri-
tion, and interpersonal violence all of which have known negative consequences for
both mothers and their newborns. Thirty-three percent of the women with PTSD
report thoughts of self-harm and more than 27 % had comorbid substance use even
during pregnancy. Moreover, women with PTSD have been shown to have more
complications of pregnancy, including more ectopic pregnancies, miscarriages,
hyperemesis, and preterm contractions than their counterparts without PTSD.

Eating disorders primarily affect women in their childbearing years. Prevalence
of bulimia nervosa (BN) or binge eating disorder (BED) in a sample of both primary
care and obstetric gynecology clinics was 6.2 % [102]. Furthermore, anxiety disor-
ders, mood disorders, and diabetes were much more common among women with
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BN or BED than among women without these eating disorders. Unfortunately,
fewer than 10 % of cases with BN or BED were recognized by the patients’
physicians.

When carefully assessed using DSM-V diagnostic criteria, premenstrual dys-
phoric disorder (PMDD) occurs in 2—-5 % of community-based samples, prevalence
rates are approximately twice as high in outpatient obstetric-gynecology clinics
[103]. The premenstrual phase may also lead to exacerbation of existing Axis I
diagnoses and comorbidity between PMDD and other mood disorders, including
seasonal affective disorder has been noted.

Menopausal transition rather than the postmenopausal period appears to confer a
higher risk for depression in women. Rates of depression range from 8 to 20 % in
the menopausal phase [101]. Risk factors for depression in the perimenopausal
period include a prior history of premenstrual or postpartum depression, life stress,
poor health, and absence of a partner.

Conclusion

BH problems are extremely common in medical settings and among a variety of
medical illness across organ systems. Overall, 29 % of all persons with medical
conditions have a comorbid mental health condition [6]. The majority of patients
with BH disorders are seen only in the general medical health sector, and approxi-
mately two-thirds receive no treatment for these disorders [104]. Moreover, patients
with high health service utilization tend to have high psychiatric comorbidity.
However despite high utilization, such patients often receive little or no BH treat-
ment. Finally, BH and medical conditions are risk factors for each other and the
presence of one can complicate the course and treatment of the other. Based on
these observations, it is essential that we integrate BH and medical care delivery to
expand access, improve care, and reduce cost.
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Chapter 3
Access to and Engagement in Evidence-Based
Integrated Care

Susan T. Azrin, David A. Chambers, and Philip Sung-En Wang

Abstract Patients seen in general medical settings commonly have behavioral
health conditions comorbid with other chronic medical disorders, each requiring
high levels of integrated care management. With recent health care policy reform,
the number of such patients recognized in the US health care system will likely
increase, intensifying the need for practical integrated care models that address
co-occurring behavioral and general medical disorders. Access to evidence-based
integrated care can be enhanced by viewing general medical settings, especially
primary care settings where people with behavioral health comorbidities are
frequently seen for general medical problems, as opportunities for engagement in
behavioral health care. We now have multiple evidence-based models for deliver-
ing integrated care in general medical settings. Embedded within these models are
specific strategies to promote access to and engagement in evidence-based behav-
ioral health care, such as patient activation, culturally acceptable care, shared
decision making, patient education, self-management support, care coordination,
reducing patients’ logistical barriers to care, and use of health information tech-
nology. Yet many settings in which integrated behavioral health care could and
should be accessed remain untapped or underutilized. While barriers at multiple
levels hinder progress, abundant opportunities to overcome these deficits exist,
such as the development of flexible integrated care models applicable to large
patient populations, enhanced training for the workforce delivering integrated
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care, health information technology tools that support delivery of integrated care,
minimization of financial barriers to evidence-based integrated care, and expan-
sion of the integrated care science base.

Background

Despite the high prevalence of behavioral health comorbidities, i.e., mental health
and substance use disorders, in non-psychiatric medical settings (as detailed in
Chap. 2), most patients with behavioral health symptoms do not receive integrated
care that addresses both their behavioral health and general medical conditions. Yet
the number of people recognized in the nation’s health care system with co-occurring
behavioral health and general medical conditions will likely escalate in the coming
years. Given the authors’ vantage point from the National Institute of Mental Health
(NIMH), which focuses on understanding and treating mental disorders, we mainly
address the integration of mental health in general medical care settings in this
chapter. We refer readers interested in screening and brief interventions for alcohol
problems in primary care to Moyers and colleagues’ meta-analytic review [1], in
which they found such approaches moderately effective in reducing alcohol con-
sumption, especially for patients whose alcohol use is unhealthy but not severe. We
refer readers interested in screening and brief interventions for drug problems in
primary care to Saitz and colleagues’ review [2], in which they conclude that evi-
dence for these approaches is growing but remains limited. With the advent of the
Patient Protection and Affordable Care Act and accompanying expansion of
Medicaid, more than 30 million previously uninsured people will enter the nation’s
health care system in 2014 [3]. About six million of these individuals will have
untreated mental health disorders [4]. These patients will probably have worse over-
all health and more severe comorbid medical conditions, due in part to their prior
lack of systematic care. Primary care will be the likely health care system entry
point for these “complex patients,” i.e., individuals with multiple chronic clinical
and non-clinical problems, each interacting and creating barriers to improvement.
The health care system will need to rapidly engage them in integrated behavioral
health and general medical care that simultaneously addresses both medical and
behavioral conditions contributing to poor outcomes. As a group, patients with
multi morbidities utilize a high volume of care, particularly non-specialty care and
emergency department and inpatient care for both general medical and behavioral
health problems, making them a costly group of patients for health care systems [5].
Improving quality of care and patient outcomes while containing costs are both
priorities and formidable challenges for this patient population. Engaging them in
integrated care will be critical to meet these challenges.

Integrated care is an effective approach to addressing patients’ multiple medical
conditions [6], which is important given how common multiple comorbidities are in
primary and other care settings. Furthermore, these comorbidities frequently include
chronic conditions, such as asthma, diabetes, obesity, and cardiovascular disease, as
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well as depression, substance use disorders, and anxiety, all of which require
ongoing disease management approaches that involve behavioral and lifestyle inter-
ventions. When one or more comorbidity is a mental health condition, reduced
motivation and cognitive impairment may further complicate provider and patient
attempts at disease management. For example, major depression is common among
people with diabetes and a risk factor for poor diabetes self-care and adherence [7].
Failure to address psychiatric symptoms may diminish the effectiveness of care
for other medical conditions. Finally, patients increasingly seek behavioral health
treatment in general medical rather than behavioral health specialty settings [8],
further increasing the appeal of integrated care for patients with behavioral health
problems.

Recognizing the need for practical integrated care solutions, the National
Institutes of Health (NIH) formed the Trans-NIH Integrated Health Strategies
Workgroup, which held a summit with research and practice leaders in this field in
2010. Presenters highlighted the substantial unmet need for behavioral health care
as a major driver of disability and health care costs, integrated care as a means to
address those needs, and the multiple barriers to widespread implementation of
integrated care. The following year, the NIH released a funding opportunity
announcement, Behavioral Interventions to Address Multiple Chronic Health
Conditions in Primary Care [9], which supports research that uses multi-disease
care management approaches to improve health outcomes of complex patients seen
in primary care.

People with severe mental illnesses, such as schizophrenia—whose primary (and
sometimes only) connection to health care is through the behavioral health specialty
system—may need other integrated care approaches, as the behavioral health
specialty rather than primary care setting may be their medical home. Instead of
receiving behavioral health care within general medical settings, people with severe
mental illness may need models that integrate primary care into the behavioral
health specialty setting (e.g., the patient centered medical home for people with
severe mental illness) and represent yet another enormous challenge which we do
not address in this chapter due to space and scope limitations.

In sum, patients seen in general medical settings tend to have multiple morbidi-
ties, each requiring high levels of care management. With recent US health care
policy reforms, an increasing number of such patients are expected to seek care in
general medical settings, heightening the need for innovative integrated care models
that efficiently address co-occurring behavioral health and chronic physical
conditions.

In this chapter we focus on the opportunities of health care systems and settings
to embed integrated models of behavioral health care in general medical practice.
The challenge we face is how to expand access to evidence-based models of inte-
grated care across an array of medical settings so as to meet the behavioral health
care needs of diverse patient populations. Whatever the model of integrated care or
setting, for the care to produce positive outcomes, the patient must be motivated to
address behavioral health symptoms and participate in behavioral health treatment;
this we term engagement. Therefore, in this chapter, the challenge of increasing
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access to evidence-based integrated care is viewed through the lens of engagement.
Underlining the importance of treatment engagement for improving access to care
and producing positive patient outcomes, the NIMH convened a meeting in the fall
of 2011 to address this topic specifically and broadcast the NIMH’s desire to develop
and test engagement strategies relevant to people with mental health care needs.

By patient engagement we mean an individual’s active involvement in their own
health care, encompassing all “actions individuals must take to obtain the greatest
benefit from the health care services available” ([10], p. 2). Patient engagement
reflects a number of patient behaviors, including the identification of appropriate
providers, assessing costs and benefits of care, making informed treatment decisions,
self-management, adhering to treatment plans, and communication with providers.
Engaging in mental health care can be particularly challenging given the lingering
stigma surrounding psychiatric disorders. However, integrated care models, which
offer behavioral health care in non-psychiatric medical settings, may overcome part
of the stigma associated with seeking behavioral health treatment. The following list
of engagement strategies, which we have derived from the literature reviewed in this
chapter, may enhance patient engagement in behavioral health care:

* Embedding entry points to outcome changing (evidence-based) behavioral health
care within non-specialty settings

* Culturally sensitive screening for behavioral health conditions

e Culturally acceptable treatment options

* Pretreatment interventions to foster patient activation

* Shared decision making that incorporates patient preferences in establishing
treatment goals and types of interventions

» Patient education on the relevant behavioral health problem and its treatment

* Coordinating care across medical conditions and service delivery systems

* Support for patient self-management, including adherence to treatment plans

* Problem solving with patient to overcome barriers to treatment

» Service delivery mechanisms that reduce patients’ logistical barriers to care,
such as the need for transportation

* Use of health information technology (IT) to support all of the above

Across medical settings, a number of integrated care models have been demonstrated
effective in addressing behavioral health disorders comorbid with a range of other medi-
cal conditions; more models are now under study. Because the setting itself drives the
integrated care design and engagement strategies, we have organized this chapter around
medical settings and the opportunities for integrated care they represent.

Integrated Care Models and Engagement Strategies

Integrated care models that bring behavioral health into general medical settings
have been developed for primary care, obstetrics/gynecology, pediatrics, trauma
centers, and emergency departments. These models vary in their stage of
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development, some with a strong evidence base and others still under study. Here
we describe the most promising models for integrating behavioral health care into
these medical settings and note their novel engagement strategies.

Primary Care
Models for Detecting Mental Health Problems in Primary Care

Detecting a mental health problem is a first step in engaging a patient in evidence-
based care. Primary care practices may want to administer routine mental health
screening tools to all patients. They can also use the office visit itself to identify
mental health problems by routinely giving the patient and family the chance to
express all of their concerns early in the visit, asking open-ended questions that
encourage the patient and family to share concerns, and developing the skills
to identify verbal and nonverbal clues associated with emotional distress, e.g.,
depressed affect, unexplained weight loss, or poor sleep. If the patient discloses a
potential mental health problem, the provider must respond empathically and
support the patient in believing that the primary care practice can help with the
problem [11].

For some populations, recognition of mental health problems is particularly chal-
lenging and specific strategies to better detect these problems are necessary to
improve engagement in mental health care. As one example, Chinese Americans
underuse mental health services despite rates of depression equivalent to those in
the general population. When they seek mental health treatment, they typically do
so in primary care [12].

However, Chinese American immigrants’ cultural beliefs present some barriers
to accessing depression care, e.g., unfamiliarity with the concept of major depres-
sion, strong stigma around psychiatric problems, limited English language profi-
ciency, and the tendency to schedule physician visits only when physical symptoms
are present. Likewise, primary care physicians may lack the cultural sensitivity to
recognize depression in Chinese Americans. Yeung has shown that systematic and
culturally sensitive screening for depression in primary care can dramatically
increase the recognition of depression in Chinese Americans and facilitate treat-
ment engagement [12].

Models for Coordinating Care

The evidence-based practice of collaborative care for depression is built upon
Wagner’s Chronic Care Model [6], with primary care as its entry point. The Chronic
Care Model has been revolutionary in focusing attention on the need for primary
care redesign to improve health outcomes for patients with chronic illnesses, a
departure from outpatient care’s traditional emphasis on acute care. Using a team-
based approach, the Chronic Care Model seeks to alter the organization and delivery
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of health care by assuring that evidence-based treatments are administered, strength-
ening the patient-provider relationship, supporting patient self-management, incor-
porating decision support tools and clinical information systems and leveraging
community resources [13].

Collaborative care’s innovation was to simplify and operationalize the critical
elements of the chronic care model by applying the model to the treatment of
depression in primary care. The collaborative care team typically includes the
patient’s primary care physician, a depression care manager and consulting psychia-
trist and employs a “treat-to-target” approach [14]. The care manager educates the
patient about depression and its treatment, provides behavioral activation, and sup-
ports the patient’s self-management behavior and antidepressant therapy as pre-
scribed by the primary care physician. Importantly, the care manager also continually
monitors the patient’s treatment response, adjusting the treatment plan to better
meet treatment targets, in consultation with the psychiatrist and primary care physi-
cian. Dozens of studies support the effectiveness of collaborative care for treating
depression [15], and evidence suggests the model is also effective in reducing
depression severity and achieving remission in bipolar depression [16]. Moreover,
multiple studies support collaborative care’s effectiveness in engaging underserved
racial-ethnic groups, notably African Americans and Latinos, in evidence-based
depression care [17].

Yet the collaborative care model is not without limitations, chief among them the
primary care practice’s need for additional on-site staff, namely a care manager and
consulting psychiatrist, which may especially challenge small or rural practices.
Fortney creatively addresses this staffing challenge by virtually co-locating a care
manager, a psychologist, a psychiatrist, and a pharmacist. Patients receive care from
a depression care manager by phone, medication management consultation from a
pharmacist by phone if the patient does not respond to the initial antidepressant, and
consultation from a psychiatrist via videoconferencing if the patient does not
respond to two antidepressant trials. The primary care physician provides on-site
care and the psychologist and psychiatrist provide weekly team clinical supervision.
Implementing this model in Federally Qualified Health Centers (where behavioral
health problems are the most commonly reported reason for visits), Fortney found
telemedicine-based collaborative care for depression to be even more effective than
practice-based collaborative care [18]. Likewise, Rollman studied collaborative
care for anxiety disorders and found it just as effective when the care management
is delivered by telephone [19].

However, the typical patient seen in primary care has multiple chronic medical
conditions, all requiring some level of care management, while conventional col-
laborative care addresses just one problem at a time. Responding to the needs of
patients with depression that co-occurs other chronic conditions, Katon and col-
leagues extended the collaborative care model by integrating care for depression
with care for two other common comorbid medical conditions: diabetes and coro-
nary heart disease (CHD) [20]. Diabetes and CHD are very common medical condi-
tions in the USA and frequently co-occur with depression, whose presence adversely
affects these patients’ self-care for relevant risk factors, such as blood pressure,
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LDL cholesterol, and blood sugar. Katon’s TEAMcare targets improvement in all
three medical conditions by combining support for self-care with pharmacotherapy
for depression, hyperglycemia, hypertension, and hyperlipidemia. A nurse (who
fulfills the care manager role), supervising psychiatrist and primary care physician
work as a team using the treat-to-target approach and systematically monitoring
patient progress on key indicators for each condition (brief depression measure,
hemoglobin Alc, blood pressure, and lipid levels), with frequent adjustments to
treatment when these indicators fall short of the treatment targets. In a rigorous
randomized controlled trial (RCT), patients in a 12-month program of TEAMcare
demonstrated improvements in hemoglobin Alc, LDL cholesterol, blood pressure,
and depression severity and reported better of quality of life and satisfaction with
care than did controls [21]. TEAMcare’s success likely emanates partly to its focus
on teaching patients self-management strategies to control each of their chronic
conditions. It is also likely that some patients would have refused depression care
were it not delivered in primary care and tied to the treatment of their poorly con-
trolled diabetes or CHD. Finally, TEAMcare has subsequently provided care man-
agement by telephone, eliminating a possible logistical barrier to care for patients
and reducing the practice’s on-site staffing needs.

The success of collaborative care generally and TEAMcare specifically has
generated abundant research extending these models to additional patient popula-
tions seen in primary care. For example, Cuerpo San, Mete Sana (“a healthy mind
in a healthy body”) was developed for Latinos in public sector primary care,
who have low rates of depression care and high rates of chronic disease [22].
The intervention, now under study, targets both depression and chronic medical
conditions using cognitive behavior therapy (CBT) and group self-management.
The group format seeks to reduce delivery costs and promote engagement through
peer support. To further collaborative care’s reach as well as reduce delivery cost,
researchers are testing the effectiveness of online delivery of collaborative care
for depression and anxiety, as well as the incremental benefit of adding an online-
moderated support group [23].

More Promising Primary Care Models

Customizing Treatment for Posttraumatic Stress Disorder. Nearly eight million
adults a year meet diagnostic criteria for PTSD in the USA [24]. A large-scale trial
is underway to test the effectiveness of evidence-based PTSD treatment delivered to
underserved, low-income ethnic minorities in primary care [25]. This study is
important because the field otherwise has no model for the effective delivery of
evidence-based PTSD treatment in primary care. Pharmacotherapy is the first line
treatment; patients who do not initially respond receive stepped (more intensive)
care, either pharmacotherapy or CBT augmentation. The culturally adapted CBT is
designed for non-English speakers with multiple life stressors, low education,
somatizing tendencies, and considerable stigma around seeking mental health care,
which characterizes most refugees with PTSD. The model incorporates additional
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engagement strategies for this population, most of whom would otherwise receive
no PTSD care, such as sociocultural patient and provider PTSD education empha-
sizing culturally specific presentations of distress.

Improving Antidepressant Adherence. While antidepressants are an effective treat-
ment for depression, antidepressant adherence is generally poor. As many as 40 %
of patients discontinue antidepressants within the first month—75 % within
3 months—which greatly reduces the treatment’s effectiveness [26]. Adherence
interventions are sorely needed for primary care practice, where the majority of
antidepressants are prescribed.

The Treatment Initiation and Participation (TIP) program, which targets antide-
pressant adherence in older adults with depression, is being tested in a large-scale
trial [27]. TIP is a brief (three sessions plus telephone follow-up), individualized
psychosocial intervention that directly engages older adults in creating an adher-
ence strategy tailored to their self-identified adherence barriers. An adjunct to phar-
macotherapy, TIP is carried out by on-staff social workers who use motivational
interviewing, problem-solving, and psycho-education to increase antidepressant
adherence and reduce depressive symptoms.

Using a low-cost, direct-to-patient health IT approach to prompt antidepressant
refills and thereby boost antidepressant adherence, investigators are conducting an
RCT with 3,100 adults to assess the effectiveness of an automated telephone interac-
tive voice recognition (IVR) intervention [28]. The health care system’s electronic
medical record serves as a platform for the IVR program that phones patient remind-
ers and/or tardy calls timed to patients’ projected antidepressant refill dates. Patients
are offered the options of brief psycho-education, or transfer to a live pharmacist or
the HMO mail refill pharmacy. Similar low-cost IVR medication adherence inter-
ventions have been shown to modestly but significantly increase adherence for other
medications, such as inhaled corticosteroids [29].

As noted earlier, depression and CHD are very common in the USA and fre-
quently co-occur. The presence of depression is associated with poor adherence to
antihypertensive treatment and is itself a risk factor for hypertension, a primary
CHD risk factor. Collaborative care and TEAMcare target adherence, but require
the addition of a dedicated care manager, which in many settings is not feasible.
Research is underway to develop an approach that uses existing primary care staff
to increase antidepressant adherence for older adults with co-occurring depression
and CHD [30]. The primary care nurse and physician support antidepressant adher-
ence through patient education, self-management support, and brief problem-
solving therapy, which are hypothesized to improve adherence to both antidepressants
and hypertension treatment in older adults.

Enhancing Patient Self-Efficacy. Diabetes and depression frequently co-occur,
with each condition complicating the treatment of the other and requiring a high
level of self-management, as already noted. Social cognitive theory suggests that
patient self-efficacy is a key mediator in patients’ ability to perform health-
enhancing behaviors across conditions. Yet current self-efficacy interventions are
typically provided outside of primary care, require specialty-trained staff, involve
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multiple sessions and address a single medical condition. In an effort to improve
both diabetes and depression outcomes, researchers are developing a practical
provider-training intervention to increase patient self-efficacy for managing
these conditions in primary care [31]. In three 15-min office-based sessions, pri-
mary care providers are taught to employ Self-Efficacy Enhancing Interviewing
Techniques (SEE IT) with their patients during routine office visits, capitalizing
on the therapeutic relationship patients already have with their primary care
provider.

Summary

Efficient identification of behavioral health problems in primary care remains a
challenge and may require systematic and culturally sensitive screening. Once men-
tal health problems are detected, the team-based Chronic Care Model suggests
many avenues for the delivery of integrated care, with collaborative care for depres-
sion the most established of these approaches. Telemedicine and other technologi-
cal interventions have greatly expanded the reach of collaborative care, making it
more feasible for remote and/or small practices by virtually co-locating a care man-
ager and psychiatrist. The successful TEAMcare model extends collaborative care
by integrating care for both depression and other chronic medical conditions, while
new collaborative care experiments involving group and online delivery are now
underway. Opportunities for integrating psychiatry into primary care abound and
models under study aim to improve primary care patients’ self-management by
enhancing patient self-efficacy; integrate evidence-based PTSD treatment into
primary care; and improve antidepressant adherence through brief psychosocial and
health IT interventions.

Obstetrics/Gynecology

Depression is more common for women during the reproductive and menopausal
transition years, when obstetricians-gynecologists (Ob-Gyns) represent the only
health care providers many of them regularly see, especially if they are low-income
or ethnic minorities. A current study led by Katon leverages the health care connec-
tion that depressed women receiving Ob-Gyn care have already established with
these providers in order to engage the women in evidence-based depression care.
In a large randomized trial, collaborative care for depression, adapted for the
Ob-Gyn setting, was significantly more effective than usual care in improving the
quality of depression care and depression and functional outcomes, while also pro-
ducing high levels of satisfaction with care [32].

The postpartum period presents a unique window for engaging women in depres-
sion care, as they strive to become capable parents. The new mothers often perceive
addressing their own behavioral health needs as a positive step in this direction.
Accordingly, another version of Ob-Gyn-based collaborative depression care now
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under study focuses on women with postpartum depression [33]. This model
emphasizes the role of an off-site care manager who is positioned at the health plan
level and provides depression education, support and care coordination to patients
telephonically, eliminating the need for office visits which may pose particular
logistical challenges for new mothers.

Poor, urban women are twice as likely to have major depression during preg-
nancy as are middle-class women [34, 35], but are harder to engage and retain in
treatment due to barriers to care at the patient, community, provider, and system
levels [36]. FOR MOMS (“Maintain Our Mothers’ Strength”) aims to overcome
these barriers to care and engage low-income, pregnant women with major depres-
sion in collaborative care for perinatal depression [37]. Pregnant women are
screened for depression during obstetrics visits. The intervention components are
adapted for cultural relevance to both the cultures of poverty and race/ethnicity.
They include a pretreatment engagement session (via phone or home visit) based on
motivational interviewing and delivered by a depression care specialist, followed by
a choice of brief interpersonal psychotherapy or evidence-based pharmacotherapy.
While the initial two sessions are delivered by the depression care specialist
in-person, access to care is enhanced by offering subsequent sessions by phone or
in-home. A consulting psychiatrist supervises the depression care specialist. FOR
MOMs is now being tested in a large RCT.

Summary

For many women, their Ob-Gyn is their de facto primary care provider, and may be
their only connection to the health care system. Accordingly, collaborative care for
depression has been extended to the Ob-Gyn setting, with at least one study support-
ing its effectiveness. Other models under study aim to leverage the perinatal period
as an opportunity to engage depressed pregnant and postpartum women in depres-
sion care, minimizing logistical barriers to care, activating patients through pretreat-
ment sessions, and adapting care for cultural relevance. Given Ob-Gyns’ prominence
for the many women with no other source of health care, more evidence-based
models for integrating psychiatry into Ob-Gyn are needed.

Pediatric and Adolescent Primary Care

Nearly one-fifth of children seen in primary care in the USA have a mental health
disorder that meets diagnostic criteria, and another 14-18 % have conditions that
fall just below diagnostic thresholds. Both groups experience significant functional
impairment in peer and teacher relationships and general behavior. Of note, children
with sub-threshold mental health problems may have levels of impairment as
high as children meeting full diagnostic criteria [38]. Among youth with a mental
health disorder that met diagnostic criteria, most did not receive appropriate phar-
macological treatment and this was more likely to be the case for those treated in
primary care [39].
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Increasing Behavioral Health Treatment Capacity

Pediatricians trying to engage families to address behavioral health problems face a
lack of practical models suitable for the typical family or pediatric practice. Wagner’s
Chronic Care Model requires a diagnosis as its entry point to care; this is problem-
atic for the sizable number of children in primary care whose behavioral health
problems cause substantial impairment yet do not meet diagnostic criteria. The
Chronic Care Model also requires additional office staff and practice redesign—
high barriers to implementation for many practices. Pediatricians need feasible,
flexible treatment approaches that apply to the full range of behavioral health
problems encountered in pediatrics and are responsive to parents’ concerns and
preferences.

In response, Wissow is developing an evidence-based model for child and ado-
lescent behavioral health that enables pediatric practices to provide behavioral
health care for the majority of their patients with behavioral health needs, regardless
of diagnosis, by expanding the existing skills and knowledge of family and pediatric
providers [40]. The core intervention components involve the following:

* Improving providers’ skills for engaging patients and parents around the family’s
concerns, e.g., begin with screening for impairment rather than disorder, and
elicit symptoms and family concerns around broad diagnostic categories rather
than specific diagnoses; and

* Delivering symptom-specific strategies that in various combinations serve as the
building blocks of evidence-based care for clusters of related disorders, e.g., gradual
exposure to a feared stimulus as a treatment element for children’s anxiety.

The model is intended to produce sustainable increases in the behavioral health
treatment capacity in primary care, while remaining feasible within current practice
patterns, structure and financing.

Technology to Improve Attention Deficit Hyperactivity Disorder Care

Family and pediatric practices provide the majority of care for children with
Attention Deficit Hyperactivity Disorder (ADHD), including the prescription of
stimulant medications, the first line treatment for ADHD. The American Academy
of Pediatrics (AAP) has published ADHD practice guidelines for treating this com-
mon childhood disorder, but they have produced only modest improvements in pri-
mary care ADHD practice.

Various health IT approaches have been shown effective in increasing primary care
providers’ adherence to AAP guideline. For example, Epstein and colleagues imple-
mented an internet portal that allows parents, teachers, and pediatricians to complete
and transmit rating scales online, as opposed to more burdensome paper and pencil
versions. Scale scores and their interpretations are then made available to the physician
in a user-friendly format for use in patient treatment planning. The portal was shown to
enhance quality of care by facilitating guideline-concordant care in a recent RCT [41].
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The electronic health record (EHR) may prove a useful platform for decision
support tools designed to enhance management of ADHD and other chronic medi-
cal conditions. Co and colleagues linked the practice’s EHR with an ADHD deci-
sion support system that prompted physicians to assess ADHD symptoms every
3-6 months and document symptoms, treatment effectiveness, and adverse effects
in the EHR. Results of an RCT showed that children seen in practices using the
EHR-based decision support were more likely to receive ADHD assessments and
documentation in the EHR was associated with increased treatment effectiveness
and response to adverse effects [42].

Collaborative care featuring telepsychiatry shows promise in improving ADHD
care for Hispanic children, especially in remote areas with few psychiatrists. In weekly
telephone consultation, the off-site psychiatrist and care manager (off-site in the rural
practice) make treatment recommendations based on routinely administered ADHD
rating scale scores. The care manager shares the recommendations with the patient’s
pediatrician who writes the prescription; educates patients and families on ADHD and
its management; and follows up with the patient monthly. Children experienced
ADHD symptom reduction and parents reported satisfaction with care, although the
pre-post study design limits inferences on this model’s effectiveness [43].

Advancing Adolescent Depression Care

Depression is common in adolescence and untreated depression is associated with
suicide, a leading cause of death for youth aged 15-24 years [44]. While evidence-
based interventions for the treatment of adolescent depression exist, few are rou-
tinely available through primary care. Asarnow and her colleagues developed Youth
Partners in Care, a 6-month quality improvement intervention to improve access to
evidence-based depression care for depressed adolescents in primary care. In an
RCT of more than 400 ethnically diverse adolescents, teams of experts adapted and
implemented the collaborative care-based intervention at six sites, including man-
aged care, public sector and academic health care programs. Patients were offered a
choice of treatments: CBT, medication, both CBT and medication, care manager
follow-up or referral. Care managers were trained to deliver manualized CBT, con-
duct patient evaluations, provide education to patients and families, and consult
with specialty mental health care providers as needed. Adolescents in the Partners
in Care program, compared with usual care patients, reported significantly higher
rates of behavioral health care, fewer depressive symptoms and greater satisfaction
with care [45]. Youth Partners in Care also holds great promise for reducing dispari-
ties in access to behavioral health care for racial-ethnic minority youths; the quality
improvement strategy was especially effective for Black and Latino youths [46].

Summary

Children and adolescents with behavioral health problems are routinely seen in pri-
mary care, but these problems typically go untreated, even when the problems meet
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diagnostic criteria. When behavioral health treatment is delivered in primary care, it
too often fails to meet guideline standards. Family and pediatric practices have a
few tools for integrating behavioral health care into their practice: Health IT solu-
tions have been shown effective in improving guideline-concordant ADHD care, as
has collaborative care for adolescent depression. However, given the considerable
unmet behavioral health care needs of child and adolescent primary care patients,
and the level of impairment that accompanies even sub-threshold behavioral health
problems, these providers need many more practical strategies to address the full
range of behavioral health problems routinely encountered in their practices.

Patient-Centered Medical Home

Based on the Chronic Care Model, the patient-centered medical home (PCMH) is
an ambitious model of primary care transformation that aims to improve patient
outcomes, quality of care and system efficiency. Team-based care is central to the
PCMH, which is accountable for meeting the majority of a patient’s health care
needs. The PCMH also embraces the principles of population-based health; health
of the whole person; coordination of care across all elements of the health care sys-
tem; enhanced access to care; and a systems-based approach to quality and safety
that includes clinical decision-support tools and health IT to support the PCMH’s
aims [47]. Viewed by many as the centerpiece for reform of health care delivery and
primary care practice, the impact of the PCMH has not yet been established. The
first national test of the PCMH involved 36 family practices and found that transfor-
mation to a PCMH was possible but required tremendous effort and motivation and
a long time-frame (at least 2 years) [48]. Disappointingly, quality of care did not
appreciably improve.

Still in an early stage of development, the PCMH has potential for increasing
access to and engagement in behavioral health care. Many PCMH demonstrations
are underway, but most do not explicitly address behavioral health care. Yet, as
Croghan and Brown point out, “All successful models for integrating mental health
care into primary care settings are based on or are consistent with the basic tenants
of the CCM [Chronic Care Model] and thus share many attributes with the PCMH”
([49], p. 4). Collaborative care, for example, with its team-based integrated care
approach and aim of improving access to evidence-based mental health care, com-
ports well with the PCMH. In addition, given that managing behavioral health prob-
lems is conceptually similar to managing physical health problems, inclusion of
behavioral health in the PCMH may help to normalize behavioral health treatment
in primary care practice, thereby reducing some of the stigma around seeking
behavioral health care [47].

Encouragingly, Toomey and colleagues found that children with ADHD who
received care from a PCMH were more likely to receive medication for ADHD and
less likely to have problems with behavior, making friends and participating in
activities. Children in a PCMH also missed fewer school days and their parents
were contacted by the school less often [50].



42 S.T. Azrin et al.

Summary

The PCMH would seem an ideal vehicle for integrating behavioral health into gen-
eral medical care for entire populations, with potential for reducing stigma around
seeking behavioral health care. While preliminary findings on the PCMH’s impact
on quality of health care generally have been disappointing, at least one study found
it improved quality of children’s behavioral health care. The PCMH’s success in
engaging patients in evidence-based behavioral health care will depend largely on
the extent to which it is explicitly included in the PCMH.

Emergency Departments/Trauma Centers
Improving Quality of PTSD Care in Trauma Centers

Nearly two million US civilians a year sustain traumatic physical injuries requiring
hospitalization [51] and are at high risk for developing PTSD, which in turn is asso-
ciated with post-injury functional impairment, independent of the injury’s physical
impact [52]. CBT and pharmacological interventions appear to be effective for
PTSD in individuals who sustain traumatic injuries. However, the treatment must be
delivered soon after the injury to be effective, and most such individuals enter treat-
ment months or years after the injury. Responding to the need for rapid detection of
PTSD in traumatically injured patients and engagement in evidence-based PTSD
treatment, Zatzick developed and tested a stepped PTSD collaborative care inter-
vention for deployment in trauma centers. The care manager initially engages the
patient (while still in the hospital) by coordinating care across inpatient, primary
care and community settings and helping the patient problem-solve around immedi-
ate post-injury concerns. Later, the care manager uses behavioral activation and
motivational interviewing strategies to activate the patient for behavioral health
treatment. Patients are then engaged in shared decision making in their choice of
PTSD treatment: medication, CBT or both. The CBT includes psychoeducation,
muscle relaxation, cognitive restructuring and graded exposure. Medication is pre-
scribed by a nurse practitioner under the supervision of a psychiatrist. The care
manager repeatedly measures PTSD symptoms and if the patient does not improve
a higher intensity of care is offered. In an RCT of 207 hospitalized injury survivors
with PTSD, patients who received the intervention had significantly fewer PTSD
symptoms at 6-, 9-, and 12-months post-injury; had better physical functioning; and
were more satisfied with their care as compared to those who received usual care
[53]. Intervention patients also received higher quality posttraumatic care, e.g., they
were more likely to receive evidence-based PTSD pharmacotherapy.

Improving Quality of Behavioral Health Care in Emergency Departments

People with behavioral health disorders are among the most frequent users of emer-
gency department (ED) services [54], though less than half the visits for behavioral
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health causes are true emergencies [55]. EDs are usually overcrowded, lack access
to behavioral health clinicians, and have limited capacity for discharge planning
to appropriate outpatient behavioral health treatment. Consequently, seeking behav-
ioral health care in an ED is not likely to result in high quality behavioral health
treatment or successful linkage to community-based behavioral health care.
Excessive ED use also increases costs and reduces ED capacity for true emer-
gencies. Conversely, when individuals seeking behavioral health care present
themselves in the ED, a unique opportunity arises to engage these activated patients
in evidence-based behavioral health treatment and connect those without to care in
the community.

Partners in Behavioral Health Emergency Services, a telepsychiatry consultation
initiative to improve the quality of mental health care in EDs, is under study in 35
South Carolina EDs [56]. The service delivery intervention is designed to capitalize
on the limited window of opportunity that an ED visit represents to assess for men-
tal health disorder, conduct a thorough psychiatric evaluation, develop a treatment
plan, and link the patient to community-based care, without relying on on-site
behavioral health care staff who may be unavailable in the ED. First, the ED triage
nurse or physician on duty completes an online ED intake form with the patient’s
diagnoses, lab values, vital signs, and reason for the mental health consultation. An
off-site psychiatrist, available around-the-clock via real-time video, conducts a
standard history and mental status examination with the patient by teleconference,
and requests permission to contact the patient’s usual behavioral health care pro-
vider. The psychiatrist then develops a treatment plan, with recommendations for
acute management in the ED; the onsite ED staff implement the treatment plan. The
psychiatrist also collaborates with the ED staff and outpatient behavioral health
team to develop a disposition plan and facilitate linkage to the patient’s usual
provider or, if none exists, a new behavioral health care provider in the community.
The patient’s local treating physician retains responsibility for the patient’s care
after discharge.

The evidence for ED-based service delivery models that integrate screening for
alcohol problems and brief interventions is growing [57]. Gentillelo and his team
found that almost half of 2,500+ injured ED patients screened positive for problem-
atic alcohol use [58]. Of these, 762 enrolled in an RCT testing the impact of a one-
session, 30-min motivational intervention conducted by a psychologist on or near
the day of discharge. This session emphasized personalized feedback comparing
the patient’s alcohol consumption to national norms, noting the patient’s level of
intoxication at admission and its impact on the patient’s health and risk of future
injury. Patients were encouraged to reduce their drinking in order to reduce their
level of risk and offered a menu of strategies to do this, including treatment resources
and local self-help programs. A month later, the patient received a letter summariz-
ing the session. At 12 months, the intervention group had reduced their alcohol
consumption by an average of 22 drinks per month, compared to 7 drinks for the
control group, and the reduced alcohol intake was particularly strong for interven-
tion participants with mild to moderate alcohol problems. Furthermore, 3 years
later the risk of serious injury recurrence was reduced by nearly one-half in the
intervention group.
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Suicide Prevention in Emergency Departments

Suicide is a leading cause of death for teens and adults in their twenties and thirties
and a major public health concern across demographic groups [42]. Visits to the ED
related to intentional self-harm are common, which makes the ED an opportune set-
ting for detecting and preventing suicide. The ED Safety Assessment and Follow-up
Evaluation (EDSAFE) combines practical universal screening for suicide with a
suicide prevention intervention for those screening positive [59]. The ED nurse
delivers a brief motivational intervention during the ED visit, followed post-
discharge by up to seven sessions of telephone counseling and up to four sessions
with the patient’s significant others. Counseling is based on the Coping Long Term
with Attempted Suicide (CLASP) intervention, which targets suicidal behavior. The
effectiveness of EDSAFE will be evaluated in a quasi-experimental study with more
than 1,400 suicidal patients presenting in eight EDs.

Summary

Trauma centers now have an effective approach for rapidly identifying PTSD in
traumatically injured patients and engaging them in evidence-based PTSD care. The
PTSD collaborative care intervention both reduces severity of PTSD symptoms and
improves physical functioning. In addition, researchers have developed ED-based
models to improve the care of people seeking behavioral health treatment in this
setting, to detect behavioral health problems and intervene with patients who are not
seeking treatment, and to screen for suicide and conduct a brief intervention with
those screening positive. Large trials are now underway to test some of these prom-
ising models for the ED. Recognizing the need and opportunity that ED care repre-
sents, the NIH created the Office of Emergency Care Research in 2012 to improve
care in this setting [60]. Further research on integrated care approaches in trauma
centers and EDs is warranted to boost the quality of behavioral health care delivered
in these settings.

The Vision

Access to evidence-based integrated care can be enhanced by viewing general med-
ical settings, especially primary care settings where people with behavioral health
comorbidities are frequently seen for general medical problems, as opportunities for
engagement in behavioral health treatment. Many settings in which integrated
behavioral health care could and should be accessed remain untapped or underuti-
lized. The vision of expanding access to evidence-based integrated care will be
accomplished by developing a range of engagement strategies that meet the needs
of complex patients seen in diverse health care settings. Great progress has been
made on this front, with the Chronic Care Model providing the field a blueprint for
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engaging patients in coordinated care and care management strategies that are
essential for treating most chronic medical conditions, including behavioral health
problems. We now have multiple evidence-based models for delivering integrated
care in general medical settings, and embedded within these models are specific
strategies to promote access to and engagement in evidence-based behavioral health
treatment. But much work remains. These models are limited in terms of the patient
populations they reach, the behavioral health problems they address, their capacity
to provide integrated care for a variety of complex patients, and the feasibility of the
models across diverse service settings with varying resource levels. To fill these
gaps and enhance access to integrated behavioral health care, the field needs to
develop more flexible integrated care models that can address the variety of patient
populations, behavioral health problems and chronic disease clusters commonly
seen in a general medical setting. Our vision of enhanced access to evidence-based
integrated care might look like the following:

Ten-year old Alonso and his parents arrive at the pediatric practice to follow-up on his new
asthma medication, appreciating the convenience of the evening appointment. Dr. Lee
greets them warmly and inquires as to the family’s well-being. Alonso’s mother responds
positively but suggests that he is having difficulties keeping up with his schoolwork, seems
not to listen at home, and the teacher has called about unfinished assignments, though his
father does not want to “bother” Dr. Lee with such problems. Alert to the parents’ tension
when raising these issues, Dr. Lee prompts the parents to tell her more. She quickly suspects
ADHD and tells the family that she thinks she can help. After assessing Alonso’s response
to the new inhaled corticosteroids dosage, which is satisfactory, Dr. Lee returns to the pos-
sible ADHD diagnosis. She describes the practice’s online patient portal where Alonso’s
teachers and parents can submit ratings of his behavior, which will aid Dr. Lee in treatment
planning and treating to target. After discussing how the portal works and answering the
family’s questions, they agree to try it to better understand the problem and leave the clinic
encouraged that there might be a solution to Alonso’s behavior problems.

Two weeks later, the family returns to the clinic and Dr. Lee tells them of Alonso’s
ADHD diagnosis, educating them about the disorder and its treatment. After exploring
treatment options and responding to the family’s concerns and preferences (How will stim-
ulants interact with Alonso’s corticosteroids? What are the side effects? Are there medica-
tions that have an easier administration schedule?), the parents and Dr. Lee agree to a trial
of stimulants and establish the treatment goals together. Having consulted the practice’s
decision support system and accessed its ADHD medication algorithm, Dr. Lee hands them
a stimulant prescription consistent with guideline care for ADHD and appropriate for use
with inhaled corticosteroids. Dr. Lee then introduces the practice’s nurse care manager, who
supports the family by eliciting possible treatment adherence barriers and helping them
problem solve strategies for overcoming them. The nurse care manager also offers the
family brief behavioral strategies they can use at home to reinforce Alonso’s positive
behavior.

Alonso and his parents leave the clinic feeling hopeful that his problems will soon
improve and comfortable with the care Dr. Lee and her staff provided. They would not have
considered seeing a behavioral health professional for Alonso’s problems. In their culture,
few people seek behavioral health treatment, and only if they are very sick, not like Alonso.
Back in her office, Dr. Lee makes an entry into Alonso’s EHR, which interacts with the
decision support system and will prompt her to assess his ADHD symptoms at regular
intervals and chart his progress. Three months later, after two adjustments to his stimulant
dosage based on rating scale data from his parents and teacher, Alonso’s ADHD symptoms
are markedly reduced and his asthma remains controlled.
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This family received evidence-based integrated behavioral health care in a
primary care practice that minimized logistical barriers to care, proactively identi-
fied behavioral health problems in a non-stigmatizing fashion, and activated the
family to engage in behavioral health care by addressing their immediate concerns.
The practice involved the family in shared decision-making around treatment
options and goals, educated them about the behavioral disorder and its treatment,
and supported the family in managing the disorder and overcoming barriers to treat-
ment adherence. Multiple health IT tools provided decision support and enhanced
management for the coordinated care of two chronic medical conditions. Such a
family has truly been engaged in integrated care at every contact.

Barriers to Implementation

What stands in the way of realizing this vision of integrated care that thoroughly
engages the patient and family? In this section we identify the major barriers at
multiple levels.

Structural Barriers

Health care in the USA today generally consists of multiple provider silos, each
providing different specialty care and linked only loosely. Little attention is paid to
communications between primary and specialty care and hospitals or to coordinat-
ing care across a patient’s providers. Separate patient medical records for general
medical and behavioral health care delivered within the same health care system—
a practice intended to protect patients’ privacy in light of the stigma around behav-
ioral health conditions—further impairs communication across service settings.
These health care silos pose a structural barrier to care coordination and make
integrated care challenging. The uncertainty over behavioral health’s inclusion in
the PCMH is an especially problematic structural barrier to the provision of inte-
grated care.

Likewise, research in the USA is often parsed out across multiple silos, each
addressing a particular body system or medical condition. Indeed, the structure of
the National Institutes of Health divides research among 27 Institutes and Centers,
each focusing on a cluster of illnesses related to an organ, a population, or a system
within the body. Most clinical trials systematically exclude people with comorbidi-
ties (especially behavioral health conditions), despite their representing the modal
patient seen in primary care practice. Lack of research on complex patients, includ-
ing those with behavioral health problems, severely limits our knowledgebase for
guiding integrated care solutions.
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Practice Level Barriers

Most general medical settings pay minimal attention to detecting behavioral health
problems. Due to the lingering stigma around behavioral health conditions, patients
may be reluctant to bring up these problems without the provider’s encouragement
and sensitivity to the patient’s cultural beliefs. A practice that fails to take a proac-
tive stance in eliciting patients’ behavioral health concerns is no doubt missing
opportunities to engage the patient in integrated care. The brevity of the typical
office visit, which affords limited time to explore possible behavioral health issues,
exacerbates this problem.

Practices may also avoid eliciting patients’ concerns if they feel they lack the
knowledge or skill to address behavioral health problems or have few treatment
options to offer the patient. Many general medical settings have limited access to
care management services, a key component of most evidence-based integrated care
models. Likewise, the practice may lack the means to systematically assess behav-
ioral health treatment progress, making it difficult for the provider to treat behavioral
health symptoms to target. Finally, some practices have inflexible scheduling proce-
dures that pose logistical barriers for patients, especially low-income families.

Workforce and Training Barriers

Integrated behavioral health care requires a workforce trained to work as part of a
team to deliver coordinated care in general medical settings. Providers working in
integrated care settings need training in chronic disease management, including
strategies for patient activation, education, self-management, treatment adherence
support, and coordination of care across multiple medical conditions. Primary care
providers and their staff do not routinely receive this training. Behavioral health
professionals may receive training in behavioral strategies for patient activation and
self-management, but they may not be accustomed to working as part of a general
medical team. Workers with these requisite skill sets for delivering integrated care
are in short supply.

Health IT Barriers

Inadequate health IT infrastructure limits a practice’s ability to conduct ongoing
assessment and follow up and to support other key integrated care functions. For
example, treating to target requires IT support for monitoring symptoms and side
effects and assessing progress in achieving treatment goals. Lack of health IT capac-
ity also prevents practices from extending the reach of integrated care interventions,
e.g., by using telepsychiatry or virtual care managers who are located off-site.
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Practices without EHRs or patient portals may have difficulty with timely informa-
tion sharing among providers and patients when trying to coordinate care.

Financing Barriers

While the saying “What gets done is what gets paid for” may be overly simplistic,
services not covered by insurance are not likely to be delivered or delivered consis-
tently. Integrated care typically includes certain services that are not covered under
some financing mechanisms. Insurance often does not cover behavioral health ser-
vices delivered in general medical settings, behavioral health care when general medi-
cal care is delivered on the same day, coordination of care across providers, participation
in team meetings, or delivery of engagement strategies that enhance patient outcomes.
The care manager, a critical contributor in most integrated care models, often cannot
charge for his or her services, depending on the health care system.

Knowledge Barriers

In this chapter we have identified a number of evidence-based models for integrat-
ing care in general medical settings, but many knowledge gaps remain. Current
integrated care models address only a portion of possible disease clusters with
which patients may present in general medical settings, e.g., diabetes or CHD
co-occurring with depression. Providers need flexible, integrated care models that
are applicable to the majority of their patients with behavioral health and co-occur-
ring medical conditions. We also need to learn more about how to prioritize treat-
ment of co-occurring conditions for complex patients (see Chap. 6) and how to
better engage hard-to-reach patient groups, such as underserved low-income and
ethnic-racial minorities. Finally, we need to learn more about how best to imple-
ment the evidence-based integrated care models we do have.

Recommendations

In order to expand access to evidence-based integrated care to meet the needs of
complex patients seen in diverse health care settings and overcome the barriers
above, we recommend the following:

1. The field should focus on single but flexible integrated care models that are
applicable to the majority of a practice’s patients who have co-occurring behav-
ioral health and medical conditions.

2. Leaders of health systems and research organizations should act to overcome the
structural barriers that fragment our health care system and research infrastruc-
ture. People with behavioral disorders should not be excluded from clinical trials
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based solely on their behavioral health status. Likewise, behavioral health care
should be included as an essential component of the PCMH.

3. The practice of separate EHRs for behavioral health and general medical care
should be eliminated. Patients’ behavioral health and general medical EHRs
should be integrated, with appropriate patient privacy protections and sensitivity
to lingering stigma around behavioral health care.

4. The workforce trained to deliver integrated care in general medical settings
should be enhanced. Primary care physicians’ training should include coordinated
care strategies for complex patients and routine screening for behavioral health
problems. Behavioral health professionals should receive training in the delivery
of team-based care in general medical settings.

5. Financial incentives should be provided for the adoption of health IT tools that
support the delivery of integrated care, such as patient portals to monitor prog-
ress in meeting treatment goals, Web-based patient health records to facilitate
timely communication among providers and patient, and telemedicine approaches
that expand the reach of integrated care approaches.

6. Financial barriers to evidence-based integrated care should be minimized, such
as those that limit payment for service components essential to the delivery of
integrated care, e.g., care coordination, care management, self-management,
patient education, and patient engagement strategies.

7. The integrated care science base should be extended by conducting research on
the following topics:

(a) Understanding how common clusters of behavioral health and general medi-
cal disorders interact and how treatment for one may affect treatments and
outcomes of the others

(b) Practical integrated care models for complex patients

(c) Engaging hard-to-reach patient groups in behavioral health care

(d) Understanding the needs of patients with behavioral health disorders who
are seen in general medical settings

(e) Understanding how to prioritize treatments for co-occurring conditions in
complex patients

(f) How to efficiently coordinate care across service sectors

(g) How to broadly and efficiently implement evidence-based integrated care
models

(h) Practice-based research on integrated care models (the Mental Health
Research Network [61] represents one example)

Conclusion

General medical settings represent opportunities for engaging people with behav-
ioral health comorbidities in integrated care. The field has advanced by embedding
integrated models of behavioral health care in an array of general medical settings.
In this chapter we describe those models that have demonstrated effectiveness in
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primary care, Ob-Gyn, pediatrics, and trauma centers, as well as other promising
models still under study. We also highlight specific engagement strategies that are
intended to increase access to integrated care and enhance patient outcomes. While
barriers to realizing the promise of integrated care remain, abundant opportunities
to overcome these deficits exist.
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Chapter 4

Payment Barriers and Potential Solutions

to Psychiatric Service Delivery in the Medical
Setting

Stuart A. Anfang and Benjamin Liptzin

Abstract This chapter explores the question of payment barriers and economic
challenges for psychiatric service delivery within the medical setting. We first sum-
marize how payments for psychiatric services developed and are treated differently
than other medical services. Integrated care and patient-centered medical homes are
shifting American health care from a fee-for-service model to a complex model of
global payment, risk sharing, and incentives for quality and coordinated care.
Psychiatry and behavioral health will play an essential role in consultation, care
management, and coordination with primary care partners. Integrated behavioral
health care models can be safer, better, and ultimately less expensive. We provide
suggestions on how to address the challenge of convincing the health care system to
integrate the payment for psychiatric and other behavioral services.

Background

When exploring the question of payment barriers and economic challenges in 2013
for psychiatric service delivery within a medical setting, it is helpful to consider the
historical context: Why is this even a question in the first place? Why have psychia-
trists and other mental health providers been discouraged from caring for patients in
usual medical settings or under unified payment systems? How did payment for
psychiatric services come to be treated differently (some would assert “separate but
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unequal”) compared to all other medical services? That is a complex question, and
an outline of some of the historical factors and pressures is of value.

Separate treatment and facilities for the psychiatrically ill date back to the earli-
est days of our country’s health care system. As an example, in 1792 the Pennsylvania
Hospital in Philadelphia established a separate wing for mentally ill patients. Later,
in 1811, the founders of the Massachusetts General Hospital established a separate
facility—the Asylum—across the river in Charlestown, later relocated as McLean
Hospital to Belmont, Massachusetts. This model was followed in multiple cities
throughout the East Coast and later Midwest: separate private “asylums,” often
located on large tracts of land in rural settings, where the limited therapies of the
time were provided in a setting of clean air, “therapeutic work,” and escape from
urban congestion and poor hygiene. Beginning in 1773 with the opening of Eastern
State Hospital in Williamsburg, Virginia, states began to erect their own public state
asylums and hospitals, a pattern that spread across the country in the mid-nineteenth
century encouraged by Dorothea Dix’s campaign for more humane treatment. These
institutions, typically isolated from their neighboring communities, became enor-
mous “cities” unto themselves, often with their own farms, dairies, shops, and self-
sufficient communities (including staffs living on the premises). It became clearly
established that public care of the mentally ill was a responsibility of state govern-
ments, with little if any involvement from the growing federal government. Whether
public or private, these institutions were located separately from other health care
facilities. Within state government, these facilities were generally overseen by a
Department of Mental Health separate from a Department of Public Health. Into the
mid-twentieth century, the public institutions grew in size and number, typically
becoming more focused on institutional and chronic care for society’s most disad-
vantaged and often including the cognitively impaired and other chronically handi-
capped patients along with the mentally ill. Often derided as “warehouses” and
“backwards” with poor prognoses for its residents, these institutions suffered from
neglect and insufficient funding as state budget priorities shifted to other areas.

Beginning in the 1950s and 1960s, a number of factors came together to bring
about unprecedented change in the American mental health service system. From a
clinical perspective, the advent of antipsychotic medication in the mid-1950s
brought the first new treatments with the promise of significant clinical improve-
ment for patients with schizophrenia and related illnesses. Over the next two decades
the rapid development of new psychopharmacologic agents continued, including
antidepressants, antipsychotics, anxiolytics, and lithium and other mood-stabilizing
agents. In 1961 the Joint Commission on Mental Health established by Congress
published a report on state mental health facilities called “Action for Mental Health,”
which argued for developing programs of community-based care. President
Kennedy, in the setting of the “New Frontier” of the 1960s and increased attention
to civil and human rights, proposed and then signed the Community Mental Health
Act of October 1963, the final major bill to reach his desk prior to his assassination.
For the first time, the federal government provided significant financial resources
for mental health care to develop community-based care integrated with comm-
unity general hospitals and their physicians and psychiatric services, workforce
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development, and support for research. States, however, saw this as an opportunity
to promote deinstitutionalization while reducing their state hospital census (and
costs). These hospitals began to downsize and close, as chronically ill patients were
placed in community settings for community mental health centers to manage.
Many patients were “trans-institutionalized” from mental hospitals into nursing
homes or jails, often with little or no psychiatric follow-up [1]. While there were
many care successes during this era, the community mental health centers never
fully achieved their promised funding or goals. As the clinical population shifted,
available community services were never sufficient for the demand, and govern-
ment funding again became directed towards other priorities. Community mental
health centers, as with state mental hospitals, also developed largely outside and
separate from the general health care system.

In 1965, with the passage of Medicare and Medicaid as part of President
Johnson’s “Great Society,” the federal government entered into a major role in the
funding of health care. Now, an enormous population of elderly and chronically
disabled patients as well as indigent patients, many of whom had psychiatric and
substance-use disorders, became insured by Medicare and Medicaid, respectively.
For the first time, they were able to seek treatment within the broader health care
system. From the outset, however, there continued to be a distinction between psy-
chiatric diagnoses and other medical conditions, including differential payments
and benefit limitations for behavioral health (BH), including both mental health and
substance-use disorder, care. Medicare imposed a lifetime limit of 190 days for
inpatient care in psychiatric hospitals (although none on psychiatric units in general
hospitals), limited outpatient care to $250/year, and set a copayment of 50 % for
outpatient visits as opposed to 20 % for other medical services. Medicaid did not
and to this day does not, with rare exceptions under waiver processes, cover inpa-
tient care for adults aged 22—64 in “Institutions for Mental Diseases,” defined as
hospitals with greater than 50 % psychiatric discharge diagnoses. This last exclu-
sion was designed to prevent states from shifting the cost of public mental hospitals
from 100 % state funding to Medicaid funding with federal matching funds.

These restrictions, which prevented parity between insurance coverage for
behavioral and physical disorders, were likely based on multiple factors [2]. There
was limited experience with coverage of psychiatric care under private insurance.
This represented a Catch-22. Most BH care was provided in public mental institu-
tions, so there was no reason to provide coverage, but, without insurance, there was
no way to pay for care in general hospitals. There was also (1) a federal concern
about taking on a cost burden historically borne by the states, (2) a general concern
that behavioral disorders were difficult to define and that the costs of care were high
and difficult to predict, and (3) a concern about the perceived chronicity of psychi-
atric impairment with limited optimism about treatment interventions. Finally, there
was a lack of understanding of behavioral disorders and ongoing stigma towards the
psychiatrically ill, a population with little political clout or appeal.

Despite the restrictions built into Medicare and Medicaid, the availability of
funding accelerated the parallel development of psychiatric inpatient units in gen-
eral hospitals, which had begun in the 1930s with funding from the Rockefeller
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Foundation [3]. While in 1934 96 % of all psychiatric beds were in state or veterans
hospitals, by 1970 there were more than 22,000 psychiatric beds in non-federal
general hospitals, and by 1990 there were more than 53,000. Increasing private
insurance coverage developed in parallel with care in general hospitals. These
efforts were further bolstered by state and federal efforts, which began to require
parity in health insurance coverage for behavioral disorders similar to that for other
medical conditions [2].

Within a decade of passage of Medicare and Medicaid, the federal government,
states, as well as private insurers became alarmed about rising costs throughout the
entire health care system. Early experiments with prepaid insurance and managed
health care, such as Kaiser Permanente in California, offered examples of cost con-
trol through annual budgets with the promise of maintaining quality care. In 1973,
President Nixon signed the Health Maintenance Organization (HMO) Act, an effort
to address the problem of escalating health care costs. The goal was to develop
new programs that encouraged preventive and coordinated medical care, improving
quality of care while decreasing cost by establishing an integrated system of
health care delivery, the HMO. Over the next decade, HMOs rapidly increased.
By 1980, 40 million Americans were enrolled in some type of managed health care
program.

HMOs experimented with different models of providing and covering behavioral
health care [4, 5]. Most early programs were closed panel systems, where employed
physicians and nonmedical BH professionals served as employees or a group of BH
clinicians contracted to provide necessary services, often on a capitated basis. These
initial efforts were intended to be innovative, i.e., to provide population-based
single-class care and to contain costs while maintaining excellence. By the late
1980s, however, as cost pressures escalated and covered populations broadened, the
public demanded more choice of providers. HMO structures changed to more open
systems with networks of providers. Centralized control focused less on direct
provision of care and more on management of cost and utilization.

Similar efforts to manage behavioral health costs began to include tight utiliza-
tion review of inpatient and outpatient care through internal BH management sub-
sections of the medical managed care company or carving out behavioral health
coverage to for-profit specialized third parties. Both of these targeted payment for
BH services and are thus called “carve-in” and “carve-out” managed behavioral
health organizations (MBHOs). These BH payers offered aggressive management
and cost savings for the BH budget viewed in isolation from the total medical cost
of care [6]. A stimulus for growth of MBHOs was the wide variability and lack of
standardization of treatment for similar clinical presentations. It was difficult to
understand one hospital treating depression in 3 weeks and another in 12 months.
This variance was contained by MBHOs in the 1980s, but then MBHOs continued
to unreasonably ratchet down coverage and payment once they had established their
prominent place in the health marketplace. In the 1990s, state agencies eager for
cost containment followed the private insurers’ lead by carving out Medicaid BH
coverage to MBHOs serving the public sector. It was hoped that this would maintain
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cost neutrality while expanding community-based services under waivers to
previously state-funded hospital care.

Within the medical marketplace, the psychiatrically ill became increasingly dis-
enfranchised, consistently receiving less financial support for their needs than those
seeking medical and surgical care. The number of behaviorally ill who were unin-
sured or underinsured grew. Even when patients were insured, providers were often
offered payment below the cost of providing care. Low payments resulted from
several converging factors, including the following: lack of commercial coverage
for the serious mentally ill; increasing numbers of patients having low-paying
public insurance or no insurance coverage; denials for provided care were more
rigorous by MBHOs than MCOs; and coverage limits in insurance products were
more restrictive for BH than for medical services. Many providers stopped accept-
ing patients with Medicaid and commercial “carve ins” and “carve outs,” which, by
now, had reputations for denying rather than supporting care.

Many of these fourth-party entities also employed frequent and intrusive utili-
zation reviews in a disparate manner from medical services. General hospitals had
increasingly replaced public mental hospitals as the inpatient institutions caring
for publically funded patients. By 1998, there were nearly 55,000 designated psy-
chiatric beds in non-federal general hospitals. However, as cost pressures esca-
lated in general hospitals and financial margins turned negative, general hospital
psychiatry departments became vulnerable. As a disproportionate share service,
psychiatric care was seen as a “drain” on the overall hospital, since reimbursement
and margins for BH services were so much less than for general medical care [7].
Inpatient units began to close or to be relocated off campus outside the general
hospital. This was especially challenging for academic departments of psychiatry,
which had previously relied on inpatient revenue to offset historical “loss leaders” like
ambulatory, emergency, and consult/liaison psychiatry. The academic department’s
role in research, education, and training the next generation of psychiatrists
became increasingly threatened [8].

Despite these measures, health care expenditures continued to rise faster than the
growth of the overall economy. It became widely accepted that while America was
spending a much higher percentage of GDP for health care than any other country,
Americans were receiving care from a system that was fragmented, varied in quality
and access, and was inefficient—all while millions remained uninsured. The
Institute of Medicine issued several influential reports decrying the “quality chasm”
of health care in the United States [9], including for mental health and substance-
use disorders [10]. With the unfulfilled promise of HMOs and managed health care
to “bend the cost curve,” political pressure built to finally “fix the system.” President
Obama was able to achieve the historic goal of national reform in March 2010 with
the passage of the Patient Protection and Affordable Care Act (ACA). Among the
initiatives encouraged by this complex legislation (and evolving regulations) are
patient-centered medical homes (PCMH) and accountable care organizations (ACO)
[11, 12]. Both of these have important implications for how BH care could be deliv-
ered in the future.
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Integrated Care: Collaboration and Economics

The evolving details and implementation of PCMH and ACO are discussed else-
where in this volume. In terms of the payment system, this represents a historic
system-wide shift from a longstanding fee-for-service (FFS) model incentivized by
volume and procedures to a complex model of global budgets, risk sharing, and
incentives for quality and coordinated care operating under the rubric of population
health. How will psychiatry and behavioral health care fit in? It is increasingly clear
that BH disorders account for a significant percentage of impairment and disability
and are correlated with increased overall health care costs. It is also clear that nearly
80 % of psychiatric illness is not being treated by psychiatrists and other BH profes-
sionals, but rather by primary care or other specialty medical physicians and their
staffs. Without change in the support for integrated care and equitable payment for
BH services, primary care practitioners will continue to manage the psychiatric
needs of most BH patients, including many of those with serious mental illness
(SMI), often without the clinical support they need from psychiatrists and other BH
clinicians. BH patients seen exclusively in the primary care sector include a large
number of SMI patients given the sheer volume of patients—and services will need
to be designed to address that reality. It is a common misperception that only less
severe BH patients are managed exclusively in the primary care sector [13, 14].

Psychiatry, particularly within general hospital and clinic settings and in large
multidisciplinary medical groups, has long argued that there are savings or “medical
cost offsets” as well as quality improvements by collaboratively addressing BH
needs in medical patients. Basically, the message is while we know that poor reim-
bursement of BH leads to negative margins for psychiatric services (particularly
when compared to more profitable medical and surgical services), psychiatry con-
tributes to value and savings by treating and improving the care of common BH
conditions that are highly comorbid with medical illnesses. By doing so, it is
possible to avoid unnecessary medical costs, including laboratory tests, imaging
studies, hospitalizations, office visits, and ER admissions. As compelling as the
argument seems, in early years, it was difficult to quantify and measure. Efforts
designed to capture the medical cost offset were limited by data and methodological
challenges, such as short follow-up periods and targeting of behavioral health costs
in a “carved-out” payment system.

More recently, better designed and completed research studies now show that
interventions, such as proactive consultation, delirium prevention/treatment, care
management, and integrated substance abuse treatment, can not only improve clini-
cal outcomes but also control cost [15]. Kathol and colleagues suggest that psychia-
trists who specialize in the treatment of medically complex patients can lead to a
transition from traditional consultation- and referral-based outpatient programs to
proactive, value-added programs. Core to all of these programs is the implementa-
tion of work processes that assure the application of evidence-based BH service in
the medical setting, especially to patients with chronic medical conditions with
escalation of care when expected improvement is not occurring.
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A good example of this over the past 10 years has been the emergence of
extensive evidence showing that collaborative care for depression (and now other
behavioral disorders) within primary care settings [16—19] leads to both improved
medical and BH outcomes and lower cost. By imbedding psychiatrists with a proac-
tive care manager (see Chap. 7), over 70 studies now show that predictable depres-
sion and anxiety-free days associated with concurrent improvement of the patient’s
medical condition, especially with TEAMcare, can be associated with cost savings
accruing over up to 5 years after being in collaborative care treatment.

In a recent randomized controlled trial of systematic care management
(TEAMcare) in Washington state for outpatients with poorly controlled diabetes or
coronary heart disease, it was possible to demonstrate decreased depression, addi-
tional quality-adjusted life years (QALYs), and lower mean outpatient cost [20].
A 2012 analysis of 30 studies of collaborative care concluded that the weight of
the evidence indicates that collaborative care provides good economic value [21].
Despite this consistent and resounding success story, Katon and colleagues [22]
note that challenges remain in financing these programs. They argue that there is a
need to create new payment approaches that facilitate the implementation of
evidence-based BH practices in the medical setting, such as are delivered through
collaborative care. The payment environment remains a major barrier.

The challenge is how to finance the additional training, personnel, case manage-
ment, and consultation resources—costs not reimbursed under the current FFS
payment structure [23]. Successful efforts at larger scale implementation have
to date relied on funding from foundations or research grants, raising questions
about sustainability once those additional resources are withdrawn. The Veterans
Administration has developed a robust effort to support the implementation of
evidence-based collaborative care for depression with its QUERI program, in a set-
ting of employed practitioners, no FFS reimbursement, and global budgets. Kaiser
Permanente has also demonstrated success within its large capitated organization,
building upon its prior participation in the IMPACT research trial.

In Minnesota, the Depression Improvement Across Minnesota, Offering a New
Direction (DIAMOND) program of the Institute for Clinical System Improvement
(a QI organization chartered by nonprofit health plans) pioneered large-scale imple-
mentation based on the IMPACT model in FFS-based clinics. Clinics are paid by
health plans using a supplemental bundled case rate that covers care management,
supervision, and psychiatric consultation in addition to traditional FFS billing by
the patients’ primary care providers [24]. This mechanism allows smaller clinics to
designate and train staffs in evidence-based approaches. By 2012, they had recruited
more than 9,000 patients in 80+ sites into the program with demonstrated successful
outcomes. While this program worked well for clinics with a high percentage of
commercially insured patients for whom the bundled case rate could apply, it did
nothing for patients in public programs for whom supplementary funding was
unavailable.

Building on IMPACT and DIAMOND, in 2012, CMS awarded $18 million over
3 years for ICSI and collaborators to develop, implement, and evaluate Care of
Mental, Physical, and Substance Use Syndromes (COMPASS) at sites across seven
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states (www.icsi.org). This may help demonstrate to health plans and payers the
value added (and overall cost savings) through collaborative chronic care manage-
ment for depression and other psychiatric conditions in primary care settings. These
savings can then be used not only to fund such programs but also to contribute to net
savings for patients and the health system.

A program that demonstrated a financially sustainable model is based at
Intermountain Healthcare in Salt Lake City [25], integrating BH into primary care
settings. They developed a team-based approach known as “mental health integra-
tion” to care for complex patients with unmet BH needs. According to Reiss-
Brennan, “The team includes the PCPs and their staff, and they, in turn, are integrated
with BH professionals, community resources, care management, and the patient and
his or her family.” They reported that their integration model improved physician
and staff satisfaction. Patients treated in these integrated clinics showed improved
satisfaction, lower costs, and better quality outcomes. In fact, they argue that this
integrated program was financially sustainable without subsidies because of the
savings on the total costs of the patients’ medical care, a finding similar to that with
collaborative care. Even with the Intermountain program financing the BH provid-
ers in the medical setting requires payment work-arounds. This is associated with
challenges in sustainability.

Working with Primary Care Practices

Our local experience mirrors some of the common challenges and opportunities of
integrating behavioral health into primary care. Fifteen years ago, the Department
of Psychiatry at Baystate Medical Center, the Western Campus of Tufts University
School of Medicine in Springfield, Massachusetts, and the area’s tertiary care and
academic referral center, began to explore ways to integrate behavioral health ser-
vices into primary care practices. Initially, we co-located a single therapist (PhD
psychologist or MSW) in each of the five adult primary care practices to try to
improve the coordination of care for patients in that setting who could benefit from
BH services. The primary care practices provided space but no other support for the
clinicians. After several years the model was felt to be unsustainable and was aban-
doned. There were several reasons for that.

Before the development of patient-centered medical homes and the emphasis on
quality measures related to BH care with pay-for-performance dollars attached to
those measures, there was little incentive for primary care practices to integrate a
BH clinician into their practice. There was no shared financial risk, so the primary
care practices had no incentive to keep the clinician’s schedule full. There was also
no electronic health record (EHR) for sharing information. In fact, the clinicians had
to carry their paper records to the primary care office, which was burdensome for
scheduled patients and unworkable for urgent patients. In two of the primary care
practices, the clinician was found to be so helpful that even after the Baystate-
funded program was terminated the clinician continued to see patients in the
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practice as a private practitioner. However, the model of care provided was generally
limited to a social worker providing evaluation with ongoing therapy rather than a
fully integrated program. We now know that our original program would not have
been expected to change outcomes nor save money [26], but it was a good-faith
effort to assist with BH issues in the medical setting.

A different model developed with respect to primary care pediatric practices.
Compared to other states, Massachusetts is relatively well supplied with psychiatric
manpower. However, in Western Massachusetts, with rural, suburban, and poor
urban areas scattered across a wide geographic area, access to psychiatry is more
challenging than in the eastern part of the state. In June 2005, the state government
budget included funding for the Massachusetts Child Psychiatry Access Project
(MCPAP) [27]. The goal of this program was to bring a system for child psychiatry/
primary care collaboration to scale across the entire state, aiming to improve access
to care for children with BH problems. The state was divided into six regions, with
MCPAP teams created within academic medical centers for each of these regions.
The MCPAP teams were tasked with providing collaborative support to all pediatric
primary care clinicians of their respective regions by implementing a system for the
clinicians to obtain (1) immediate informal telephonic consultation regarding the
BH needs of any child in the primary care setting; (2) expedited as-needed provision
of formal outpatient consultation for children referred by the PCP; (3) assistance in
coordinating care for children who need community BH services; and (4) continu-
ing professional education regarding children’s BH designed specifically for PCPs.
The central planning, administration, and coordination of the program are provided
by a managed BH organization under contract with Massachusetts for statewide
public-sector BH initiatives, including the Medicaid program. The MCPAP serves
all children and adolescents in the state regardless of the child’s or the family’s
insurance status. Although all the services are provided off-site from the pediatric
practice rather than co-located, the system is designed to provide virtually constant
availability and collaboration from the child psychiatry resources. This program is
also referenced in Chap. 9 by Sarvet and Sargent in this book.

The funding for this program is provided by the state through full reimbursement
to each academic medical center for the direct and indirect operational expenses of
its contracted team, supplemented by FFS billing (as possible) for the expedited
direct clinical evaluations. As of 2010, the cost of the program, including adminis-
trative expenses, is $2 per child/adolescent per year or $3 million for the 1.5 million
children in Massachusetts. The model has garnered national attention and is being
replicated in Connecticut and other sites. Other examples of off-site consultation
programs have been developed in Washington, New York, Ohio, and other states,
with funding provided by state or federal grants and contracts [28]. Key to the ongoing
success of MCPAP is designated continuous funding through the state budget.
Without the ongoing funding, the model would be unsustainable. In addition, the
2014 state budget added a requirement that private insurers provide support for
the care consultation and coordination costs given that a majority of the MCPAP
services are used by their beneficiaries.
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Absent a similar designated appropriation for adult patients, we are experimenting
with other models for integrating behavioral health care within the adult patient-
centered medical home [29, 30]. Baystate Medical Practices includes an adult out-
patient psychiatry service and ten primary care medical practices throughout the
region. The program brings an adult psychiatrist on site to selected primary care
practices one half-day per month. During this time, the psychiatrist sees pre-scheduled
patients for single-visit consultations targeted around specific questions raised by
the PCP (typically around diagnostic clarification and psychopharmacologic man-
agement). Consultations are billed as usual through the patient’s insurance. Patients
who do not show for their appointments lead to lost productivity. The psychiatrist
provides specific recommendations to the primary care provider for implementation.
The consultation note is part of the integrated EHR shared by all clinicians, inpatient
and outpatient, across Baystate Health. If clinically appropriate and necessary, the
patient may be followed by the psychiatrist within the regular outpatient psychiatry
clinic. The on-site consultation slots are limited to initial evaluations only. In addi-
tion to the on-site direct consultation, the psychiatrist is available for informal indi-
rect “curbside” consultations via PCP queries through the shared EHR or by
telephone or e-mail. The goal is to allow PCPs within a specific Baystate primary
care practice to have access to and an established relationship with a designated
consultant psychiatrist. This serves to enhance the PCP’s comfort and skill manag-
ing psychiatric illness. While it may be unsustainable, non-scalable, and a work-
around in our current payment system, planting a psychiatrist in primary care
practices is another good faith effort to improve psychiatric access.

We have described several models of integrated BH service delivery with evi-
dence that they improve clinical outcomes and costs and several in which access is
improved but outcome change and cost savings cannot be guaranteed. Unfortunately,
the latter fall into the category in which payment work-arounds can be generated
whereas the former are the ones in which systematic implementation should be
pursued. Strategically, it makes sense to think about ways in which implementation
of value-added programs can be encouraged and fiscally supported and leads to the
discussion below.

Transitioning to a Global Payment System

The 2008 enactment of the Mental Health Parity and Addiction Equity Act was a
long-sought and critical first step towards bringing behavioral health care into the
mainstream of the US health care system, requiring parity in benefit coverage (BH
benefits offered must be equivalent to all other medical and surgical benefits). The
ACA moves beyond the federal parity law, mandating that Medicaid plans and state-
based insurance exchanges cover BH services as part of an essential benefit package
(establishing a minimum “floor” for necessary BH services) [12]. The ACA’s
emphasis on integrated care models—encouraging demonstration projects, innova-
tion within Medicaid and providing support for IT, care management, health
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promotion, transitional care, etc.—recognizes the value and importance of services
that have not traditionally been reimbursable under the FFS system. For private
insurers, financial incentives to ACOs could support similar coordination of care,
establishing bundled or global payments to fund evidence-based value-added BH
services. Risk adjustment and risk sharing will be critical in setting bundled payment
rates, countering incentives to “cherry pick” and avoid patients with BH needs.

The “triple aim” of improving overall population health, improving access and
quality/outcomes, and controlling costs will guide the transformation of the health
care economy as providers, hospitals, and insurers grapple with how to transition
from a “FFS” world [31, 32]. Efforts to link pay for performance (P4P) to quality
improvement and outcome measurement have been challenging to implement suc-
cessfully in behavioral health. Measures need to have broad acceptance in the field,
be clinically relevant to patients and practitioners, and be able to accurately account
for differences in risk and illness severity [33]. A 2011 Cochrane review of seven
studies concluded that there is currently insufficient evidence to support the use of
financial incentives to improve the quality of primary health care [34]. Nevertheless,
a 2012 report by Unutzer and colleagues provided the first data-based analysis of a
P4P initiative in the context of a large-scale collaborative care program for primary
care patients with depression and other common behavioral health disorders [35].
Their results could not prove direct causation but suggested that when key quality
indicators (such as PHQ-9 scores) are tracked and a substantial portion of payment
is tied to the indicators, effectiveness of care can be substantially improved. The
authors noted that this requires substantial investments in and commitment to qual-
ity infrastructure, in particular the ability to track systematically the quality and
outcomes of the care provided, and then intervening appropriately. They conclude
that “after 20 years of building a robust research evidence base for integrated behav-
ioral health care, the time has now come for payers to provide the right incentives
and tools for organizations to implement evidence-based programs that can serve
large populations of patients with common behavioral health problems.”

Recognizing the risk that vulnerable populations (including the behaviorally ill)
may not be fully incorporated and embraced by the new ACO model, Fisher and
colleagues have suggested financing strategies (including start-up financing, appro-
priate risk adjustment, and well-designed reward systems) that may overcome these
obstacles [36]. Broadening reimbursement for consultation, including through tele-
medicine, would be an important step forward. Integrated EHR, incorporating
behavioral health within the larger medical record, may allow for efficient commu-
nication and coordination, including screening and decreasing duplication/error.
There is a growing research base supporting integrated case management, including
patient self-management and Web-based supports [37, 38]. A complementary effort
is being developed to integrate primary care into community behavioral health set-
tings. Scharf [39] recently described the characteristics and early implementation
experiences of community behavioral health agencies that received Primary and
Behavioral Health Care Integration grants from the Substance Abuse and Mental
Health Services Administration to integrate primary care into programs for adults
with serious mental illness.
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Having demonstrated that untreated or undertreated behavioral illness causes
significant cost in terms of disability, functional impairment, and associated medical
expense; that collaborative treatment between behavioral health and primary care
providers is clinically effective and evidence based; and that improved and coordi-
nated behavioral health care is safer, better, and may ultimately be less expensive,
the challenge ahead will be convincing medicine to integrate not just behavioral
health care but also its financing. As we have seen, this would be a historic paradigm
shift, but a shift that has already begun over the past decade with state and federal
passage of mental health parity. As the health care “pie” gets smaller (or at least
grows at a smaller rate), how will behavioral health clinicians get paid and will it be
financially viable? Will behavioral health providers continue to be paid FFS, be sub-
capitated (potentially in favor of lower cost providers), become salaried employees
(like the old closed panel HMOs), or develop a new mechanism to share ACO per-
formance dollars for meeting quality and savings goals? The solutions remain to
evolve in the years and possible struggles ahead but will likely be directly depen-
dent on clinicians’ abilities to be responsive to the needs of primary care providers
and their patients.
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Chapter 5

Psychiatrist’s Changing Role in a Reformed
Delivery System: Adding Value in Accountable
Care Organizations

Bruce J. Schwartz, Michelle A. Blackmore, Scott Wetzler, and Henry Chung

Abstract The introduction of accountable care organizations (ACOs) and recently
enacted health care reform legislation have the potential to transform our frag-
mented health care system, with efforts to advance behavioral health parity. Meeting
the ACO triple aim to improve care quality and population health, while lowering
health care costs, is not possible without fully integrating mental health and sub-
stance use care. This chapter outlines how psychiatrists are uniquely positioned to
lead efforts to ensure adequate integration of behavioral health care concerns
throughout ACOs, at an individual as well as a population level. Elements within an
ACO requiring such behavioral health integration are reviewed, including identify-
ing target populations, and use of health information technology, measurement-
based care aimed at mental health and substance use, care management teams, and
protocols for monitoring care quality and encouraging cost savings. The many roles
of psychiatrists within an integrated care system are also discussed, from develop-
ing guidelines for identifying and monitoring behavioral health needs for a defined
population to establishing evidence-based practice protocols. Psychiatrists are
important members of the health care team, providing supervision, training, and
consultation, as well as direct patient care. Experiences from Montefiore Medical
Center’s ACO initiatives are outlined to provide a model for integrative care
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procedures and ways in which psychiatry can facilitate collaborative care efforts.
Strategies for expanding successful integrative care approaches throughout the
health care system are also discussed.

Historically, inadequate mental health coverage and constraints imposed by managed
behavioral care “carve out” companies tended to direct the provision of mental health
care outside of medical settings and to manage mental health budgets in isolation from
total health care costs. When mental health or substance use issues were addressed,
primary care physicians were rarely informed, and there was little collaboration
between behavioral and primary care providers. This fractured system of care made it
difficult to treat patients with comorbid medical and behavioral disorders.

The enactment of the Paul Wellstone and Pete Domenici Mental Health Parity
and Addiction Equity Act of 2008 (MHPAEA) and the Affordable Care Act of 2010
(ACA) has the potential to transform this fragmented system of care. In particular,
the ACA encourages the formation of accountable care organizations (ACOs) with
the goal of creating integrated health systems that coordinate the delivery of behav-
ioral and medical care. ACOs are expected to better coordinate care, focus on qual-
ity, improve outcomes, and prevent illness and hospitalizations. The entire model of
care delivery may change, placing a new emphasis on population management. It is
within this context that mental health and substance use problems can no longer be
ignored, both for a population as well as the individual patient, as these behavioral
conditions have a significant impact on medical quality and cost outcomes [1].

The MHPAEA and ACA significantly increase the number of people with insur-
ance coverage for mental health and substance use care. The ACA encourages behav-
ioral health parity by requiring that state-based insurance exchanges include coverage
for mental health and substance use disorders comparable with medical benefits, and
the MHPAEA limits differential management of behavioral health, substance use,
and medical services. The low income expansion of Medicaid will substantially
increase beneficiary enrollment as well. Given that the uninsured are more likely to
present with mental health and substance use disorders, an estimated 1.5 million
newly covered individuals will access behavioral health services [2]. ACOs will not
be able to reach goals for improving access to behavioral care, meet quality bench-
marks, and reduce total medical costs without effectively addressing mental health
and substance use conditions. As coordinated care efforts expand, it will be increas-
ingly important for psychiatrists to position themselves as essential providers and
innovative leaders in this changing ACO health care environment.

ACO Elements in Earlier Health Care Initiatives

While officially enabled by the ACA legislation, the ACO concept is based on
earlier coordinated care delivery initiatives, including health maintenance organi-
zations (HMOs), the Physician Group Practice Demonstration (PGP), and
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patient-centered medical homes (PCMHs). These programs aim to reduce ineffective
silo-based systems of care by improving multi-condition collaboration and medical
and behavioral health care integration. Improving accountability for care quality
and cost effectiveness through performance outcome measures and payment reform
are primary functions of these programs. The PGP Demonstration, implemented by
Medicare in 2005, piloted incentivized care coordination via shared cost savings.
However, behavioral outcome measures had not been emphasized, and support is
mixed on the program’s cost effectiveness [3].

Several collaborative care models have improved behavioral health access and
patient outcomes in primary care settings. The more successful collaborative care
efforts do not simply rely on being co-located, but emphasize early detection and
treatment of comorbid behavioral health conditions, typically depression, and
comorbid chronic medical conditions (e.g., diabetes mellitus, coronary heart dis-
ease). For instance, the IMPACT study (Improving Mood: Providing Access to
Collaborative Treatment) demonstrated that evidenced-based collaborative care for
patients with depression resulted in the majority of enrolled patients showing a siz-
able reduction in depressive symptoms, improvement in physical and social func-
tioning, and patient satisfaction, as well as lower health care costs compared to
usual care patients [4, 5] (see Chap. 7). Similar findings, including reductions in
depressive symptoms, have been observed in the DIAMOND project (Depression
Improvement across Minnesota: a New Direction) [6, 7], which uses IMPACT
program key components as a core. A more recent multi-condition collaborative
care intervention program, termed TEAMcare, resulted in a decrease in depression
severity, better controlled medical conditions (i.e., diabetes mellitus, coronary heart
disease), and lowered outpatient costs compared to usual care patients [8].
Psychiatrists have had a substantial role in these collaborative care efforts, generally
providing consultation and supervision to primary care providers and care managers
regarding medication management and/or evidence-based psychotherapy for behav-
ioral health conditions.

The PCMH model, initially proposed in 1967 by the American Academy of
Pediatrics, sets the foundation for current ACO models. The National Committee
for Quality Assurance (NCQA) began licensing PCMHs in 2008, requiring stan-
dards for patient-centeredness, behavioral health and medical care management
integration, and assessment of patient experiences and satisfaction. The NCQA cri-
teria for becoming a Level-3 medical home requires primary care clinics to dem-
onstrate population-based approaches for quality improvement for three chronic
illnesses, including a behavioral disorder, such as major depression [9]. The PCMH
model places emphasis on PCPs taking responsibility for care coordination of these
chronic illnesses and coordinating with behavioral health specialists (BHS).
A potential limitation to this model is there are not yet explicit incentives identified
for behavioral and medical providers to work collaboratively to improve total costs
and care quality [10].
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ACOS Under ACA

ACO Model

The ACO concept was formalized in 2011, when CMS published recommended rules
to implement the model for Medicare fee-for-service patients. The rules have a three-
part aim: improve quality of care (safety, effectiveness, patient-centeredness, timeli-
ness, efficiency, and equity), provide better health for populations (health education,
preventative services), and lower expenditures (eliminate duplicate and wasteful ser-
vices). The provider-led ACO entity has the potential to improve coordination of
medical and behavioral health services for its designated population across the entire
continuum of care, from physicians to hospitals to specialists, regardless of point of
access within the health care system. Due to the focus on holistic, patient-centered
services, the full inclusion of behavioral health care into ACOs is essential. To further
promote accountability and cost-effectiveness, each ACO assumes responsibility for
a defined population of Medicare fee-for-service beneficiaries, and receives financial
savings shared with the federal government if benchmarks for care quality are met.
Aligned provider, payer, and patient incentives and shared savings encourage
improved efficiency and effectiveness of care, as well as create a strong incentive to
adequately address behavioral conditions to meet these goals. The shared savings or
bonuses can then be used to further improve care quality and effectiveness in the
ACO, including training and payment for case and care managers.

Under the ACA, Health Home services became available to states in 2011, pro-
viding an integrated care option that targets Medicaid patients with two or more
chronic illnesses (e.g., heart disease, obesity, asthma, diabetes, mental health condi-
tion, substance use disorder), a severe and persistent mental illness, or one chronic
condition and risk for developing another. The Health Home expands on the PCMH
model, with an even greater emphasis on linkage to behavioral health treatment
given the target population includes many patients with severe and persistent mental
illness. Interdisciplinary health care teams develop care plans intended to improve
patient experience and health care quality through coordinated case and care man-
agement. Health Homes also aim to link patients to needed community and social
support services. States have flexibility in the duration, amount, and breadth of ser-
vices provided to the Health Home population. Thus, the ACA established ACOs
and Health Homes with the aim to better coordinate behavioral and medical care
with identified accountable care managers.

Needed Elements in an ACO

Implementing an ACO involves substantial operational, administrative, and
technical challenges. The ACO must have a legal entity to manage financial risks,
receive compensation, and distribute shared savings and financial incentives.
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A solid administrative support system and interoperable information technology
(IT) infrastructure are also needed to manage at-risk patient populations, promote
collaborative care and evidence-based medicine, monitor care quality and cost sav-
ings, and determine spending and performance benchmarks.

Ideally, ACOs require an extensive investment in interoperable IT that allows for
timely sharing of inpatient and outpatient electronic health records (EHRs) and
treatment plans across the continuum of care, guides treatment interventions, and
aids in the prevention of unnecessary or duplicate procedures and treatments. EHRs
can enhance care continuity by providing near-real-time data to assist collaborating
behavioral and medical care providers, as well as care and case managers. These
all-inclusive records can facilitate identification of patient needs through electronic
screening, patient tracking, remote patient monitoring, and timely feedback on
patient outcomes and satisfaction, although statutory and patient privacy issues
need to be carefully addressed. Patient engagement with providers can also be
encouraged through innovative communication techniques, including use of educa-
tional websites, online portals to personal health information, telemedicine, treatment
through “e-visits,” and open-access scheduling and email reminders. Furthermore,
since many psychiatric patients drop out of care, these electronic systems help to
identify and reach out to these vulnerable and high-risk patients to reengage them in
both medical and behavioral health services. Psychiatrists are essential to providing
content expertise in the development of IT that ensures adequate integration of
behavioral health care concerns throughout the health care system, as many EHRs
have relatively limited depth on behavioral health issues.

Protocols for monitoring care quality within an ACO are also needed for estab-
lishing performance benchmarks to which providers will be held accountable.
Quality performance measures and present-time data analysis are needed to determine
intervention outcomes at a population and individual level. Measures of coordina-
tion and efficiency of care, preventative care efforts, functional health status, patient
and caregiver experience, and total costs must include behavioral health data to
accurately reflect overall patient health. Unfortunately, there are few valid measures
addressing clinical integration or coordination, and adequate measures are espe-
cially lacking for care quality of persons with mental health and substance use
conditions [11, 12].

However, several screening and outcome measures for depression and substance
use have successfully been incorporated into medical settings. Collaborative care
efforts for depression have used measurement-informed care as a key ingredient in
primary care to track depression outcomes [ 13, 14]. The Patient Health Questionnaire
(PHQ), two-item and nine-item version, is most commonly used in these medical
settings [15]. Measurement-based care is beginning to be extended into psychiatric
settings as well, with the PHQ-9 demonstrating feasibility and utility in monitoring
depression symptom severity and treatment response and remission, even in practices
with limited resources [7, 16, 17]. Screening for alcohol and substance use, given its
role in complicating and exacerbating medical conditions, is also increasingly being
conducted at primary care sites [18]. The Alcohol Use Disorders Identification Test-
Consumption (AUDIT-C) is one brief screen used in primary care to identify risky
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drinking and alcohol use [19]. Often, depression and substance use screening mea-
sures are utilized throughout treatment to assess outcome, but more comprehensive
behavioral health symptom measures and quality indicators are also warranted. The
Meaningful Use Standards of 2012 now have several behavioral health outcome
measures that can be selected for reporting, especially on depression follow-up time-
frame and on response and remission using the PHQ-9.

Implementation of new payment structures will be another needed element in
ACOs, as current fee-for-service structures will not be sustainable. ACO and non-
ACO provider reimbursements, incentives, and savings will have to be substantial
enough to reform health care delivery and encourage accountability, and psychia-
trists will need to accommodate these new payment methodologies. Currently, the
most common payment models are fee-for-service plus bonus, bundled payments
plus bonus, shared savings and losses, annual global capitation, or monthly capita-
tion. Case rates or episode-based payments, as utilized in the DIAMOND project,
encourage greater care collaboration between behavioral health and medical health
providers. However, the challenge here is for psychiatrists to financially benefit
as medical costs are reduced, which will require integrated financing of care.
Psychiatrists will need to formulate innovative reimbursement models for behav-
ioral health care services, and given the importance of financial incentives offered
through an ACO, their involvement in establishing sustainable reimbursement mod-
els, including care management, consultation and infrastructure costs, is crucial.

Identifying Target Populations

As different ACOs serve different populations, the optimal way to identify patients
with mental health or substance use disorders will vary depending on the population
to be served. For example, in an elderly Medicare population, behavioral issues may
be more covert and could be identified through screening at a primary care clinic, or
may be more commonly associated with memory difficulties. Conversely, patients
who are dually eligible for both Medicare and Medicaid often represent the sickest
and poorest group and present with a much higher rate of psychiatric and substance
use illness. The behavioral disorders in these patients are often easily recognized
and may be best identified in chronic care facilities. Similarly, patients eligible for
Health Homes represent the highest-cost and highest-need Medicaid population,
and have a disproportionate amount of mental health and substance use disorders.
Many of these patients are easily identified in community mental health clinics or
are high utilizers of ER and medical inpatient services. Thus, identification of target
populations will be necessary across different clinical presentations and throughout
the range of patient entry points within the ACO model.

Following screening in primary care, the physician, typically the PCP, needs
to confirm any symptomology with the patient and then either administer a brief
intervention, seek consultation, or provide a referral to a psychiatrist or other BHS.
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Cut-off scores may identify a large number of potential patients, making it critical
that the follow-up intervention by the PCP, psychiatrist, or BHS confirm the presence
of the behavioral disorder, any significant comorbidity, and the need for treatment.
One screen-and-refer model for identifying substance use in medical settings,
known as Screening, Brief Intervention, and Referral to Treatment (SBIRT), has
shown effectiveness in reducing the problem behavior [18]. In patients with moder-
ate to high levels of risk, a brief intervention aimed at improving insight and moti-
vation to address the problem behavior is implemented. Referrals to specialists are
recommended for more extensive treatment if necessary. Identification of at-risk
patients and assertive follow-up highlight some of the potential strengths of inte-
grated care within ACOs, including universal screening for underlying behavioral
health problems, early identification of at-risk populations, tailored interventions
based on patient characteristics, and multidisciplinary collaboration to address
threats to patient health. Many of these techniques have historically been piloted in
public sector psychiatric settings.

Role of Psychiatry in Models of Collaborative, Integrative
and Stepped Care

Collaborative and integrative care refers to the interface of primary and behavioral
care, with the level and intensity of collaborative care efforts falling on a continuum
(stepped care) within integrated care models. A model may be partially integrated,
where the psychiatrist or other mental health clinician works with primary care,
routinely exchanging information with on-site counseling services and offering
referrals to specialty providers; to fully integrated, where behavioral health care is
co-located in primary care with a shared treatment plan consisting of behavioral and
medical elements, and a high degree of shared treatment responsibility between
primary care and behavioral care.

In the co-location model of integrated care, the patient can access behavioral
health services on the primary care site with greater convenience, less stigma, and
an expectation that care will be coordinated with their primary care provider [20].
Reverse co-location models, where medical services are provided within a behav-
ioral health clinic, aim to improve the general health of patients with severe and
chronic mental health conditions or substance use disorders, who often have high
levels of medical comorbidities and difficulty accessing medical care. Psychiatrists
serve as the primary providers in this model. The more successful co-location mod-
els focus on collaboration between medical and behavioral health providers, given
simply being located in the same facility does not ensure collaborative care. These
more collaborative co-location models encourage increased access and utilization
of behavioral health services, earlier identification of illnesses, better tailoring of
treatment interventions, improved referral follow-up, and reductions in health care
expenditures [20, 21].



76 B.J. Schwartz et al.

Collaborative care is the model most frequently used within integrated care, with
substantial empirical research supporting its effectiveness [13, 14]. The patient’s
point of access in the ACO’s health care system influences how collaborative care
efforts are implemented, as well as the role of the psychiatrist or other BHS. The
point of entry may depend on the severity of the medical or behavioral health prob-
lem, diagnostic clarity, or the patient’s own level of engagement. Patients may be
identified as in need of a BHS and care or case manager after repeated hospitaliza-
tions for a medical and/or behavioral health condition, or through a routine behav-
ioral health screening during a PCP visit. For patients primarily receiving care for a
behavioral health condition, the treating specialist may identify the patient as in
need of a PCP, to better address their co-occurring medical conditions.

Within collaborative care models, a stepped-care approach is often utilized to
deliver and monitor behavioral treatments that are effective but conserve behavioral
health resources. Health care teams (e.g., PCP, psychiatrist, other BHS, nurse, care
or case manager) choreograph health care visits, share knowledge of the patient’s
care, and monitor the patient’s progress using treat-to-target measures, often incor-
porated into electronic records and registries, to ensure patients are moved to the
next level of stepped care when necessary. A team-based approach is critical to
the success of these coordinated care efforts. Generally, the lowest level of stepped
care will require the least amount of the BHS’s time. The nature and complexity of
a patient’s behavioral health condition(s) will determine the extent of a psychia-
trist’s involvement within the treatment team, and this relationship may change
depending on the course of a patient’s condition and the patient’s preference. With
this team-based system, patients are likely to experience behavioral and mental
health treatment as part of routine primary care. Cost-effectiveness, improved clini-
cal, medical, and social functioning, and patient satisfaction have been demon-
strated in these highly collaborative, integrative health care programs [4, 8, 14].

Leading the integration of behavioral health into the new ACO delivery system
will require psychiatrists to learn additional skills beyond the more familiar
consultation-liaison role. The psychiatrist’s role will differ based on a patient’s
level of stepped-care and their behavioral health needs, the level of collaboration
within the psychiatrist’s work setting, and available resources [22]. Psychiatrists
must be able to adapt and offer flexible services, from providing supervision and
training to the health care team, to becoming the primary provider for a patient in
need of a psychiatrist’s specialty care. They will have an important role in facilitat-
ing the interdisciplinary team and in evaluating and monitoring patients’ behav-
ioral health needs and clinical symptoms, either directly or through consultation
with the PCP or other providers. In the event that the PCP is providing basic behav-
ioral health care, the psychiatrist can support behavioral health interventions by
providing ongoing consultation and supervision (in person, via videoconferencing,
phone, or email). For instance, when a clinical question does not require a face-
to-face visit, a psychiatrist may engage in a pre-consultation exchange with the
PCP and health care team to provide diagnostic clarity and psychopharmacology
education, inform medication management, and assist in the utilization of brief,
evidence-based behavioral interventions (e.g., addressing barriers to medication
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adherence, behavioral activation coaching, problem-solving therapy, motivational
interviewing, etc.).

If a more comprehensive psychiatric assessment and/or intervention are required,
a more direct psychiatric consult may be necessary. In this case, the psychiatrist
may see a patient once or a few times for care recommendations, with the patient
returning to the PCP or other provider for primary care. More complex cases involv-
ing considerable behavioral health issues may require comanagement of a patient,
where the psychiatrist provides their expertise more regularly or even becomes
the primary care provider when a patient is unable to access regular primary care
services.

Special populations, such as patients with chronic pain or patients in need of
palliative care, offer an example of cases that often present with psychiatric comor-
bidities or vulnerabilities. Behavioral interventions are critical to the successful
management of these patients. To improve access to psychiatric expertise and best
utilize resources in such cases, televideo technology and telepsychiatry may be
used for patient consults, especially in instances where geographic, scheduling, or
resource barriers preclude timely evaluations. Such technology also can be used to
provide psychopharmacology education and brief therapeutic interventions.
Psychiatric involvement in these aspects of care can apply to all patients with
chronic conditions, not just those with major mental health disorders.

At a population level, the psychiatrist’s expertise in biopsychosocial models of
disease and mental illness, chronic illness management, and behavior modification
will be essential for informing the development of more holistic approaches and
new organizational structures at the interface of mental and medical health care
[22]. The substantial research base on collaborative care for depression and chronic
comorbid medical conditions can provide guidance in these efforts [13, 14].
Psychiatrists can lead in the identification and monitoring of behavioral health
needs for defined patient populations, as well as establish guidelines for evidence-
based interventions to be conducted by the PCP, BHS, or other providers. Disease
registries, feedback from individual cases, and input from the health care team on
best practices can be utilized by psychiatrists to develop systems of improved clini-
cal efficiency and overall performance. For instance, psychiatrists may determine
and implement safe limits on dosage and prescription refills for at-risk patients who
often present with complex medication regimens and may be at risk for drug inter-
actions or overuse of medication. For more demanding populations with significant
physical and mental health needs, psychiatrists can provide important insight for
developing comprehensive health management plans that focus on accurate diagno-
ses, functional status, and quality of life, thereby improving the management of
patients with complex comorbidities.

Actualization of truly collaborative health care, which has as one of its priorities
the provision of empirically-based behavioral treatment, will require that psychia-
trists participate in local, state, and national health care delivery systems and forums
[22]. Psychiatrists are potentially well suited for leadership positions in such health
care entities, given their medical training, knowledge of systems and multidisci-
plinary teams, and experience with the adverse effects on their patients resulting
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from the many barriers to care in the current and traditional health care system.
Greater involvement in systems-level administration will help facilitate the full inte-
gration of behavioral health within the ACO and strengthen the role of psychiatry in
health care reform efforts.

Barriers to Coordinated Behavioral Health Care

Given the vital role of psychiatry within these collaborative care systems, improv-
ing access to psychiatrists in settings where mental health providers are sparse is of
great importance. In rural areas, there is often limited access to specialty behavioral
health services. This creates significant barriers to coordinated care efforts and a
greater reliance on PCPs for providing behavioral health care. Utilization of techno-
logical advances (e.g., telepsychiatry, telemedicine, videoconferencing, interopera-
ble EHRs) to provide psychiatric consultation and deliver medication management
and psychotherapeutic interventions to patients in need, may prove especially ben-
eficial in these circumstances. Psychiatrists can also utilize these tools to train and
supervise PCPs and other providers to better assess and more directly serve their
patients suffering from mental health conditions. Therefore, psychiatrists should
become well versed in using this technology within their practice to ensure they can
provide this necessary service within the ACO.

Other potential barriers to coordinated care efforts fall into the more practical and
administrative realm. For one, behavioral and medical health providers have typi-
cally operated in their separate silos, and overcoming this historically autonomous
stance, different styles of practice, and limited information sharing will be a chal-
lenge. Strengthening relationships among care providers through a focus on out-
comes will facilitate transfer of knowledge and acceptance of challenging patients
across the continuum of care. Being well informed about confidentiality laws,
including the typically more restrictive laws surrounding substance use and mental
health records, and establishing parameters for information sharing will help address
concerns and resistance regarding communication of patient health information.
Care coordination or service agreements are also needed to structure clinical relation-
ships and determine the parameters of referral procedures. These agreements must
address a range of issues, including responsibility for care and medication manage-
ment, consultation and comanagement, sharing of clinical data, time frames for
information flow, and management of emergency medical care. Fortunately, ACOs
are potentially advantaged to provide compensation for previously non-billable
services, such as physician—physician consultation, administration of brief interven-
tions, supervision during case conferences, and telephonic and videoconferencing
activities, necessary for collaborative care. Training programs must prepare psychia-
trists to work within these collaborative care settings, including instruction on how
to adequately serve in their educational, consultation-liaison, and supervisory roles,
as well as how to manage operational, administrative, and financial challenges
unique to ACOs.
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Montefiore Medical center’s ACO Initiatives

Montefiore Medical Center serves a low-income, minority population in the Bronx,
one of the nation’s poorest urban counties, with 31 % of residents living below the
poverty line [23] and more than half insured through Medicaid or Medicare or meet-
ing for dual eligibility. Many residents suffer from one or more chronic illnesses,
including asthma, heart disease, obesity, diabetes, and comorbid behavioral health
conditions [23, 24]. Montefiore serves a population that receives an enormous
amount of health care at a very high cost. Thus, a more integrative approach, par-
ticularly among the high-cost, high-needs patients, is likely to achieve improved
health outcomes, lower costs, and improve patient satisfaction, as outlined in
the ACA.

To better serve this population and contend with a changing financial environ-
ment, Montefiore established an integrated provider association (IPA) and a behav-
ioral care IPA in 1995, aligning the medical center, its physicians, and health plans.
The IPA now credentials over 3,000 physicians, including Montefiore staff and
community-based private practice physicians. It has contracts with several health
plans covering over 225,000 individuals with government-sponsored and private
health insurance. Montefiore established the Care Management Organization
(CMO) and University Behavioral Associates (UBA), a behavioral health services
organization, to further advance necessary care coordination efforts, enhance
chronic and high-risk case management, improve provider and customer service
satisfaction, and manage financial risk. These two management service organiza-
tions were established to eliminate the need for intermediary managed care organi-
zations, entities often criticized for focusing on corporate profits rather than quality
care and having limited understanding of the patient populations they serve. UBA
is operated by the Department of Psychiatry, serves as the utilization and quality
review agent, and allows providers more control over administration of behavioral
health services.

Based on the health plan contracts, the CMO and UBA developed practices to
better integrate medical and behavioral health care services. The relevance of behav-
ioral health providers in these efforts is to help manage high-risk patients and
decrease costly, avoidable hospital admissions and readmissions. Potentially pre-
ventable readmissions cost the NYS Medicaid program $814 million in 2007.
Patients with a mental health or substance use disorder accounted for $665 million
or almost 82 % of those expenditures. Internal analyses revealed comorbid behav-
ioral health disorders, including depression, substance use, and psychosis, are among
the strongest predictors of Montefiore readmissions and repeat ED use [25]. This is
consistent with NYS data indicating that leading correlates of frequent ED utiliza-
tion are psychiatric and alcohol and substance-related disorders [26].

In response to these findings, Montefiore developed a program to identify and
implement appropriate discharge and follow-up procedures for repeat ED utilizers,
based on their specific behavioral, clinical, and social service needs. Protocols
were put in place for flagging chronic ED users on arrival, in order to create
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individualized discharge plans linking them to needed health care and community
services. The CMO and UBA also worked together to train medical care managers
to screen for depression using the PHQ-9 and facilitated management guidance to
PCP’s by fax and by referral to UBA case managers. Services developed within this
system also aimed to improve access to outpatient care, including 24/7 linkage to
behavioral health clinicians and case managers to assist with determining appropri-
ate level of care and provide referrals. Further, the Department of Psychiatry at
Montefiore collaborated with the Montefiore Medical Group (MMG) to co-locate
psychiatric services in several primary care sites in need of behavioral health ser-
vices. Psychiatric services were well received; however, collaborative care efforts
were hampered due to an inability to readily share patient information and limited
availability of other BHSs. Implementation of a behavioral EHR with an interface
to the medical EHR is in process to aid in information sharing, but the high need for
behavioral care still threatens to overburden the limited available behavioral health
resources. This difficulty underscores the importance of collaborative care strate-
gies rather than relying primarily on co-location.

Several Montefiore programs have successfully moved beyond simple co-
location to better integrate medical and behavioral health care. At one medical clinic
using the IMPACT model, patients are screened for depression and outcomes
are tracked using the PHQ-9. With the use of a stepped-care approach, patients have
demonstrated a substantial reduction in their depressive symptoms. Compliance
with the program is also high, with 73 % of patients keeping all appointments.
Collaborative care efforts within the PCMH have also been implemented using a
TEAMcare type of model with care management “synergy” teams, assigned to
medical and behavioral at-risk patients identified through screening with the PHQ-9
and AUDIT-C, or upon referral from PCPs. Synergy teams consist of a care man-
ager (e.g., an RN, LCSW, or psychologist), a primary care provider, and a psychia-
trist who provides “virtual” consultation and collaboration in evidence-based
treatment. Psychiatrists utilize comprehensive EHRs to review cases and consult
regularly with the team to address patients who are not meeting target goals, includ-
ing medication adherence. They supervise or directly provide psychopharmacology
education, medication management, and brief psychotherapeutic interventions
when needed (e.g., behavioral activation, patient self-management coaching, moti-
vational interviewing, problem-solving therapy, brief cognitive therapy). Internal
analyses of the impact of the synergy teams found a clinically significant reduction in
PHQ-9 scores among patients with coronary artery disease or diabetes, and among
those with improved depressive symptoms, the vast majority demonstrated
improved disease control parameters.

Care management is an essential element to Montefiore’s coordinated care
efforts, acting as a link between the patient and their providers, to assist in monitor-
ing care, encourage follow-up, and support self-management activities. The CMO
Care Guidance Program provides a systematic process for care management, utiliz-
ing individualized care plans and patient data reports. Detailed care plans, based on
comprehensive baseline assessments, specify interventions linked to specific prob-
lems. Chronic care protocols for conditions like depression are utilized to minimize



5 Psychiatrist’s Changing Role in a Reformed Delivery System: Adding Value in... 81

treatment variations that increase costs without improving outcomes. For patients
with complex medical and mental health profiles taking multiple medications, a
comprehensive pharmacy review is performed, and follow-up calls are provided to
the patient, their physicians, and the pharmacy regarding findings. Educational
mailings or referrals to individual or group counseling also are provided for patients
recently diagnosed or with poorly controlled chronic conditions, and home visits
are offered to patients unable to travel. Performance and care outcome reports are
utilized to identify potential patient needs and determine impact of interventions
used, across providers, maintaining provider accountability and offering incentives
to improve performance. Moving forward, Montefiore intends to utilize PCMH and
collaborative care models for behavioral health throughout the outpatient network,
engaging off-site psychiatric services through “virtual” consultations and collabora-
tions to maximize staff and financial resources.

As Montefiore was already engaged in integrative care efforts and possessed the
ACO infrastructure and experience managing populations under financial risk, it
was designated a Pioneer ACO Program by CMS in January 2012. Payment models
within Pioneer ACOs do not deviate substantially from current fee-for-service pay-
ment structures, but organizations successful in achieving shared savings in the first
2 years can move away from a fee-for-service payment model into a population-
based payment structure with full financial risk. The Montefiore ACO has been
assigned over 23,000 Medicare beneficiaries to begin. Cost benchmarks are estab-
lished each year based on historical expenditures and patient population character-
istics. Quality benchmarks must be achieved and are used to prorate any financial
savings.

Montefiore was also awarded a NYS Health Homes contract serving 3,000 high-
cost Medicaid patients. As the behavioral care management wing for Montefiore,
UBA had already had a Managed Addiction Treatment Services (MATS) contract
for the highest cost substance-using Medicaid patients in the Bronx. MATS is an
intensive case management program aimed at improving outpatient treatment com-
pliance and reducing the need for repeated, costly inpatient detoxification. Over the
past 4 years, MATS has consistently demonstrated a 60 % reduction in total sub-
stance use treatment expenditures. The MATS program was merged into the Health
Home and now has the added aim of targeting all medical and behavioral health
treatment costs and outcomes. Between contracts with health plans, PCMH sites,
the Pioneer ACO, MATS, and the Health Home, Montefiore is responsible for coor-
dinating the care of a large swath of the Bronx population, regardless of point of
entry into the system. This population-based approach has clearly defined protocols
for care coordination, but more importantly, it has clearly identified accountable
care managers for every patient managed under outcomes-based contracts with
financial risk.

To implement and enhance coordinated care efforts, Montefiore continues to
develop essential ACO infrastructure components, including substantial investment
in health IT. Montefiore’s interoperable EHRs are linked to the Bronx Regional
Health Information Organization (RHIO), facilitating continuous and time-efficient
access to patient information and promoting continuity of care across the network.
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The IT infrastructure also improves efficiency of care procedures, linking ambulatory
and inpatient care, laboratory services, and pharmacy systems. Montefiore utilizes
a web portal that enables patients to contact medical staff with questions or address
treatment needs including obtaining referrals, scheduling appointments, and
requesting medication refills. The CMOQ’s telehealth program is utilized to help pro-
viders and care managers monitor patient health and functional status from their
home through telemonitoring, as well as provide patients with health care education
and encourage treatment compliance. Montefiore also developed an aggregated data
analytics tool called Clinical Looking Glass that accesses the hospital’s extensive
data systems to obtain provider-specific reports on patients, performance reports,
and data support for clinical quality improvement and research [27]. Together, these
systems allow for the integration of clinical and claims data to guide patient stratifi-
cation based on health risk and identify the need for care and case management.
Data is also used to identify intervention components that account for measured
outcomes with this technology. Patient information can then be used to guide proto-
cols, tailor interventions, and improve care efficiency.

Conclusion

The health care delivery system is beginning to change with the implementation of
ACOs. Meeting the triple aim to improve quality of care, provide better health for
populations, and lower health care expenditures is not possible without the full inte-
gration of behavioral health care. The ACO model reconfigures incentives and
introduces accountability for providers across the continuum of care, encouraging
them to work collaboratively to optimize outcomes and enhance patient and pro-
vider satisfaction. These changes require a fundamental shift away from silo-based,
fragmented care toward development of innovative, integrative strategies that ensure
more holistic, patient-centered care. Psychiatrists have an essential role within this
changing health care environment, primed to provide insight into the substantial
benefits of improving the primary care and behavioral health interface.

Psychiatrists’ expertise is critical to the development of guidelines for identifying
and monitoring behavioral health care needs for the defined ACO patient popula-
tion, as well as establishing evidence-based practice protocols for the numerous
health care settings within the ACO system. Behavioral health interventions for
treatment adherence and compliance can also be implemented within medical care
interventions. Further development of valid and comprehensive behavioral health
indicators is essential in this process to ensure behavioral health needs and interven-
tion outcomes are adequately assessed. Psychiatrists must also be involved in the
creation and dissemination of behavioral health promotion, wellness, and preven-
tion interventions. To better meet these goals, psychiatrists should lead efforts in the
design and implementation of research agendas aimed at demonstrating the value of
integrating evidence-based behavioral health services.
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On an individual patient level, psychiatrists are important members of the health
care team, providing consultation, training, supervision, and/or direct patient care
within a collaborative care model. Therefore, psychiatrists should take initiative to
develop the collaborative skills necessary to successfully integrate their behavioral
health services into the ACO system, including gaining a solid understanding of the
roles and needs of members of the health care team and familiarity with common
medical conditions affecting their patients. Given the importance of health IT (e.g.,
EHRs, telepsychiatry, telemedicine) within an ACO, proficiency in incorporating
these techniques into one’s practice should also be a training focus. Psychiatrists
must actively engage with these issues to ensure that health IT processes and
content fully support behavioral health integration at all levels of the health care
delivery system. Finally, understanding how ACO payment structures influence
collaborative practice is necessary for successful integration of behavioral health
and medical care. Familiarity and involvement in administration, IT development,
quality control, and financing of health care and public health activities will
secure roles for psychiatrists in crucial decision-making arenas within emerging
ACOs, allowing them to promote full behavioral health integration to achieve the
triple aim.

Given the upfront investment in ACO infrastructure, provider training, and care
and case management services, as well as the likely decrease in volume of inpatient
services provided, a shift in thinking away from short-term savings to future reve-
nues is necessary within an ACO system. Several years will likely be needed to
demonstrate improvement in care quality and cost reductions. During this transition
period, it is important for psychiatrists to continue to bring behavioral health care to
the forefront and educate other health care providers on the necessity of collabora-
tive care efforts in meeting the aims of quality improvement, accountable care, and
cost reduction long-term.
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Chapter 6

Working with Integrated Case Managers

to Improve Health Outcomes and Reduce
High Cost in Patients with Health Complexity

Cheri Lattimer

Abstract Over the last four decades, the US health care system has changed
dramatically. Consequently, medically complex and high-cost patients and their
doctors are at significantly greater risk for miscommunication regarding treatment
and medication regimes. Knowing how to identify, assess, and implement actions
that address health complexity can offer significant support to patients, families,
and other caregivers facing challenges presented by a complicated health care
system. Psychiatrists can be key contributors to total health outcome improve-
ment and cost reduction in patients with health complexity, but can do this best if
they learn to coordinate their clinical skills with the assist functions of integrated
case managers. This chapter provides an overview of a collaborative interdisci-
plinary model of care in which psychiatrists with other treating clinicians utilize
the support services of integrated nurse and/or social worker case managers
trained to help patients with biopsychosocial and health system barriers to
improvement, i.e., those with health complexity. Physicians working with trained
case managers can improve care coordination, transitions of care, patient safety,
health outcomes, and cost.
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The Doctor—Patient Relationship

In the early 1960s physicians provided and supported patients in every area of the
care process. In fact, the physician was the mainstay for much of the care coordina-
tion and transition support necessary to meet their patients’, families’, and other
caregivers’ needs. Physicians addressed not only health care risks and health status
but also served as the coordination hub for information. They provided advocacy
for patients dealing with an acute care episode, chronic care management, or end-
of-life decisions. Medical practitioners utilized nursing staff within their individual
or clinic practice in a way that offered support to patients and family. The collabora-
tion between the physician, the nurse and the patient enhanced communication and
provided patients with education about their illness and the intended course of treat-
ment. It handled coordination of referrals and support for the development of self-
care management skills. The doctor would follow their patient as an outpatient and
during inpatient hospitalization, assist with specialty referral, coordinate treatment
planning, activate health care resources, and might even make house calls.

Over the last four decades, much has changed. The relationship that most patients
came to depend on with their physician has been fractured, fragmented, and siloed.
Both the physician and the patient are dissatisfied with the new process and feel that
their relationship has been severed. Today’s providers are tasked with a significant
number of business and administrative activities, including finding in-network pro-
viders for referrals, following rigorous coding and billing procedures, completing
extensive encounter documentation, using in-formulary drugs, etc., that detract
from quality patient time, including that previously used in performing diagnostic
assessments and discussing treatment interventions and options. More medically
complex patients, such as those with chronic or catastrophic conditions or multi-
morbid medical and behavioral health (BH) needs, suffer more extensively from
this fragmentation due to risk of miscommunication about assessment results and
treatment plans. Importantly, an increasing number of patients fall into the chronic
and complex category in today’s practice of medicine.

In the twenty-first century, health care reform has brought with it a focus on the
Triple Aim, i.e., better care, better health, and lower cost [1]. As a part of this initia-
tive, providers are being asked to streamline the patient encounter and look for new
and innovative ways to become more efficient. Yet for patients with chronic multi-
morbid illness or high-cost complicated treatment needs, streamlining may actually
contribute to greater difficulty in managing health, increase the use of health care
resources, and result in poor adherence to treatment recommendations. Among
patients with multiple clinical diseases and treatment challenges, those with cogni-
tive impairment; mental health and substance abuse disorders, hereafter referred to
as BH conditions; functional impairment and disability; health frailty; low income;
lack of insurance; homelessness; and language barriers are at even higher risk.
These patients often become complicated, treatment-resistant, and costly to the
health care system in large part because they require more time and assistance but
don’t get it.
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Despite health system changes and expectations, providers try to ensure that
patients understand their medical conditions, their treatment options, and how to
navigate the complicated barriers within the health care delivery system. Yet with
time constraints, ever expanding patient loads, and reduction of primary care
provider payments, the amount of time for connecting and establishing a strong
physician—patient relationship and support process continues to dwindle. Patients,
their families, and other caregivers are encouraged to take a more active role in the
health care of the patient but with a lack of provider support and limited knowledge
base and resources to navigate the complicated health care system, many patients do
not know who to ask for help let alone what to ask.

Psychiatrists are among a subset of clinicians who frequently witness the results
of the changes described above on patient outcomes since they are often asked to
treat BH contributors and consequences of partially treated chronic medical illness
in disheartened and frustrated patients. Unfortunately, many psychiatrists practice
in separate settings from their medical/surgical colleagues, use independent and
non-communicating medical records, and are seemingly tasked with addressing BH
issues in isolation of the many other interacting medical health problems. These all
add to even worse care fragmentation for complex patients already bouncing from
doctor to doctor. Further, psychiatrists have limited knowledge about how to best
utilize the assistance and support that can be derived by working with a new and
growing group of health care specialists, i.e., case managers.

This chapter will describe the role of integrated case managers as they assist with
the health care needs of complex patients trying to navigate a dysfunctional system.
It will share thoughts on the case manager-primary care and specialist physician
collaborative interaction, with special attention to psychiatrists, and how it can
bring value by helping to improve total health outcomes. Finally, it will define a
multi-domain approach to complexity assessment and assistance that includes coor-
dination of services for medical and BH conditions as a core part of its care support
process. In the hands of trained integrated case managers, the complexity assess-
ment disentangles and connects barriers to improvement with the development of a
systematic goal and action-based care plan that supports clinician treatment recom-
mendations. Integrated case managers use relationship-based work processes that are
applicable in both primary medical and primary psychiatric patients with comorbid
cross-disciplinary illness.

Defining Health Complexity

Psychological and biological factors can interact and contribute to complex patient
presentations and outcomes. For instance, a patient might have an easily treatable
but potentially dangerous medical condition, such as pneumonia (biological factor).
However, if the patient is home bound with agoraphobia (psychological factor),
preventing her/him from getting needed antibiotics, then a curable illness becomes
difficult to treat due to an unaddressed psychiatric illness impacting medical
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intervention. Interaction of biological and psychological systems, a simple form of
health complexity, influences whether the patient remains healthy, suffers impair-
ment, or dies.

Nonclinical factors, such as the patient’s social situation or experience within the
health system can also contribute to treatment resistance and persistent poor health.
These are less often assessed during standard doctor-based diagnostic evaluations.
Even when assessed, medical and BH clinicians infrequently consider nonclinical
barriers to improvement part of their accountable. For instance, if a patient lives on
the street, has no friends or relatives to call on for support, is uninsured, does not
have access to needed providers, does not have the ability to communicate with
health care providers due to mental incapacity, or has had past negative interactions
with hospitals or physicians, he/she is at greater risk for receiving no care, poor
care, or late care. Without assistance in addressing each of these, such patients will
experience worse clinical and functional outcomes than those without and health
related costs would almost certainly be higher. Nonclinical problems add an addi-
tional dimension to the concept of complexity but are generally not perceived as
the responsibility of the clinician to address. Thus, they consistently contribute to
persistent poor outcomes.

Most providers acknowledge that health complexity exists but generally define it
in terms of medical or psychiatric illness severity and/or acuity. Thus, targeted
actions for patients in traditional complexity-based care focus on correct diagnosis
and treatment, usually in either the medical or BH discipline but generally not both.
While illness severity and acuity are certainly components of complexity and poten-
tially helpful to address when nonclinical barriers to improvement are absent, when
used as the only target of intervention and assistance, they frequently miss impor-
tant contributors to treatment resistance due to their narrow biomedical or psycho-
logical focus.

A European research group took our understanding of health complexity to a
new level when it developed the INTERMED complexity measurement system [2].
Using the INTERMED approach, it became possible to unravel and quantify multi-
domain biopsychosocial and health system clinical and nonclinical contributors to
poor health outcomes in complex patients and to build care plans based on identified
actionable assessment findings. In this model, accountability for all patient issues
that lead to poor outcomes returns to the purview of health practitioners. Further,
since the INTERMED method primarily targets high-need, high-cost patients, it also
has the potential to bring both clinical and economic value.

For instance, a patient with diabetes, complicated by severe peripheral neuro-
pathy and depression, must deal with diabetes control, pain, and depression (case
complexity characteristics), all of which can negatively influence adherence to pri-
mary diabetes management and clinical outcome. Treatment of the depressed dia-
betic patient with illness complications, however, also necessitates communication
among medical and BH service providers, attendance at multiple appointments, and
purchase and coordination of potentially interacting medications (care complexity
characteristics). When non-disease-related patient needs are not met, treatment
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INTERMED-Complexity Assessment Grid
(IM-CAG Scored Example)
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Fig. 6.1 Example of a scored INTERMED complexity assessment grid. Reprinted with permission
from Kathol RG, Perez R, Cohen J. The Integrated Case Management Manual: Assisting Complex
Patients Regain Physical and Mental Health. 1st ed. New York City: Springer Publishing; 2010

follow through for the underlying illness itself becomes spotty while the cost health
service use escalates and health issues persist.

According to the INTERMED approach, health complexity includes the two
components mentioned above, i.e., case and care complexity, and requires a shift
from targeted biomedical care to individualized and integrated care in order for
patient outcomes to improve [3]. The differences between case and care complexity
are further clarified in The Integrated Case Management textbook, which states:

Patient-based case complexity is manifest in many clinical situations, such as when patients
experience adverse medication events or drug interactions or when symptoms overlap from
multi-morbid illness (e.g. chronic lung disease and anxiety or hypothyroidism and depres-
sion). Health system-based, care complexity is manifest by the way that health services are
supported by the system, delivered by practitioners and available to the patient. For instance,
patients experience care complexity when delays in care occur with long wait lists, when
translation services are not available or when clinicians providing care do not talk with each
other and coordinate services [4].

If only case or care components of health complexity are addressed, holistic
patient care is not delivered. As a result, patient outcomes suffer if improvement
occurs at all. This is particularly problematic for those with higher levels of identified
complexity.

The interaction of health risk factors in the biological, psychological, social, and
health system domains has been studied over the past 20 years by researchers in
Europe as means of uncovering case and care complexity and disentangling barriers
to improvement [2]. As a result of this research, the INTERMED complexity assess-
ment grid has been standardized and is now adapted to the US health system in the
form of the Integrated Case Management-Complexity Assessment Grid (ICM-
CAG) (Fig. 6.1). While clinicians can utilize the ICM-CAG on their own, it is better
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to allow a trained interdisciplinary case manager who works with the patient and
the patient’s primary and specialty care clinicians, including psychiatrists, to com-
plete it for several reasons. First, training in its use is necessary to assure valid and
consistent scoring. Second, it enables the case manager, who will become an impor-
tant link between the patient or the patient’s caregivers, and the providers contri-
buting to the patient’s care. Third, the approach to administration, described
below, allows the case manager to initiate a relationship with the patient, a compo-
nent considered core to the patient’s engagement in changing to more healthy
behaviors.

This allows clinicians to focus on biomedical and psychiatric factors related
to the patient’s progress toward health stabilization and allows the case manager to
understand and support clinical care while assisting with nonclinical barriers.
Clinicians must still understand the basics of the ICM-CAG and the integrated case
management process in order to effectively coordinate their intervention capabili-
ties with the assist functions provided by case managers. Further, practitioners are
the final arbiters of care, thus they will be the ones to endorse the role of case
managers in assisting their complex patients try new, hopefully successful, ways to
improve their health.

Scoring the ICM-CAG is accomplished via a scripted dialogue learned during
training, using open-ended questions, in patients proactively targeted for health
complexity. Such patients may be identified based on their provider’s prior experi-
ences in caring for the patient, through patient registries, or from claims databases.
The patient-case manager dialogue accomplishes three important functions. First, it
allows case managers to systematically perform comprehensive cross-disciplinary
medical and BH assessments designed to uncover case and care complexity. Second,
it allows barriers to improvement (health risk factors) to be identified and “anchored”
according to the level and immediacy of need in the adult 20-item color-coded
ICM-CAG and 25-item pediatric complexity grid. Third, it initiates the develop-
ment of a relationship between the case manager and the patient as a care plan is
built and assistance commences. This relationship serves to support a longitudinal
helping activity in which the patient ultimately will take ownership and participate
in overcoming identified barriers.

The ICM-CAG approach to complexity assessment and intervention uses
clinimetric/communimetric rather than psychometric methodology. Each anchored
score in the adult and pediatric ICM-CAG informs specific actions to be taken on
behalf of or by the patient in order to overcome identified barriers to improvement.
The assessment does not just provide a score representing level of complexity,
though such a score is also generated, but rather provides a detailed roadmap to help
patients stabilize their health. Items on the grid scored as “3” require immediate
attention; scores of “2” indicate need for assistance, though not immediately; scores
of “1” may need attention in the future, thus remain on the radar; whereas those
scored “0” indicate that no assistance in the content area is necessary. Thus, the
ICM-CAG guides the development of a care plan in which readily identifiable goals
are connected to actions based on item-by-item grid scores.
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The assessment is clinometric because it connects identified barriers with direct
health-related assistance. Some may be related to disease intervention from doctors,
nurse practitioners, etc. Some may come in the form of assistance with seemingly
peripheral health related issues, such as finding a primary care physician, finding
financial resources so that prescribed medication can be purchased, or assuring that
transportation is available to get to appointments. The ICM-CAG is also communi-
metric because patients and clinicians, with minor education about the ICM-CAG,
can easily understand the color-coded complexity grid. It, therefore, can serve as a
communication tool between the case manager and patient, the case manager and
the patient’s clinicians, and the clinician and patient. It is an ideal way to assure that
all involved in the patient’s care, including the patient, are on the same page as goals
are developed and collaborative corrective action is taken.

The ICM-CAG should be of particular interest to psychiatrists since it is as use-
able for seriously mentally ill (SMI) psychiatric patients with or without medical
comorbidity as it is for medical patients with or without psychiatric comorbidity.
Not only will psychiatrists be able to effectively work with case managers providing
assistance in the “medical” sector, they can also set up their integrated case manage-
ment programs for SMI patients and work with integrated case managers in the BH
sector. Thus, for the 50-75 % of SMI patients with concurrent chronic, life shorten-
ing, medical conditions participating in the Assertive Community Treatment (ACT)
psychiatric case management process, psychiatric and non-psychiatric physicians
will understand and be able to effectively interface with integrated case managers
without additional training.

Traditional Case Management to Integrated Case
Management

Before discussing case management per se, it is important to put the readership on
common ground regarding terminology. For purposes of clarity in this chapter, the
term “case manager” will refer to health professionals, usually nurses and social
workers, who assist with the timely coordination of quality services for multimorbid
patients with health complexity. They address a patient’s specific longitudinal needs
and promote positive outcomes in a cost-effective manner. This shortened descrip-
tion is consistent with the full definition found in the Case Management Standards
of Practice [5]. Others use similar terms in lieu of “case manager” for individuals
who perform identical activities, such as care coordinator, health coach, care man-
ager, disease manager, etc. We prefer to use the term “case manager” since there is
a literature suggesting that this is a group that targets more challenging multimorbid
patients regardless of the primary medical and/or BH condition and uses a longitu-
dinal multi-domain approach when providing assistance [4].

Case managers do not “diagnose” or “treat.” Rather, they assist patients over-
come clinical and nonclinical barriers to improvement of which fostering adherence
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to treating practitioner, i.e., doctors, nurse practitioners, physician assistants, etc.,
recommendations is a part. Thus, case managers augment primary and specialty
clinician interventions by supporting patient follow through and documenting that
desired outcomes are occurring. In addition to this clinical component, however,
they also assist patients with nonclinical barriers, such as getting transportation to
appointments, educating patients about their illnesses, identifying supportive com-
munity resources, and the like. In many ways, by default, they take on the activities
described at the beginning of the chapter that used to be relegated to physicians.
“Case managers are qualified health care professionals who are licensed and/or
have certification in a health or human services discipline that allows the profes-
sional to conduct an assessment independently as permitted within the scope of prac-
tice of their discipline” [5]. In addition, they possess the following characteristics:

» Knowledge and experience with care coordination

* A focus on patient-centered processes

* Ability to assess, plan, and facilitate assistance across the care continuum

* Knowledge of population-based care management strategies

e Communication skills needed to work with patients, family, care team, and
others

Thus, they are recognized and vital participants on the care coordination team
that targets complicated high cost patients for assistance. They empower patients
and family to understand and access quality, efficient care. Case managers can be
found in every area of health care services, facilitating communication and coordi-
nation among members of health care teams, and most importantly, involving the
patient in the decision-making process to help minimize fragmentation in services.
The traditional case manager offers key support to physicians, patients, their fami-
lies, and other caregivers regardless of setting by providing the roles, functions, and
activities outlined in Table 6.1.

It is through the application of these roles, functions, and activities that tradi-
tional case managers address the concerns of patients with complicated health
needs. When health care interventions are appropriately implemented and coordi-
nated collaboratively among the physicians, the traditional case manager and other
members of the health care team, patients and caregivers benefit from increased
adherence to medication and treatment planning. Figure 6.2 demonstrates the care
continuum within the context of case management skills.

Integrated case management expands the traditional definition of case manage-
ment (Table 6.2) by connecting and providing assistance for disentangled barriers to
improvement in the four complexity-based health risk domains described above (see
Fig. 6.1), i.e., it uses a complexity rather than a disease platform. This continues to
allow case managers to assist with clinical barriers found in the first two domains by
assisting with physical and BH needs. Equal weight, however, is given to medical
and BH conditions since the interaction of the two can be damaging to health
improvement and cost containment. Thus, integrated case managers, who have com-
pleted integrated case management training, are capable of assisting with reversal of
medical and BH barriers without having to hand the patient to another case manager.



6

Working with Integrated Case Managers to Improve Health Outcomes and Reduce... 95

Table 6.1 Traditional case management roles, functions, and activities®

1.

.

Conducts a comprehensive assessment of the patient’s health and psychosocial needs,
including health literacy status and deficits, and develops a case management plan
collaboratively with patients and families/caregivers.

Plans with patient, family/caregiver, the primary care physician/provider, other health care
providers, the payer and the community to maximize health care responses, quality and
cost-effective outcomes.

Facilitates communication and coordination among members of the heath care team, involving
the patient in the decision-making process in order to minimize fragmentation in the services.
Educates the patient, the family/caregiver and members of the health care delivery team about
treatment options, community resources, insurance benefits, psychosocial concerns, case
management, etc., so that timely and informed decisions can be made.

. Empowers the patient to problem-solve by exploring options of care to maximize desired

outcomes.

. Encourages the appropriate use of health care services to improve quality of care and to

maintain cost effectiveness on a case-by-case basis.

. Assists the patient in the safe transitioning of care to the next most appropriate level.

Promotes client self-advocacy and self-determination.
Adbvocates for delivery of services so that they facilitate positive outcomes for the patient,
the health care team, and the payer but always with priority given to the needs of the patient.

“Reprinted with permission, the Case Management Society of America, 6301 Ranch Drive, Little
Rock, AR 72223, www.cmsa.org
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Fig. 6.2 Graphical depiction of patient-centered case management. Reprinted with permission, the
Case Management Society of America, 6301 Ranch Drive, Little Rock, AR 72223, www.cmsa.org
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Table 6.2 Summary of differences between traditional and integrated case management®

Traditional case management Integrated case management

e Illness-focused e Complexity-focused

* Problem-based ¢ Relationship-based

» Diverse triggering methods * Complexity-based triggering

» Case managers trained in general » Case managers trained in multi-domain
medical case management assessments

* Pediatric case management based on * Systematic pediatric complexity-based case
child/youth manager experience management capability

» [Illness-targeted care plans drive patient * Care plan development linked to multi-domain
goals and actions patient assessments

* Medical and mental health support * Multi-domain health management without
requires manager handoffs handoffs

* Process orientation and measurement— * Outcome orientation and measurement—
cases touched, calls made clinical, functional, fiscal, satisfaction

e Manager case load dictated by process * Manager case load dictated by outcome
targets expectations

“Reprinted with permission, the Case Management Society of America, 6301 Ranch Drive, Little
Rock, AR 72223, www.cmsa.org

In fact, using integrated case management techniques, it is possible for case managers
to work with primary medical patients, such as those experiencing multiple com-
plications from diabetes, including depression, as well as primarily psychiatric
patients, such as those with schizophrenia complicated by chronic pulmonary disease.
Cross-disciplinary care support is a core component of an integrated case manager’s
clinical expertise.

While part of the comprehensive care process in traditional case management
addresses nonclinical barriers to improvement, they are generally given less weight
than clinical barriers. This is especially true for needs outside the discipline from
which a case manager has had the majority of her/his clinical experience, i.e., medi-
cal or BH. In integrated case management, nonclinical barriers are recognized as
being as or more destructive than clinical barriers. Thus, nonclinical barriers receive
assessment and assistance attention equivalent to clinical barriers.

Nonclinical barriers can be found in the psychological, social, and health system
domains of the ICM-CAG. For instance, in the psychological domain, deficient
patient coping mechanisms may influence their ability to participate in their treat-
ment program. In the social domain, caring for a dependent family member may
prevent a patient from showing up for appointments, particularly when they also have
a limited social support system. In the health system domain, non-communication
among the patient’s providers may lead to duplicate testing or treatment and no insur-
ance can lead poor provider access. Each of these is indirectly related to the actual
diagnosis and treatment of the patient, i.e., nonclinical, but each can be the primary
reason that a patient is treatment resistant or persistently ill.

Since integrated case management is designed to assist patients in reconnecting
siloed medical and mental health care and uses the ICM-CAG complexity platform
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to systematically connect barriers to improvement with corrective actions designed
to achieve collaborative goals, advanced training for case management profes-
sionals wishing to use this enhanced approach to case management is necessary.
Nurses, social workers, and other licensed professionals, coming from both physical
and BH backgrounds can learn integrated case management techniques by parti-
cipating in formal training, available through the Case Management Society of
America (CMSA) [6]. The training program uses The Integrated Case Management
Manual: Assisting Complex Patients Regain Physical and Mental Health [4] as its
textbook and is composed of eight 1-h recorded sessions and a day and a half of
face-to-face training.

Case managers completing training will take a test certifying that they have
achieved the necessary base knowledge about integrated case management from
reading the Manual and participating in the training components. They will also
have practiced the application of integrated case management assessment dialogues,
anchoring ICM-CAG scores based on standardized mock patient interviews, and
reconciled scores with other trainees and instructors so that manager-to-manager
inter-rater reliability is present. Standardized scores are then connected to the devel-
opment of a care plan for the mock patients and the initiation of formal case man-
agement activities. At the completion of training, case managers should be able to
systematically assess and assist patients with clinical and nonclinical medical and
BH barriers to improvement without cross-disciplinary referral. Since integrated
case managers coming from medical or BH backgrounds do not “treat” patients, but
rather assist patients get needed treatment, they are able to perform interdisciplinary
assistance without violating licensure scope of practice.

“The integrated case management process includes: a relationship and commu-
nication between complex patients and the case manager, a longitudinal outcomes
orientation, the systematic assessment of complexity, the use of complexity item
scores and their interactions to guide health improvements action, and case manager
accountability for health outcomes in all risk and need domains” [4]. The program
and the comprehensive assessment break down many of the silo’s in care coordina-
tion. As a result, the case manager and physician are able to focus on the total per-
son. Integrated case management offers a holistic and patient-centered approach to
address health complexity. Through the partnership of the case manager, their
physicians, and other stakeholders in the patient’s health, the team identifies care
options that not only meet patients’ needs but also promote optimal patient
outcomes.

Patient cognition, emotions, and behaviors affect their ability to follow through
on medical treatment recommendations and to achieve total health outcomes. When
they are treated out of the context of other medical conditions, it makes treatment of
the BH disorders more difficult but also leads to worse outcomes for vulnerable
patients with illness interactions. This is where case management can bring value to
patients and clinicians, including psychiatrists involved in their care, by assisting
with both clinical and nonclinical barriers to improvement in a complicated multi-
faceted health system.
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Understanding Case Management Support Programs
and the Case Manager

In addition to supporting a comprehensive approach to case management through its
integrated case management program, CMSA, a recognized leader in developing
tools and resources for case management, has developed support programs to
address subissues included in the concept of complexity, such as patient non-
adherence. In the ICM-CAG, “non-adherence” would be directly addressed under
the heading of Resistance to Treatment—CP1 (see Fig. 6.1). In 2005 CMSA began
work on the Case Management Adherence Guide, which became known as CMAG.
CMSA released its third edition of the guide in 2012, which now identifies health
complexity related to medication and treatment adherence [7]. CMAG 2012 offers
a conceptual model of factors influencing patient behavior, adherence, and health
complexity. The model defines four patient-related external domains: condition,
treatment, psychosocial, and health system that impact patient adherence to a thera-
peutic recommendation (Fig. 6.3). Case managers are encouraged to envision the
model as an interlocking relationship of assessment findings leading to assistance
activities for patients.

Factors associated with the patient-related domains include the patient’s
(1) knowledge and beliefs; (2) motivation to manage; (3) confidence in manage-
ment; (4) expected outcomes; and (5) understanding of the consequences. The rela-
tionships of each of the circles in Fig. 6.4 are representative of the complexity
associated with medication adherence [7]. Case managers who understand the
issues of health complexity can assist physicians in addressing the health needs
where complexity occurs. Case managers who are able to apply the more in-depth

/ Treatment

External . Psychosocial

Domain

Fig. 6.3 CMAG external domains impacting patient adherence. Reprinted with permission, the
Case Management Society of America, 6301 Ranch Drive, Little Rock, AR 72223, www.cmsa.org
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Fig. 6.4 Factors associated with the patient-related domain. Reprinted with permission, the Case
Management Society of America, 6301 Ranch Drive, Little Rock, AR 72223, www.cmsa.org

CMAG concepts to medically and behaviorally complex and high cost patients as a
part of integrated case management have the potential for greater improvement of
patient outcomes related to treatment adherence.

In addition to the CMAG program, CMSA also supports programs that further
elaborate on case management assistance to patients during transitions of care. “The
term ‘care transitions’ refers to the movement patients make between health care
practitioners and settings as their condition and care needs change during the course of
a chronic or acute illness. For example, in the course of an acute exacerbation of an
illness, a patient might receive care from a PCP or specialist in an outpatient setting,
then transition to a hospital physician and nursing team during an inpatient admis-
sion before moving on to yet another care team at a skilled nursing facility. Finally, the
patient might return home, where he or she would receive care from a visiting nurse.
Each of these shifts from care providers and settings is defined as a care transition”
[8]. In the ICM-CAG, “care transitions” would be directly addressed under the
heading of Coordination of Care—CHS?2 (see Fig. 6.1).

Like treatment adherence, care transitions are associated with documented poor
outcomes. For instance, in complex or high cost patients, these transitions can be
multiplied several times over during the course of an acute episode or long-term
management of a chronic condition. Poor transitions of care often contribute to
hospital readmissions and medical errors. A recent report by Jencks et al. [9] shows that
on average 19 % of Medicare fee-for-service patients discharged from the hospital
were readmitted within 30 days. Thirty-four percent were readmitted within 90 days.
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In 50.2 % of those rehospitalized within 30 days, no bill for a physician office visit
could be documented, suggesting that the inpatient to outpatient handoff failed.
Pertinent to CMSA’s cross-disciplinary approach of integrated case management,
30-day readmission rates for those with mental disorders are nearly double those
without while for those with both mental and substance use disorders readmissions
nearly triple [10]. Thus, CMSA provides more information and support in this area
for case managers to augment its integrated case management program.

Beginning in 2012 the Centers for Medicare and Medicaid Services (CMS) began
accepting newly created transitional care codes (99495 and 99496) to reimburse for
the management of patients who have transitioned from the hospital. These codes
are important because they acknowledge the importance of care coordination and
transitions of care at the point of the patient leaving one provider/facility and moving
to another. These codes may be utilized by physicians, physician assistants, and
advanced practice nurses. They will cover the services of the case manager under the
direction of a physician and they cover communication with the patient and family/
caregiver either by direct contact, telephonic or electronic.

Integrated Case Management as a Part of Needed Changes
in Psychiatric Practice

In this period of health care reform, it is clear that providers are charged with
improving care coordination and transitions of care beyond their individual practice
setting. This means that there must be a change in the way that care is delivered and
coordinated. For psychiatrists, such change comes at two levels. First, they must
transition so that their BH service delivery is as accessible in the primary and spe-
cialty medical settings as it is in the BH setting. Data now demonstrates that the
majority of patients with BH conditions, including those with serious mental illness,
are seen and treated in the non-psychiatric sector. Second, since there are so few
psychiatrists to fill a vast clinical need, they must think of intervention strategies
that will maximize utilization of their expertise, especially for patients who are in
the most need of their help, i.e., those with health complexity.

The first change, i.e., BH service delivery in the medical sector, is discussed in a
number of other chapters in this book. While it is not easy, it is a necessary prelude
to the second change, i.e., developing strategies that maximize value to patients and
the system during delivery of psychiatric services. In this chapter, a new and expand-
ing health professional “helper” function is discussed, which is provided by case
managers in collaboration with treating providers, including psychiatrists practicing
in either primary BH or medical settings or both. This new discipline of primarily
nurses and social workers assumes many of the roles performed by primary care and
specialty doctors before health reform forced changes in practice patterns in the
1980s. Since doctors no longer have time to follow through on clinical barriers to
improvement and do not consider themselves accountable for nonclinical barriers,
then case managers are a logical set of professionals to take on this role.
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It is this new group of professionals and the assist functions that they perform
that could provide an important strategy for expanding the reach and effective out-
comes provided by psychiatrists and other BH professionals in the future. A focal
example of how this can work is illustrated by the numerous studies of the
Washington University research consortia in their extensive publications showing
collaborative care outcomes in medical patients with depression [11, 12]. These
research studies document the effective use of case managers working with psychia-
trists imbedded in primary care clinics in which clinical and cost outcomes are
consistently and persistently improved for up to 5 years after study completion [13, 14].
In a more recent expansion of the depression focused model, i.e., TEAMCare, in
which trained cross-disciplinary case managers supported diabetes, cardiovascular,
and depression care, it was possible to demonstrate even greater reduction in depres-
sion symptoms than when depression was assisted in isolation and the improvement
in diabetes and cardiovascular outcomes while reducing total cost of outpatient
care. This strategy is similar to that performed more broadly in the “complexity”
platform of integrated case management.

Thus, a next strategic step for psychiatrists in the future is to learn to work with
integrated case managers along with other treatment providers so that they can take
advantage of the time saving assistance that these professionals could bring as high
need/high cost patients with health complexity medical and psychiatric care. This will
allow them to evaluate and treat more patients while collaborating with health profes-
sionals dedicated to follow through of treatment interventions, overcoming other bar-
riers that might prevent patients from improving, and assuring that medical and BH
outcomes are achieved. By doing so, evidence suggests that resultant clinical improve-
ment will also result in lower total health care costs associated with reduction in health
service use and decreased disability. It will be a win for patients, for psychiatrists and
other medical providers, for purchasers, and for the health system.

Health care is experiencing new models of care, realignment of how we pay for
care, how we organize care, and how care is delivered. The traditional and conven-
tional model of health care will be replaced by an interdisciplinary team working
collaborative to enhance patient-centered care and improved patient outcomes.
Physicians, psychiatrists, and integrated case managers working together to address
health complexity and coordination of care will fundamentally change the ways in
which we provide health care.
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Chapter 7
Building Value-Added Teams to Care for
Behavioral Health Needs in Primary Care

Anna D.H. Ratzliff, Catherine L. Christensen, and Jiirgen Uniitzer

Abstract Collaborative care has emerged as an evidence-based approach to care
for patients with common mental health disorders such as depression or anxiety in
primary care. To deliver successful collaborative care, a program must build a team
with effective “shared workflows.” A psychiatrist functioning in a mental health
leadership role may play an important role in the development, implementation, and
ongoing improvement of a high-functioning collaborative care team. The process of
building such a team involves several stages: leadership commitment, preparing for
team building, developing a clear vision for the scope of the program, assessing cur-
rent resources and workflows, conducting a gap assessment to identify staff and
training needs, generating a collaborative care workflow, training staff, program
launch, and supporting the ongoing quality improvement efforts of the team.

Fundamentals of Collaborative Care

Behavioral health problems, such as depression and other mental and substance use
disorders are common, disabling, and costly [1, 2]. Although there are effective
treatments for common mental health disorders, only a minority of patients access
these treatments [3]. Collaborative care has emerged as an evidence-based approach
to care for patients with common mental health disorders such as depression or
anxiety in primary care [4—6]. In this model of care, a team of providers, including
the patient’s primary care provider, a care manager, and a psychiatric consultant,
work together to provide evidence-based mental health care (Fig. 7.1). The clinical
approach in collaborative care follows the principles of measurement-based care,
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treatment to target, stepped care, and other aspects of the chronic illness care model
developed by Wagner and colleagues [7]. This approach has been recommended as
a best practice by the Surgeon General’s Report on Mental Health, the President’s
New Freedom Commission on Mental Health, and as an evidence-based practice by
the Substance Abuse and Mental Health Services Administration’s (SAMHA)
National Registry of Evidence-based Programs and Practices (NREPP) [8-10].
It can also provide care that is consistent with the requirements of the 2011 National
Committee for Quality Assurance (NCQA) criteria for becoming a Level-2 medical
home, which requires clinics to demonstrate a population-based approach for at
least one behavioral health disorder such as major depression [11]. Collaborative
care teams are a way to leverage the limited mental health workforce, especially the
limited number of psychiatrists and psychologists, and still provide high-quality
mental health care to populations.

The largest trial of collaborative care to date is the IMPACT (Improving Mood:
Providing Access to Collaborative Treatment) trial [12], which demonstrated that
collaborative care for depression was significantly more effective than usual care
provided in a range of primary care settings. In this study, patients who were
assigned to the IMPACT intervention were treated by a behavioral health care man-
ager who provided education, coordinated care, delivered brief evidence-based
counseling such as behavioral activation or problem solving treatment in primary
care, tracked patients in a registry, and supported medication management by the
primary care provider (PCP). A psychiatric consultant supported this team to
provide recommendations on patients who present diagnostic or therapeutic chal-
lenges using a stepped care approach. Patients treated using this model had greater
satisfaction with depression care, better depression outcomes, and less functional
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Table 7.1 Key principles of collaborative care?

Patient-centered care

Primary care and behavioral health providers collaborate effectively using shared care plans

Population-based care

All behavioral health patients are tracked in a registry: no one “falls through the cracks”

Measurement-based treatment to target

Measurable treatment goals and outcomes defined and tracked for each patient. Treatments are actively
changed until the clinical goals are achieved

Evidence-based care

Treatments used are “evidence-based”

Accountable care

Providers are accountable and reimbursed for quality of care, clinical outcomes, and patient
satisfaction, not just the volume of care provided

3©2013 University of Washington AIMS Center, http://uwaims.org

impairment compared to patients in care as usual [12, 13]. The IMPACT trial also
demonstrated that collaborative care provided substantial cost savings when com-
pared to care as usual [14].

As far back as 2006, a meta-analysis conducted by Gilbody and Bower [5] con-
cluded that with 37 randomized controlled trials supporting the effectiveness of
collaborative care, the evidence base for this approach was sufficiently strong that
no additional research was needed, but efforts should instead focus on disseminat-
ing and implementing evidence-based collaborative care programs [5]. Over the
past 10 years, the AIMS (Advancing Integrated Mental Health Solutions) Center at
the University of Washington has provided training and technical assistance to over
5,000 clinicians in more than 600 primary care practices that have implemented
evidence-based collaborative care programs. Based on this experience, the AIMS
Center has developed a systematic approach to building collaborative care teams
and a set of customizable implementation checklists and team building tools that
help guide organizations through the process of developing effective teams. These
tools are available at no cost from the AIMS Center (http://uwaims.org/).

Both research and implementation experience suggest that effective collabora-
tive care requires more than simply co-locating a mental health provider in a pri-
mary care practice. Simple co-location efforts have not been shown to improve
health outcomes when compared to care as usual [15]. In our experience, effective
collaborative care programs include teams that have effectively “shared workflows”
and follow a number of core principles. These core principles were recently sum-
marized in a consensus statement by a group of national experts in integrated care
convened by the AIMS Center and the University of Washington (Table 7.1) [16].
Patient-centered care, in which the patient’s PCP actively collaborates with behav-
ioral health specialists in the care of patients, is the foundation for effective collab-
orative care programs [6]. Effective programs focus on populations of patients,
tracking all patients in need of care proactively, usually through some sort of regis-
try or care management tracking system so that no patients “fall through the cracks.”
Validated clinical outcome measures such as the PHQ-9 for depression [17] are
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routinely used to support measurement-based treatment to target and treatment
adjustments or intensification if patients are not improving as expected. Treatments
provided by effective integrated care teams include evidence-based psychosocial
and pharmacological modalities, and the whole team is accountable to reaching
treatment targets and conducting ongoing quality improvement efforts to help
improve outcomes for the population of patients they serve.

Core Team Members

A collaborative care team is structured around the principles of collaborative care
and, as a patient-centered approach, starts with the patient (see Fig. 7.1). The treat-
ing team works to provide high-quality care that patients will be able to access in the
primary care setting in which they already receive their medical care. The core
collaborative care team will consist of at least three core team members: the PCP,
the care manager or behavioral health provider, and a psychiatric consultant. As
depicted in Fig. 7.1, these members of the team are all located in the primary care
setting. Some clinic settings may have the additional benefit of other behavioral
health staff who offer additional services to clients but may not be directly involved
in delivering collaborative care core functions. The care manager and psychiatric
consultant are typically new roles in a primary care setting and much of the work of
team building is defining clinical workflow to incorporate these new members.

PCPs

Collaborative care starts with the PCP and the care environment in which most
PCPs practice: fast-paced, high-volume settings with a wide array of presenting
problems. Facing these challenges, PCPs learn to quickly triage patients to focus on
the most pressing issue for a particular visit and to address longer-standing prob-
lems over time. When it comes to treating patients with common behavioral health
problems, most PCPs are trained to make an initial assessment and to start treat-
ments for common problems such as depression (e.g., prescription of an antidepres-
sant medication), but they may lack the time and skills required to fully explore a
patient’s mental health problem with its complex biopsychosocial determinants and
to explore all treatment options with a patient. In the collaborative care model, the
PCP continues to oversee all aspects of the patient’s care, including identifying
patients with behavioral health problems, making an initial diagnosis (e.g., depres-
sion), prescribing psychotropic medications, and making adjustments in medication
treatment in close consultation and collaboration with the patient’s care manager
and a designated psychiatric consultant. An important task for the PCP is to intro-
duce the patient to the collaborative team approach and the care manager, ideally
using a “warm handoff.” This increases the likelihood that the patient will follow-up
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with the care manager and effectively engage in collaborative care. Most PCPs
appreciate the patient-centered approach of collaborative care and the ability to get
support to care for the patients with which they often have developed deep connec-
tions. Even if patients prefer to have mental health specialty care at another facility
or if the mental health treatment needs of a patient exceed what can be provided by
a collaborative care team in primary care, the care manager can help facilitate an
effective referral and make sure that care continues to be effectively coordinated
between the PCP and the outside mental health provider.

Care Manager

The care manger is at the heart of a strong collaborative care team. The care man-
ager helps ensure effective communication among all team members and is often
the lead contact person for the patient who is receiving behavioral health services in
primary care. A care manager’s professional training and background can come
from a variety of disciplines, including training as a MSW, LCSW, RN, or a degree
in clinical psychology (MA, PhD, PsyD). For this role, the qualities of the care pro-
viders who become care managers may be more important than the specific degree
they have. The ideal care manager will have the personal qualities of organization,
persistence, creativity, flexibility, willingness to learn, and to be a strong patient
advocate. A care manager must possess or develop a wide range of skills to be
successful, including the ability to communicate effectively with both primary care
and behavioral health professionals, to engage and provide psycho-education for
patients, to perform systematic initial and follow-up assessments, to support medi-
cation management (e.g., where to get medication, plan for adherence, facilitate
medical care for questions related to medications), to provide brief behavioral ther-
apy using evidence-based strategies, to review cases with the psychiatric consultant
on a regular basis (usually weekly), to communicate psychiatric recommendations
to the PCP, to facilitate referrals to outside treatment resources, and to prepare
patients for relapse prevention. A sample job description can be found on the AIMS
Center website [16]. As there are currently limited training programs that prepare
behavioral health providers for this type of work, the best care mangers are often
identified by their personal qualities and then trained to fulfill this challenging
position.

Other Behavioral Health Providers

Some clinics have the benefit of other behavioral health providers as part of the
resources available in the clinic for patient care. Examples include chemical depen-
dency counselors, psychologists with a focus on delivery of evidence-based psycho-
therapy or health behavior change, and clinical social workers who can help with
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referrals to community-based resources. These valued team members may provide
additional in-house resources to support the primary care based collaborative
care team.

Psychiatric Consultant

Psychiatric consultants can play several important roles as part of an effective col-
laborative care team. The traditional role of directly assessing and treating patients
in a primary care setting (either in person or via televideo) is coupled with the
responsibility of providing consultation for a defined population of patients fol-
lowed by the primary care team. In this indirect consultant role, the psychiatrist
works with both a care manager and a primary care provider to provide diagnostic
or therapeutic recommendations on a defined caseload of primary care patients.
This role is usually filled by a psychiatrist or psychiatric advanced registered nurse
practitioner who has both the medical and psychiatric training to make recommen-
dations about medications as well as other evidence-based treatments for mental
health problems commonly in the context of medical comorbidity. Typically, the
psychiatric consultant will spend at least 1 h/week systematically reviewing each
care manager’s caseload of patients and discussing patients who are not improving
to make recommendations for additional diagnostic work-up or changes in treat-
ment. Treatment recommendations are often communicated to the PCP through the
care manager, but the consulting psychiatrist is also available to the PCP through
prompt access by e-mail and phone during working hours. Such caseload consulta-
tion is a departure from the typical doctor—patient relationship for a psychiatrist, but
most consulting psychiatrists experience a deep sense of satisfaction from seeing
the population impact of this work. This team approach allows them to help improve
the lives of significantly more patients than a more traditional approach in which
they see a limited number of patients in a primary care practice. Another rewarding
aspect of the consulting psychiatrist role is the support and education of primary
care-based providers that is part of every day’s work. Consulting psychiatrists have
numerous opportunities to help educate care managers and PCPs through the regu-
lar assessments and recommendations provided as part of their work, but they fre-
quently also provide direct education (e.g., brown bag lunch talks), articles, and
other educational materials to the primary care team. Although this is not univer-
sally true, psychiatric consultants often have key leadership roles in the develop-
ment, implementation, and ongoing improvement of high functioning collaborative
care teams. Functions in this role may include administrative leadership (e.g., nego-
tiating the scope, staffing, and payment for a collaborative care program) and clinical
leadership (e.g., the development of clinical protocols for challenging patients). As
with the care manager, the successful psychiatric consultant will typically possess
specific personal attributes to support their diverse roles in the collaborative care
team, including flexibility, confidence, outgoing personality, adaptability, ability to
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tolerate uncertainty and interruptions, ability to help provide and shape care deliv-
ered by a team of providers with the PCP in a lead role, interest in treating diverse
patient populations, and a willingness to “stretch” their skills to meet the needs of
the patients served in a particular primary care practice (e.g., adding skills in
addictions or the treatment of depressed adolescents). The psychiatric consultant
will also need strong skills in psychiatric diagnosis, psychopharmacology, and basic
knowledge of brief behavioral interventions to support integrated treatment plan-
ning. A sample job description can be found on the AIMS Center website [16]. This
emerging field of outpatient consultative psychiatry is an exciting opportunity
for the psychiatric consultant interested in a challenging and rewarding clinical
experience.

Building the Team

Overview

The core collaborative care team is not created by simply adding a care manager and
psychiatric consultant into a primary care setting. This team needs support to
become an effective team. This process starts once there is strong organizational and
leadership commitment to implementing an evidence-based collaborative care pro-
gram and the organization is ready to begin the multi-step process of implementing
a collaborative care model. Implementation typically involves three major stages:
pre-launch, launch, and post-launch, with specific parts of the team building process
occurring in each of these stages (Table 7.2).

Ideally, an organization should spend adequate time on the pre-launch stage.
Early in this process the focus is on preparing for the team-building process (choos-
ing a facilitator and identifying the key roles and professionals involved in the team)
and establishing program goals and vision (clarifying the populations and mental
health disorders that will be targeted such as children or adults, specific behavioral
health conditions covered, special population needs, numbers of clients to be
served). Providing enough lead time to educate the staff about the basics of collab-
orative care and creating a vision for the new program can improve engagement and
accuracy of subsequent staff assessments and workflow development. The next step
in this pre-launch phase is the completion of a team-building process that includes
an organizational assessment of the current workflow, a gap assessment to identify
staff and resource needs, development of the new collaborative care workflow, and
a detailed plan for implementing the new model. Typically, this phase of team build-
ing can take several months to complete. Initial clinician and staff training should
also occur pre-launch. Giving adequate time and focus to complete all of the steps
in the pre-launch stage will help ensure care team members understand their new
roles and have the skills necessary to work together and with patients as a team. An
ideal plan is to schedule all phases of the team-building process to be completed a
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Table 7.2 Sequence for building a collaborative care team®

Pre-launch Team-building preparation
¢ Choose team building facilitator
* Identify clinicians and staff participating in team-building process
¢ Introduce collaborative care and team-building process to participants
Program vision
¢ Complete visioning process
» Establish measurable outcome goals
* Tailor collaborative care tasks according to program vision and goals
Current workflow, staff self-assessment, and gap assessment
e Listall collaborative care tasks
¢ All participants complete staff self-assessment based on current job
responsibilities and workflow
» Facilitator compiles staff self-assessments to identify gaps, duplication of
services, and training needs
Collaborative care workflow
¢ Review current workflow
* Review project vision and goals
o Identify who, how, when, where for each collaborative care task, creating
new collaborative care workflow
Implementation plan
¢ Identify staff hiring and training needs
* Identify facilities, IT, and other resource requirements
¢ Create patient education materials
¢ Develop internal communication materials and protocols
Training
* Group training for collaborative care team members
* Skill-based training to support new roles
Launch Program launch
* Collaborative care team begins working together
* Enroll first patients!
Post-launch Support for care teams
* Conduct weekly case reviews with psychiatric consultant to support care
managers and PCPs
¢ Identify additional training needs
e Address team burnout
Ongoing collaborative care workflow review and adjustment
¢ Monitor previously identified outcome measures regularly
¢ Adjust collaborative care workflow, as needed to achieve program goals
* Celebrate successes

2©2013 University of Washington AIMS Center, http://uwaims.org

few weeks before the launch of the new program. At the program launch date, the
organization is prepared to begin new workflows and enroll the first patients in the
new model of care. Care teams will also need ongoing support during the post-
launch phase, a time when the collaborative care workflow may need to be reviewed
and adjusted, based on ongoing monitoring of the program goals.
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The pre-launch stage, and specifically the team-building process, is important for
several reasons. In many cases, the process of team building is the first opportunity
to work together and facilitate communication between team members. The team-
building process challenges the team to create a clear vision of the program and the
team’s definition of success for the program. The goal of more effective collabora-
tion is facilitated by a systematic approach to identifying gaps and overlaps in the
roles of different team members when it comes to caring for individuals with behav-
ioral health problems. This process allows the team to think through even small
operational details and develop a change plan to anticipate common challenges for
the new collaborative team. The psychiatric consultant may take an active leader-
ship role in this development process, but at a minimum they should be actively
involved as a team member in the team-building process.

Preparing for Team Building

It is important to choose a good facilitator to lead the team-building process. The
facilitator should both support the implementation of the new collaborative care
model and have the authority to gain participation in the team-building process by
all staff and clinicians. The facilitator should also have the authority, or support
from organization leadership, to make changes to clinical workflows and staffing
that may be identified during the team-building process. The facilitator may be a
member of a collaborative care team (e.g., the consulting psychiatrist) or an indi-
vidual in organization leadership or administration. The role or job title of the facili-
tator is less important than their ability to work well with both clinicians and staff
and their expertise in leading projects that require strong people and organizational
skills. During team building, the facilitator will drive the process, and their respon-
sibilities may include clarifying the vision for the collaborative care program, tailor-
ing the team-building worksheets used during the process according to the scope
and goals of the organization’s collaborative care program; presenting information
to staff to help them understand collaborative care and the team-building process;
distributing, collecting, and tabulating worksheets completed by staff; facilitating
meetings with organizational leadership and staff to discuss current workflow and
change plan; creating detailed implementation plan and timeline; and revisiting new
workflows on an ongoing basis to review progress and adjust plans as necessary.
Prior to beginning team-building activities, it is important to identify all clinicians
and staff who will participate in the process. For purposes of team building, the col-
laborative care team should be defined broadly. At a minimum, representatives for
all professionals who will be part of a care team should participate, including care
managers, primary care providers, and consulting psychiatrists. It is also helpful to
include other clinicians and staff who will interact with the team. This may include
leadership and administrators (e.g., CEO, CFO, clinic manager), medical assistants
and physician assistants, behavioral health clinicians, IT staff, front desk and other
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support staff. Although these clinicians and staff members may not directly provide
collaborative care, such “silent partners” can participate in team building and give
important input into the planned changes that will affect the clinic workflow and
clinic operations. Including the behavioral health staff that will likely interface with
the new collaborative care team, such as chemical dependency counselors, social
workers, and specialty therapists, is also important to developing an inclusive work-
flow. Leadership and administrators need to understand the process, outcomes, and
proposed workflow changes to give support for added resources. Front desk staff
and other clinicians may interact with the care team and need to understand new
clinical roles and workflows. Engaging as broad a group as possible helps everyone
understand the key principles of collaborative care and creates “buy-in.” Special
care should be taken to identify key “champions” from each professional group,
who can garner “buy-in” and communicate important information back to col-
leagues. Once all staff participating in team building have been identified, they
should receive a basic introduction to collaborative care and the team-building pro-
cess. This information can be covered in a 1-h presentation by the team-building
facilitator or organizational leadership. The AIMS center website also has recorded
sample introductory webinars on collaborative care [16].

Program Vision

Before beginning workflow and staff assessment, the organization and program
leadership must develop a clear vision for the program. The five key principles
of collaborative care (see Table 7.1) should be considered in this process, and the
following questions may be useful to consider during the visioning process:

* What are your hopes for the collaborative care program?

* Who would it serve? What services would be offered?

*  How much will a collaborative care program improve the health of your patients?

* What strengths does the organization already have in working together?

* What challenges do you see for implementing collaborative care in the
organization?

* How will we know if this program is working? What should we measure?

Even when there is a clear mandate related to the development of the collabora-
tive care program, creating a shared definition of the target patient population and
behavioral and/or physical health issues that will be addressed as part of the new
practice model is the foundation for defining the tasks that must be accomplished by
the new team. Most importantly, measureable goals for numbers of patients served
and clinical outcomes achieved by the program should be established. Throughout
team building the focus will be on these patient outcome goals established during
the visioning process and what is needed to reach these goals, rather than specific
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jobs titles or process measures that may not be strongly related to clinical outcomes.
It is important that the program vision is clearly communicated both internally and
externally. During this process, organizations often name and brand their collabora-
tive care program and begin developing a common vocabulary. This facilitates com-
munication about the team building process (among staff) and the new program
(among staff and eventually among staff and patients) and clearly conveys that the
organization is doing something new and different.

Current Workflow, Staff Self-Assessment, and Gap Assessment

The team-building facilitator uses the program vision to identify and list all collab-
orative care tasks that must be accomplished to provide collaborative team-based
care. Figure 7.2 lists common collaborative care tasks, which can be tailored based
on the clinical indications and patient population addressed by the program. For
example, tasks related to screening and follow-up will be tailored based on the
actual measurement tools to be used and outcomes that will be tracked. There may
be tasks in Fig. 7.2 that are not relevant to the program, or additional tasks not listed
that should be included to serve specific target populations (e.g., language or inter-
preter services for patient populations who do not speak English).

After program goals and related tasks are clearly articulated, the team-building
facilitator conducts a staff assessment in order to survey the organization for current
strengths and gaps in services. For each collaborative care task on the list, each staff
member responds to a series of questions designed to determine:

e Which tasks are they doing now?

e Which tasks are other staff members doing?

e How important is the task?

* Would they like to do the task and what training is required for them to do
this task?

» Will the task ensure effective patient care?

e If not part of the individual’s role now, whose role is it?

It is important that each staff member completes these questions individually and
based on the current clinic workflow.

The team-building facilitator compiles all of the staff self-assessments into a
summary or gap assessment, mapping out the current team structure and task cover-
age. The information in the summary can help pinpoint collaborative care tasks that
are not currently covered, tasks that are being duplicated, and staff and training
needs. The team-building facilitator now has a complete overview of the current
status of collaborative care functions within the organization and can start consider-
ing if and where changes are needed to cover the new collaborative care tasks and
insure team members work together to meet patient outcome goals.
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Identify and Engage Patients

« Identify People Who May Need Help

* Screen for Behavioral Health Problems Using Valid
Measures

* Diagnose Behavioral Health Disorders
* Engage Patient in Integrated Care Program

Initiate and Provide Treatment

* Perform Behavioral Health Assessment

* Develop & Update Behavioral Health Treatment Plan

* Patient Education about Symptoms & Treatment Options

* Prescribe Psychotropic Medications

« Patient Education about Medications & Side Effects

« Brief Counseling, Activity Scheduling, Behavioral Activation
» Evidence-based Psychotherapy (e.g., PST, CBT, IPT)

* |dentify & Treat Coexisting Medical Conditions

* Facilitate Referral to Specialty Care or Social Services

* Create & Support Relapse Prevention Plan

Track Treatment Outcomes

» Track Treatment Engagement & Adherence using Registry

* Reach out to Patients who are Non-adherent or Disengaged

* Track Patients’ Symptoms with Measurement Tool (e.g.,
PHQ-9)

* Track Medication Side Effects & Concerns

* Track Outcome of Referrals & Other Treatments

Proactively Adjust Treatment

* Assess Need for Changes in Treatment
* Facilitate Changes in Treatment / Treatment Plan
* Provide Caseload-Focused Psychiatric Consultation

* Provide In-Person or Televideo Psychiatric Assessment of
Challenging Patients

Other Tasks Important for Our Program

* Coordinate Communication Among Team Members /
Providers

* Administrative Support for Program (e.g., Scheduling,
Resources)

« Clinical Supervision for Program

* Training of Team Members in Behavioral Health

Fig.7.2 Collaborative Care Tasks. ©2013 University of Washington AIMS Center, http://uwaims.org
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Collaborative Care Workflow

The organization is now ready to create a customized collaborative care workflow
and detailed implementation plan. The team-building facilitator coordinates and
provides guidance during this step, but all participating staff should give input.
Often a special staff meeting or series of meetings is used to facilitate the discus-
sion. Participants start with reviewing where we are now, based on the results of
the summary of the staff assessments. Next, participants review and discuss where
do we want to be? What is the project vision and “practical ideal”? How will the
organization provide the most effective care for patients and meet patient outcome
goals?

After discussion of where are we now and where do we want to be, participants
discuss how fo get there. This should be specific. For each task required for the col-
laborative care program, discuss and document who, how, when, and where the task
will be completed, including plans for smooth hand-offs and communication
methods. Specific details may include at what point in the patient flow a task is
completed (e.g., intake, initial assessment), if a task is constrained by certain days
of the week (e.g., a prescriber is only available on a certain day), and where the task
is to be completed (e.g., clinic, partner agency).

Implementation Plan

The detailed collaborative care workflow can now be used to develop an implemen-
tation plan and collaborative care materials for staff and patients. It is important to
determine if there are organizational-level changes necessary. The team-building
facilitator may want to create a detailed quality improvement action plan with
designated process owners, and timeline. It is again important to be as specific as
possible. At a minimum, the following questions should be addressed:

* Does staff need to be hired? What types of staff?

* Do existing or new staff need to be trained?

* What facilities, IT, and other resources are required to implement the collabora-
tive care workflow?

Depending on program goals and organizational resources, new staff may be
hired or existing staff re-deployed to cover collaborative care tasks and align staff-
ing with the new workflow. Care manager tasks may be split between higher and
lower skilled staff to better use existing clinic staffing structure. Organizations may
already have psychiatrists in-house that can serve in role as team psychiatrists or the
organization may need to use external consultants for this role.

At this stage, organizations often create materials to introduce the new care
delivery model to patients and organization clinicians and staff. Figure 7.3 is an
example of a template that can be used to introduce the care team to patients.
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Your Integrated Care Team

You are the most important person on the team! To
make sure that you receive the best care, please
participate actively with your primary care provider
(PCP) and your care manager (CM). Tell them what is
working for you and what is not. Work with your team
to track your progress using a simple checklist. Let
them know if you have questions or concerns about
your care. If you take medication, know what it is and
take it as prescribed.

Your PCP oversees all aspects of your care at the
clinic. He or she will work closely with the other
Primary members of the care team to make sure you receive
the best care possible. Your PCP will make and/
Care or confirm your diagnosis and may write or refill
prescriptions for medications. Your PCP works closely
[=1e o[- g With your care manager to stay informed about your
treatment progress. Your PCP may also consult with
the team psychiatrist if there are questions about the
best treatments for you.

Your CM works closely with you and your PCP
to implement a treatment plan. The CM answers
guestions about your treatment. He or she will check-
Care in with you to keep track of your treatment progress
and can help identify side effects if you are taking
Manager medications. The PCP and the CM work together
with you if your treatment plan needs to be adjusted.
The CM may also provide counseling or refer you for
counseling services if that is part of your treatment
plan.

The psychiatric consultant is an expert consultant
who is available to advise your PCP and CM about
diagnostic questions or treatment options, especially
5374 [E1iy (o] if you don’t improve with your initial treatment. The
CM meets and consults regularly with the psychiatric
[efey1-10]17-1914 consultant to talk about your progress and to evaluate
your treatment options. With your permission, the
psychiatric consultant may meet with you in person or
via telemedicine to help inform your care.

Fig. 7.3 Introducing a Collaborative Care Team. ©2013 University of Washington AIMS Center,
http://uwaims.org
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Organizations often include photographs of each team member (care manager,
primary care provider, consulting psychiatrist, other behavioral health providers), as
well as contact information for the patient to use for questions (usually the care
manager). This information can be made into a brochure and combined with other
patient educational pieces, such as a brief overview of the organization’s approach
to treating behavioral health issues, depression or other mental health information,
and patient self-monitoring tools. Primary care organizations should also develop
internal communication materials and protocols and clinic-specific guidelines and
protocols for psychiatric emergencies. It is especially important to discuss and doc-
ument procedures for communicating important information between care team
members, such as how to ensure that recommendations from psychiatric consultants
are effectively communicated to primary care providers.

The collaborative care workflow and implementation plan should be reviewed on
an ongoing basis, with more frequency in the beginning weeks and months of the col-
laborative care program. To ensure accountability, program leadership can establish a
regular process for tracking program outcomes. If patients are not improving and
outcomes are not met, then the clinic workflow and collaborative care team responsi-
bilities should be reviewed and adjusted. Specific program outcome measures will be
based on program goals and previously established metrics, and may include:

* Number of patients served in the integrated program.

e Number and percent of patients who show clinical improvement as measured at
the patient level.

e Number and proportion of patients who receive initial assessments, follow-up
assessments, and psychiatric consultation if they are not improving as expected.

All new collaborative care programs will need adjustment, as care teams adapt to
their new roles and learn to work together.

Supporting Implementation by Addressing Common Barriers

Throughout the process of team building, there are a variety of barriers and chal-
lenges that can arise and prevent successful implementation of a collaborative care
program (Table 7.3). Although the amount of direct involvement a psychiatric con-
sultant may have in addressing these barriers may vary, familiarity with these com-
mon barriers and potential solutions to address these challenges may be helpful in
the psychiatric consultant role of a mental health clinical leader.

One of the most common, and potentially detrimental, challenges that an organi-
zation may face is a lack of appreciation of the core principles of collaborative care
and the idea that effective team building requires more than just “working in the
same place.” Careful attention to identifying and tracking specific pre-identified
patient outcomes is important in addressing this challenge. If the team has not
developed a clear workflow to effectively share patient care and to communicate
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Table 7.3 Team building: barriers and solutions®

Lack of appreciation of the core
principles of collaborative
care

Vision is not aligned with
resources

Communication challenges

Limited time and resources

to a build team

Inadequate skills in effective
teamwork

Address common misconception that collaborative care is

the same as co-located care (working in the same place)

Focus on goal of improved patient outcomes

Develop a system to identify and track the population

targeted by collaborative care effort

Deliver evidence-based approaches to behavioral health

Encourage whole team responsibility for quality and

outcomes of behavioral health care

Leadership buy-in

Identify and support resource needs

— Collaborative care may require additional staff

— Make sure that new staffing is adequate based on
expected patient caseload

— Consider practical needs such as patient registry,
private space to see patients, computers, phone

— Screen for only behavioral health issues the
organization has resources to address

Address funding concerns

— Anticipate costs for both short-term startup and
long-term sustainability

— Consider creative partnerships

— Assess billing practices

Champion to advocate for BHPs and other resources

Identify referral resources and partners (e.g., for social

needs)

Provide orientation to all team members

Promote clear vision of goals for program

Develop workflow with special attention to method and

timing of team member communication

Identify facilitator/champion to lead this process

— Leadership to advocate for time to complete
assessment and participate in facilitated team building

Schedule adequate time for team building and give the

work group a clear timeline

Consider using AIMS team building tool or other

facilitated process to build team and develop work flow

It is never too late to build or rebuild a team!

Plan training and practice specific collaborative care

skills (e.g., integrated care planning)

Train together

— Ideally all team member participate in training as
group

— Each member should understand model of program
and individual roles/responsibilities

Consider online programs for training

Review program effectiveness in regularly scheduled QI

meetings after program launch and identify needs for

additional training and resources

(continued)
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Table 7.3 (continued)

Individual concerns about * Seek to understand concerns of providers
scope of practice * Acknowledge strengths of team members and apply those
skills to new role
* Clearly define roles through team building within scope
of practice for each provider
* Provide training to support team in performing in new
roles
» Focus on patient outcomes and collaborative care tasks to
reach those outcomes
Team burnout * Address lack of resources in initial phase of project
* Focus on good team communication
e Publically share success stories
* Regularly review workflow and revise as needed
* Consider team reflection to address inevitable challenges

2©2013 University of Washington AIMS Center, http://uwaims.org

about shared goals and progress in the patient’s treatment, the patient outcomes
are less likely to improve. Patient registries tailored to tracking behavioral health
outcomes are important tools to help monitor and track patients effectively and effi-
ciently. The use of a registry supports the delivery of evidence-based behavioral
health care to a defined caseload of patients. It helps identification of patients who
are at risk of falling through the cracks or who are not improving as expected so that
a change in treatment plan can be made. A disease management registry is not the
same as an electronic medical record (EMR), although some EMRSs can be custom-
ized to include a patient registry. Patient registries can be set up using paper-based
systems, spreadsheets, or more advanced, Web-based electronic tracking systems.
A good registry includes forms to guide patient encounters and allows clinicians
across settings to develop and utilize a shared care plan that tracks both physical and
behavioral health conditions. An ideal registry has search and reporting features that
facilitate population tracking, treatment to target, measurement-based care and
caseload supervision/consultation from a specialist. The ability to rapidly identify
and then deliver appropriate evidence-based mental health treatment is the core of
an effective collaborative care program. Periodic review of the outcome metrics at
the patient population level should be a regular part of the ongoing assessment of
the implementation plan and clinic workflow, to ensure the previously established
patient outcomes are being met. Orientation to these concepts for the whole organi-
zation, but especially program champions, is critical for a successful implementa-
tion. Additionally, as a program begins to have success stories, using data to
highlight improved patient outcomes can be an effective way to support team buy-in
and morale.

A lack of alignment between the vision for the mental health care program and
available organization resources can be another significant barrier to developing a
collaborative care program. A clear benefit of collaborative care is that a psychia-
trist can leverage their expertise over a larger patient caseload and improve patient
mental health outcomes at a population level by working with a collaborative care
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Table 7.4 Collaborative care program staffing in diverse practice settings®

Number
of unique
TyPlcal primary Typical personnel requirement
Percc:-:n'tage active care clinic for 1,000 unique primary care
of clinic caseload  patients to patients
population for 1 FTE justify 1
with need for care FTE care FTE care FTE psychiatric
Clinic population care manager manager manager consultant
Low need (e.g., 2% 100-125 5,000 0.2 0.05 (2 h/week)
insured,
employed)
Medium need (e.g., 5 % 65-85 1,500 0.7 0.07 (3 h/week)
comorbid medical
needs/chronic
pain/substance
abuse)
High need (e.g., 15 % 50 333 3 0.3 (12 h/week)
largely homeless,
addicted)

2©2013 University of Washington AIMS Center, http://uwaims.org

team, but the caseload size must take into consideration the needs of the population
being served. Care managers on collaborative care teams often support active case-
loads of 50125 patients. Care teams with higher need patients, such as safety-net
populations or with a large number of patients having multiple chronic diseases,
will support a smaller caseload (about 50 active patients per care manager). Care
teams with lower need patients will have larger caseloads (about 100-125 active
patients per care manager). Table 7.4 provides suggestions for staffing ratios for
collaborative care teams depending on the complexity of the patient population
served. It is important for organizational leadership to proactively address personnel
requirements, hiring or contracting additional care managers and psychiatrists to
ensure care teams are adequately staffed to meet the expected patient caseload.
Caseload expectations should also be discussed with care team members as part of
the team-building process, and patient caseload size and staffing requirements eval-
uated on an ongoing basis.

Another resource concern can be the lack of partnerships with outside organiza-
tions to address gaps in services provided. For example, patients may require refer-
rals for housing or social needs. It is important to set up these partnerships early, and
the team-building process can help to identify existing service gaps that can be filled
by a referral organization. During implementation planning, it is important to revisit
the scope and goals of the project that were identified in the early team building steps
to ensure implementation plans are in line with these goals. Many of these resource
challenges will require additional staff or financial resources, and leadership buy-in
and support of resource needs is critical [18]. Leadership will need to address
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common funding concerns, including anticipating costs (both short-term start up and
long-term sustainability), considering creative partnerships, and developing billing
practices to support the collaborative care program. Common ways to fund collab-
orative care involve fully capitated payment schemes (e.g., in organizations such as
staff model HMOs or the VA) or partial capitation and case rate payments (e.g., in
the DIAMOND program in Minnesota). Additional information on funding for inte-
grated care practices is addressed elsewhere in this book (see Chap. 4).

These decision makers are also needed to provide access to resources required to
accommodate new clinic workflows. Care managers will require private space
within the primary care clinic for in-person appointments and telephone calls with
patients who have behavioral health needs. Care managers and behavioral health
staff may need access to the EMR and scheduling systems. The importance of com-
munication is highlighted throughout both the team building process and the tasks
of collaborative care because communication is considered an essential factor of
high functioning teams [19, 20]. In the early stages of team building, clear commu-
nication from leadership about the vision for a collaborative care program and ori-
entation to how this work is different than current practice is foundational to the rest
of the team building process. Methods for clear communication between team
members, especially around patient care handoffs, should be clearly defined as part
of the workflow and implementation plans. Organizations should leverage current
communications methods, such as EMR messaging and tasking, to facilitate this
process. Additionally, training all team members on effective communicate strate-
gies is critical. Lastly, clear communication to patients about collaborative care and
how team members will be working together (see Fig. 7.3) supports the principle of
patient-centered care.

The timing of the team building process is also critical. Ideally, team building
will occur after an organization has secured resources and leadership support to start
a collaborative care program but with enough lead-time to complete the preplan-
ning, team building, and workflow development before the launch of the program
and the first patients are seen. Common challenges with starting team building too
early include staff who do not understand collaborative care enough to provide
meaningful input to workflow development, a program vision that is not clearly
defined enough to develop an accurate workflow, and/or implementation too
removed from the development of the workflow that staff do not remember the new
plan. Conversely, if a new program is launched before team building is complete,
staff can struggle with unclear roles and responsibilities, which can lead to poor
collaboration and teamwork. In some cases, a launch must occur before team build-
ing is complete. In this case, allowing staff time to complete the team-building
process can help “rebuild” the team and reset expectations for success.

One of the strengths of collaborative care is the ability for team members to
be able to share their unique and complementary professional expertise with the
whole team, but most medical and mental health professionals have little knowledge
or skill in collaborative care. Staffing and training needs have to be systemati-
cally identified and addressed. New staff may need to be hired or existing staff
need to be trained in additional skills prior to moving to a collaborative care model.
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There are a growing number of structured collaborative care training options, for
example online trainings and webinars offered by the AIMS Center at the University
of Washington or -certificate programs offered through the University of
Massachusetts Medical School Center for Integrated Primary Care. Training should
include a more in-depth explanation of collaborative care and care team roles, orga-
nization or project-specific goals, and information on the mental health issues to be
addressed targeted to primary care clinicians and staff, including assessment, medi-
cation and behavioral treatment options, and relapse prevention. Specific training
topics will depend on the scope of the project (e.g., specific mental health disorders
targeted by the program) and background of the care team members. For example,
primary care nursing staff serving in a care manager role may need training in men-
tal health assessments and working with patients on mental health needs. Trainings
should be focused on building and practicing new skills (e.g., educating a patient
about depression). Psychiatrists new to the role of a consulting psychiatrist as part
of a collaborative care team may need training in working with a care manager to
evaluate patients and recommend treatment options as well as in the practice of
caseload-driven population care. Modules to support the training of psychiatrists
developed by the AIMS Center at the University of Washington with funding in part
from the SAMHSA/HRSA Center for Integrated Health Solutions are available
online (http://uwaims.org), as well as workshops presented at national professional
meetings that are targeted to these training needs.

Ideally, all members of the collaborative care team should train together, even if
they are learning different skills. This allows them to understand each team mem-
ber’s unique role, and helps the team better understand the workflow, including how
patient hand-offs will occur and where in the flow team members need to commu-
nicate. Participating in group training can also be a way for team members to begin
the process of collaboration and team work. This method of working in a team is not
natural for many mental health professionals, especially for clinicians who may
have previously worked with patients one-on-one [19]. So team training provides a
good opportunity to start the process of team communication and collaboration.
However, due to busy clinic schedules, it can be difficult for staff and clinicians to
devote extensive time to training. At a minimum, care team members should receive
training to support new skills and responsibilities, and a representative from each
professional group (e.g., primary care providers, medical assistants, psychiatrists)
should participate in larger group training. These representatives should support the
new collaborative care workflow and will have responsibility for bringing informa-
tion and expertise back to the other professionals in their group. After the initial
training, the psychiatric consultant can further support the development of collab-
orative care skills through weekly case reviews and direct patient evaluations (either
in person or by tele-video). These regular interactions give the psychiatric con-
sultant the opportunity to model interviewing skills, sort through complex differen-
tial diagnoses (such as assessing for bipolar disorder) and collaborative care
planning.

Even after adequate training, some medical staff may have concerns about
scope of work and licensing issues. In this model, it is important to address and
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acknowledge the limits of each professional organization’s scope of practice while
at the same time encouraging staff to consider “stretching” their skill sets to facili-
tate effective collaboration with other team members. For example, a care manager
from a social work background can be asked to use behavioral skills around medica-
tion adherence. He or she should be familiar with the names and common doses of
psychotropic medications but should defer questions related to medication side
effects, dose changes, or other direct prescribing questions to the primary care pro-
vider or a psychiatric consultant. The role of leadership around this issue is to listen
carefully about these concerns and address key issues within the workflow. It can be
important to reiterate the goal of building a closely coordinated clinical workflow
that feels truly “client-centered” rather than staking out a set of “provider-centered”
professional roles.

Beyond Implementation

No matter how proactive an organization is in identifying and addressing staffing,
partnership, training, and other resource needs, working on a collaborative care
team can be challenging and burnout is a common problem. This is especially true
for care managers in their central roles requiring frequent communication with
patients, PCPs, and psychiatric consultants. It is important for care teams to discuss
early in the process how they will support the care manager. The supervising physi-
cian, psychiatric consultant, or a clinic administrator may fill the role of front-line
support of the care managers, as a person the care managers can use to discuss dif-
ficult patients and other on-the-job frustrations. Sometimes providing additional
clinical supervision and training may be needed to support staff working in a col-
laborative care program. PCPs also will benefit from support, especially orientation
to how to effectively access psychiatric recommendations and communicate with
the psychiatric consultant. Psychiatric consultants may find it helpful to develop a
network of colleagues engaged in collaborative care work to share ideas about this
type of work. A strength of the collaborative care team model is inherently support-
ive, and team members will learn to support each other as they work together.

As there is increasing interest in how to support high-functioning health care
teams [19], there has also been increasing interest in how to support implementation
of new team-based programs. One study has found that team-based reflection can
facilitate the implementation process [21]. In this study, the authors had teams that
were implementing a new program meet for several 1-h facilitated meetings to
reflect on the implementation process as a team. Three common types of reflection
were observed: operational reflection, which promoted buy-in, motivation and
inspiration; process reflection, which enhanced team problem solving; and rela-
tional reflection, which enhanced discussions of relational dynamics of the change
process. Building in an opportunity for new collaborative care teams to meet regu-
larly and reflect as a group on the process of implementation may be another method
to support the development of a high-functioning collaborative care team.
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As highlighted in the principles of collaborative care (see Table 7.1), one of the
most important ways to support collaborative care is to work as a team to be account-
able for the outcomes of the program. Teams, or at a minimum key representatives,
should meet regularly to review the specific goals and quality measures of the
program that were set in the initial visioning phase of the team building process.
Teams can use standard quality improvement methods, such as the “Plan, Do,
Study, Act” Cycle [22], to facilitate systematic practice change and to evaluate the
effectiveness of their programs, closely tracking such indicators as the number of
patients enrolled and clinical outcomes. In the initial phases of a new program, post-
implementation quality improvement meetings should occur weekly or at least
monthly, and then as the program matures, comprehensive quality reviews should
become a routinely scheduled part of the workflow (e.g., quarterly). The main goal
of these quality improvement efforts is to evaluate progress towards overall program
goals, but teams also learn about evaluating program level data and using this
information to further refine clinical workflows and address gaps in resources or
training. These activities ultimately strengthen the team’s capacity to improve patient
outcomes. Often, there are many successes in improved patient outcomes and cele-
brating these successes can be an important strategy to strengthen the team and the
organization commitment to collaborative care.

Conclusion: Working Well Together

Although the process to develop a high-functioning team may seem detailed, the
effort devoted to building a clear workflow can make the difference between a suc-
cessful program and a program that struggles. When a team is truly collaborative and
integrated, the team members will both enjoy working together and provide better
patient care. Patients appreciate the ability to receive seamless, quality mental health
care in a setting in which they are already comfortable and with a PCP with whom
they have a trusted relationship. PCPs appreciate the ability to share the care of
patients with care managers and the easy access by phone, e-mail, and notes to a des-
ignated psychiatric consultant who knows them and their practice. Care managers
enjoy many aspects of working in a collaborative care team: the ability to get additional
training, to help patients who often have no other access to mental health care, the
opportunity to work closely with medical staff and to participate in weekly supervi-
sion with a psychiatric consultant who can support their work with challenging
patients. The psychiatric consultants find this type of outpatient consulting a reward-
ing opportunity to work as part of a team, to see the impact of their work on a larger
patient population, and to provide expert advice and educational support to motivated
and appreciative teams of care managers and PCPs. Collaborative care providers from
different backgrounds have the opportunity to enhance each other’s ability to deliver
effective care through learning about the other providers’ expertise, valuing each oth-
er’s perspectives and stretching their own professional abilities.



7 Building Value-Added Teams to Care for Behavioral Health Needs in Primary Care 125

Building a high-functioning care team is the foundation to delivering effective
collaborative care in diverse primary care settings and to support an organization
in achieving the “triple aim” of better patient satisfaction and outcomes at a lower
cost. The team-building process reviewed in this chapter places the focus on func-
tions of team members as opposed to narrowly defining professional roles. This
allows for flexibility to tailor the process to a variety of clinical populations, prac-
tices, and available staff members. A focus on key principles of effective collabora-
tive care, especially the attention to measurement-based practice, treatment to
target, and accountability for patient outcomes is often a shift and a new challenge
for collaborative care team members; however, the reward in improving patient
outcomes is often profound.

When considering the fact that only 2/10 adults with common mental disorders
receive care from a mental health specialist in any given year [3], and primary care
practices have long been recognized as the “de facto” location of care for most
adults in the USA with common mental disorders such as depression [23], team-
based collaborative care provides a unique opportunity to have a population impact
as a mental health professional, especially as a psychiatrist. Building a value-added
team to provide collaborative care in primary care settings requires overcoming real
barriers, but the reward is the opportunity to both provide much needed mental
health care and enjoy working as part of a dynamic care team is worth pursuing.
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Chapter 8
Integrating Care in the Public Sector

Silke A. von Esenwein and Benjamin Druss

Abstract Patients with serious mental illnesses (SMI) have greater odds of having
chronic and multiple physical comorbidities, leading to increased morbidity and
early morbidity. The majority of the population receives their health care services in
public sector settings. Historically, there have been ongoing concerns about poor
coordination and integration of primary care and mental health services in the pub-
lic sector, leading to poor quality of care and outcomes for patients. This chapter
provides an overview of the historical roots of the current public health and mental
health systems, and addresses clinical and professional issues arising for psychia-
trists in light of anticipated changes to the public mental health system.

Introduction

Over the course of the last 50 years, there have been ongoing concerns about poor
coordination and integration of primary care and mental health and substance use
disorder, hereafter referred to as behavioral health (BH), services in the public sec-
tor [1]. The 2010 Affordable Care Act (ACA) provides the chance to change the
landscape of health care services in the public sector through insurance expansion
and demonstration projects testing new models of care delivery [2]. In order to meet
the demands of an expanded and restructured public health system, new models of
care will be needed, as well as a reevaluation of the roles and competencies required
of BH providers, including psychiatrists. In light of a chronic shortage of BH
providers [3], this will require innovative approaches to patient care and care
coordination.
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This chapter provides an overview of the historical roots of the current public
health and BH systems and addresses clinical and professional issues arising for
psychiatrists in light of anticipated changes to the public mental health system.

The Public Sector: Populations, History, and Current State

The Public Health and BH System

Community Health Centers (CHCs) and Community Mental Health Centers
(CMHC:s) are two of the most important threads in this public health safety net for
persons who are uninsured and poor, including for those with serious mental disor-
ders. In “America’s Health Care Safety Net: Intact but Endangered,” the Institute of
Medicine defines safety net providers as those who “...offer care to patients regard-
less of their ability to pay for those services...a substantial share of their patient mix
are uninsured, Medicaid, and other vulnerable patients” [4]. Nationwide, there are
more than 1,200 CHCs that provide primary care services to more than 22 million
individuals. CMHCs provide about one-third of all mental health episodes in the
United States [5], and a far higher proportion of all visits by patients with severe
mental disorders [6] and those without insurance [7].

The patients receiving care in CHCs and CMHCs are among the nation’s most
vulnerable populations: About half of patients that seek services in the public sector
either reside in rural areas or live in economically depressed inner city communities,
more than two-thirds of whom have incomes below the poverty line and 60 % of
whom are persons of color [8]. Although the patient populations that CHCs and
CMHCs share have some similarities, the two systems operate largely indepen-
dently, with little or no coordination between providers or sites. In its report on the
public safety net, the IOM describes “the single greatest flaw of the mental health
safety net is its nearly total disconnection from the core [general medical] safety
net” ([4], p. 189). The first part of this chapter will provide an overview of the
historical roots of this divide.

Community Health Centers

Community Health Centers (CHCs) are nonprofit, community-directed provider
organizations that provide primary medical care to communities confronted with
significant financial, geographic, language, cultural, and other barriers. The first
CHC:s were founded in the wake of President Johnson’s “War on Poverty” in the
1960s, after the passage of the landmark Economic Opportunity Act of 1964. The
goal of the CHC model was to empower local communities with federal funds to
establish clinics that would not only provide accessible medical care, but also serve
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as a creator for jobs and as an investment in the infrastructure of struggling
communities. Shortly thereafter, the passage of Medicaid and Medicare in 1965
significantly expanded access to physical health benefits to the elderly, disabled,
and families living in poverty. The expansion was followed in 1975 by the passage
of The Community Health Center program, which authorized the creation of
Federally Qualified Health Centers (FQHCs) under section 330 of the Public Health
Service Act, marking the official “birth” of CHCs.

Since 1975, CHCs have grown to be an integral and essential part of the nation’s
health delivery system, and constitute the largest group of safety net primary care
providers in the United States. Currently, CHCs operate under the auspices of The
Health Resources and Services Administration (HRSA) and the Bureau of Primary
Health Care (BPHC) administration, which are part of the U.S. Department of Health
and Human Services. Consequently, CHCs must remain in compliance with all of
the FQHC regulatory requirements established by Medicaid and Medicare, including
reporting extensive data on patient demographics and services provided (the Uniform
Data System), and program performance indicators (GPRA, Government Perfor-
mance and Results Act).

CHCs are uniquely positioned to respond to the increased demand for BH
services that will result from the Medicaid eligibility expansion in 2014. The ACA
will provide funding to increase the number and capacity of federally qualified
health centers by providing an additional $11 billion in dedicated funds to the health
centers program from 2011 to 2015 [9]. It has been estimated that CHCs will more
than double health center caseloads, from 18.8 million patients in 2009 to as many
as 44.1 million in 2015 [10], many of whom will seek BH services.

While a majority of CHCs employ BH specialists, for the most part they rely on
their primary care providers to deliver the majority of BH services. Due to a severe
shortage of psychiatrists and other BH professionals in the public sector [11], the
increased use of primary care providers without psychiatrists has been on the rise in
the last decade [12]. More widespread use of BH screening tools, reduced stigma,
and the development and heavy promotion of new, safer antidepressants and other
psychotropic medications have encouraged care of BH disorders solely in general
medical settings, especially for the treatment of depression [13]. It is estimated that
there are about twice as many primary or family care physicians in the United States
[14]. About 40 % of urban family physicians and 52 % of rural family physicians
report providing mental health services [14]. In addition, there are far more nonphy-
sician mental health providers, including nurses, social workers, and psychologists,
than psychiatrists and family physicians combined, and they play a significant role
in the provision of mental health services in CHCs [15]. Consequently, CHC staff
and providers will be expected to address gaps in mental health care in urban and
rural settings [16].

While many patients with BH illnesses can be served in the primary care setting,
there may be less access to evidence-based psychotherapy, and clinical and case
management capacity may be more challenging for patients with serious mental
illnesses, such as schizophrenia and bipolar disorder [17]. Primary care providers
tend not to be trained in how to interact with patients with serious mental disorders,
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and may, therefore, not engage with the patients effectively [18]. In our work, we
have received numerous reports from patients with SMI of not being believed about
physical symptoms [19]. (“They thought my itching skin was me hallucinating”) or
not receiving adequate consent for procedures (“He told me to just sign this and then
I would have a small operation that would make the pain go away. I had no idea that
they took out my uterus!”). Furthermore, they may miss or misinterpret the early
warning signs of a psychiatric crisis [20] and may be less familiar with treatments
for schizophrenia and bipolar disorders than for depression. Furthermore, primary
care providers are often not prepared to provide the extensive support and clinical
services needed by people with SMI, including assistance with employment, hous-
ing, and acute care interventions [21]. Interestingly, these are also services often
needed but not supplied for those with just physical disease.

Community Mental Health Centers

Community Mental Health Centers (CMHCs) are nonprofit organizations provi-
ding BH services to underserved communities. In parallel to the establishment of
CMHC:s, several pieces of federal legislation were instrumental for the emergence
of CMHCs. The Barden-Lafollete Act of 1943 mandated that people with SMI
receive federal and state rehabilitation services. Shortly thereafter, the National
Mental Health Act of 1946 established the National Institute of Mental Health
(NIMH), an organization whose intent was to apply the public health approach
to mental health. The 1946 Act allowed the federal government to provide grants to
create new mental health treatment centers and supporting outpatient treatment pro-
vided by the state.

In the 1960s, driven by patients’ rights advocacy, court rulings and laws emerged
that made involuntary hospitalization more difficult and enforced higher-quality
care in psychiatric hospitals; there was a growth in CMHCs, especially due to the
Community Mental Health Center Act of 1963. The 1963 Act signified a significant
shift from treating individuals with SMI in state mental hospitals to treatment in
community-based settings and “least restrictive environments.” It allowed for feder-
ally matched state grants to help create new community-based treatment centers.

President Kennedy’s “bold step forward” in mental health care had four overrid-
ing goals: to supplement, surpass, and eventually replace the state mental hospital
system of care; to establish a new system of community-based care that would
provide mental health services to all in need; to place these services in close prox-
imity to general hospital psychiatric services and beds to enhance the integration
with medical care; and to support research and workforce development. The new
community-based system was intended to serve “catchment areas” where inpatient,
outpatient, emergency, and consultation services would be provided nationwide by
the 1970s. However, competing fiscal priorities and resistance by the Nixon admin-
istration to support the program resulted in the failure to establish a network of
community-based centers in the planned catchment areas.
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In 1977, congressional hearings chaired by First Lady Rosalyn Carter revealed
that the CMHC programs were not “catching” or providing care for patients dis-
charged from state mental health hospitals. In order to invigorate the program,
the Carter administration established the Community Support Program (CSP). The
money was to be given to the states specifically to help coordinate services “for
one particularly vulnerable population—adult psychiatric patients whose disabili-
ties are severe and persistent.” The legislation passed 1 month before the elections
in 1980, but in 1981, the Reagan administration terminated the federal CMHC pro-
gram altogether. The CSP program remained as part of NIMH until 1992, at which
time a decision was made to move it under the oversight of mental health services
from the NIMH to the newly created Substance Abuse and Mental Health Services
Administration (SAMHSA).

The 1981 Omnibus Budget Reconciliation Act was a further push towards greatly
expanding the autonomy of states on how to allocate resources towards BH. The Act
dictated that federal funds previously disbursed to CMHCs would be block granted
to states themselves. Furthermore, the federal appropriations for block grants were
significantly less than the funding previously available to community programs.
The reduced federal fiscal support left the public BH system to compete with many
other state government programs for already limited state funds. While the State
Mental Health Planning Act of 1986 now allowed CMHCs to receive reimburse-
ment from Medicare and Medicaid, in most states, block grant funding meant
that BH spending fell far behind other spending priorities such as corrections. Over
time, Medicaid funding offsets more than half of the reduced state spending on BH
care, making it the largest payer of BH services in the United States, although many
of these programs were managed by separate funding streams or payers [22].

The fiscal crisis starting in 2007 resulted in severe cuts to an already strapped
public BH system, resulting in the largest decrease in BH spending since the late
1960s at a time of increased demand for community BH services. While states took
different approaches to dealing with the spending cuts, most states resorted to
cutting essential adult and children’s BH services, including crisis, day program,
and employment training services.

The state control of BH services had the effect of creating a Community Mental
Health system that operates under heterogeneous state guidelines for standards of
care, reimbursement rules, and local site governance, and with no enhanced finan-
cial support under the ACA. In contrast to sites within the federally financed and
regulated CHC network, CMHCs present a more heterogeneous profile in terms of
accountability and quality of treatment [74].

For persons with an SMI, public BH clinics are often the first and only points of
contact with the health care system [23]. For instance, female patients who report
feeling understood and trusted by their BH provider tend to be more engaged with
the health care system in general [19]. While this would make CMHCs a logical
place for the provision of medical services to this population, most CMHCs do not
have the economies of scale to deliver a full range of medical services onsite, have
developed a cultural style of practice different from the general health system, or are
often unable to coordinate a full spectrum of medical problems without access to a
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larger team of specialist providers and services [24]. Furthermore, CMHCs are typi-
cally not able to obtain reimbursement for provision of medical services under
either Medicaid or state block grants for the uninsured [22, 25, 26], making it a
challenge to finance these models of care [22, 25, 27, 28].

As a consequence, people with SMI treated in these settings commonly have
poor access to, and quality of, primary medical care [29]. In addition to poor quality
of care, lifestyle risk factors such as smoking, poor diet, and physical inactivity all
contribute to premature mortality in patients treated in the public BH sector [30].
Improving physical health and reducing premature mortality for patients treated in
the public sector will require close attention to improving access to primary medical
care and addressing adverse health behaviors in the context of sociodemographic
disadvantage. CMHCs can play an important role in these efforts, as can community
psychiatrists who practice in these organizations [31, 32].

Mending the Safety Net: Models for Collaboration
Between CMHCS and FQHCS

Increasingly, CMHCs and FQHCs are developing partnerships [33] to jointly
manage populations they share. These partnerships create virtual health homes in
which the two organizations jointly provide ‘“comprehensive, person-centered
care and integrating the physical and BH needs of patients” [34]. These health
homes are not required to provide all services themselves, but have to ensure that
services can be accessed and become part of a coordinated treatment plan. The
decision for a particular structure will be based on the resources of the BH agency,
including the existing physical facilities, availability of community partners,
financing options, the number of patients served, the available workforce, and
other factors [35].

The first option is the in-house model. In this model, the “parent” agency employs
behavioral and primary care providers that are responsible for providing all required
behavioral and physical health services [35, 36]. The agency has complete control
over the service delivery and quality, and may be able to implement any necessary
changes quickly, without having to consult partner agencies. For instance, a ran-
domized trial has shown that in-house treatment for patients with substance use-
related medical conditions resulted in higher rates of abstinence when compared to
the usual care group and total lower cost [35].

However in-house models require considerable resources for planning, start-up,
and implementation, and may therefore be more suited for larger systems, such as
large public sector hospitals or Veterans Administration facilities. Even when the
bulk of care is delivered onsite, memoranda of understanding with other community
agencies will typically be needed for complex patients for specialty services such as
medical subspecialists (e.g., endocrinologists), dental services, and social support
services.
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In light of the significant resources needed to create an in-house model, many
agencies are pursuing partnership-based approaches to create a PCMH [35]. In this
model, a CMHC sets up a satellite mental health clinic inside of an FQHC or an
FQHC sets up a primary care clinic within a CMHC. In either case, the clinic is able
to bill under their parent organization. Furthermore, it enables sites to refer more
complex cases back to the parent organization for consultation or ongoing care.

The co-located partnership model serves as the primary approach for SAMHSA’s
Primary Behavioral Health Care Integration (PBHCI) grant program [33]. This pro-
gram, currently funded by the Affordable Care Act’s Prevention and Public Health
Fund, is a nationwide demonstration project that has awarded 94 grants to
community-based health agencies to collaborative partnerships between primary
care and behavioral health care sites. The goal of this grant program is to provide
medical services to people with SMI using primary care providers and nurse care
managers embedded in the mental health center.

While a promising approach, this partnership model requires the development of
a close working relationship between community partners. Differences in organiza-
tional cultures need to be overcome, communication and medical information flow
need to be established, and administrative processes, such as billing and scheduling,
need to be coordinated. In our qualitative work for this program, we have observed
that organizational culture and information flow are significant barriers in establish-
ing integrated workflow. For instance, FQHCs tend to have a more hierarchical
decision structure, which makes it hard for treating clinicians to make independent
and timely connections with BH providers without going through a lengthy approval
process. On the other hand, BH providers report feeling less restricted by organiza-
tional processes reaching out to primary care providers, and are frustrated with the
perceived lack of responsiveness from the primary care counterparts. Furthermore,
there are significant barriers with sharing information about patients since most
current electronic medical systems are not usually equipped to easily exchange
information, and privacy concerns, often stimulated by stigma or prior dismissal of
medical complaints by the general health system, often make release of information
more difficult. These communication difficulties appear to provide many opportuni-
ties for miscommunication and feelings of frustration among providers.

A third structural option for behavioral health agencies is a facilitated referral
model. In this approach, the agency develops a system of coordinated referrals to
partnering agencies. For instance, a BH agency might conduct physical health
screenings onsite, and then refer patients who require services to primary care pro-
viders in the community. In most cases, the facilitated referral model employs a case
manager who acts as a central facilitator between patients, BH, and primary or
specialty care providers. Furthermore, the care manager is responsible for tracking
the behavioral and health status of patients, provides client health education, and
encourages patients to become more active and engaged participants in their health
care [21]. In the PCARE study, two nurse care managers located in a CMHC
provided patient education and activation, communication and advocacy with medi-
cal and BH providers, and helped overcome system-level barriers to care such as
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underinsurance and lack of transportation [37]. At 12-month follow-up, subjects in
the PCARE group were significantly more likely to have a usual source of primary
care, had significantly fewer ER visits, and had significantly higher rates of improve-
ment in preventive medical care measures [37].

Core Clinical Features of Public Sector Integrated
Care Models

Regardless of the system-level approach used in developing relationships between
CMHCs and FQHC:s, certain key features need to be provided to make sure that
patients receive the best care possible [38]. Care should be person-centered, guided
by individual patients’ needs, preferences, and expectations [35]. With person-
centered care, the patient is an engaged and informed collaborative participant in
care. In addition, patients need education and activation [35] to make decisions and
participate in their own care.

In the public sector, person-centered care translates into a strong focus on
recovery-focused practice that prioritizes patients’ individual needs [39]. Treatment
plans are expected to be established in consultation with patients, and are made in
the context of individual cultural and spiritual influences. In patient-centered psy-
chiatric care, therapeutic approaches and treatment techniques are nonjudgmental,
motivational, hope-inspiring, and sensitive to traumatic experiences, including
adverse childhood experiences and involuntary inpatient hospitalizations. Studies of
people with a SMI suggest that trauma exposure is nearly universal, with multiple
traumas being the norm. Thirty-four to fifty-three percent report child abuse and
43-81 % report lifetime victimization [40]. As the majority of patients with SMI are
seen in the public sector, trauma-sensitive care is an essential tool for mental health
care providers.

Public sector care for people with mental illnesses should also be population-
based [38]. Population-based care involves screening and outcome-driven treatment
that ensures that all members of a clinic or geographic region receive treatment [41].
Populations can be defined by a particular condition, set of characteristics, practice/
provider group, or other parameters, and their health outcomes are actively and
systematically identified, tracked, and managed. While they are important for all
settings, these population-based approaches are particularly important in the public
sector, where many patients tend to use less health care overall [42], including going
without primary care and preventive services [43]. When they do seek care, they are
more likely to use an emergency room as their main source of care [44], to be hos-
pitalized for ambulatory care sensitive conditions [45], to receive poor quality of
care [46], to be diagnosed at an advanced stage of disease [45], and to have higher
rates of hospital readmissions [47].

Care management is a key strategy in population-based care (see Chap. 6). Care
management entails following a defined population of patients to monitor their treat-
ment response and coordinate adjustments to care as needed. In addition to performing
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health education and treatment assessments, care managers help with linking the
patient with the appropriate resources and services that allow them to achieve their
personal health goals and good health [48]. Care managers also have the important
role of ensuring that communication is established and maintained between team care
members. Thus, care managers can be the “glue” that holds treatment teams together.
In the public sector, care managers typically need to go past managing medical or BH
problems and need to help patients with a broader array of services such as housing,
transportation, and employment.

While most care coordinators are either social workers or nurse case managers,
successful care coordination can also be implemented and sustained by trained
peers, community health workers, and health navigators, especially given their abil-
ity to connect with patients due to shared experience and/or background [49, 50].
Peer support programs have capitalized on the lived experience of individuals with
mental health and substance use disorders to offer education and self-management
support services with positive outcomes [51-53]. In addition, peer health navigators
have been shown to be effective in providing self-management support in the
patient-centered medical home [54, 55]. Because these individuals have less train-
ing than nurses and social workers, the care management functions they can provide
will be more limited. However, they are becoming an increasingly important com-
ponent of integrated care teams, and it is essential that psychiatrists be accustomed
to working with this emerging work force.

To keep track of specific patient groups, care teams use patient registries to col-
lect basic clinical data, including assessment or lab results, treatment regimens, and
appointments. Registries then give provider teams the ability to systematically
review health outcomes, coordinate health care services and follow-up, and identify
weaknesses and gaps in care. Registries identify the populations of interest, and
have fields for key BH and medical outcomes. For mental health care delivery,
key outcomes include depression measures such as the PHQ-9 or the Alcohol
Use Disorders Identification Test (AUDIT) [56]. For medical care delivery, these
will typically include parameters such as blood pressure, serum cholesterol, and
hemoglobin AIC.

Workflow streamlining, tracking of individual and population-based outcomes,
and real-time information exchange can be facilitated with the help of sophisticated,
system-wide computerized information systems. Evidence suggests that when care-
fully implemented, health information technologies (HIT) have a positive impact on
behavior, as well as operational, process, and clinical outcomes [57]. The use of
HIT will also allow providers to have access to embedded decision flow charts for
various conditions, and send providers alerts when they prescribe a treatment that
appears to be contraindicated, giving the provider an opportunity to review or
explain his/her decision [57].

Despite the evidence of benefits of coordinated health information exchange
between organizations [57], implementation of electronic medical records and other
HIT technologies has been limited, especially in the public health and BH sector
[58]. The decision to exclude community mental health centers and nonphysician
behavioral health care providers from the incentives in 2009’s Health Information
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Technology for Economic and Clinical Health (HITECH) Act means that this
transformation is getting a later-than-ideal start [59]. Future IT investments in this
sector will be critical, and psychiatrists will be called upon to encourage the imple-
mentation of HIT technologies in the settings where they work.

Telehealth strategies are a potential mechanism for increasing access to medical
and BH care services for underserved populations seen in the public sector. For
instance, Fortney et al. [60] found that, in smaller, primarily rural FQHCs, depres-
sion care management via telemedicine was more effective in treating depression
than care management set in practice-based collaborative care. Patients treated in
the telemedicine group reported significantly higher BH status, reductions in depres-
sion severity, and improved quality of life, when compared with patients treated by
clinicians in the collaborative care group. While the cause for this difference is not
clear, it appears that telemedicine care managers showed a higher fidelity to the care
manager protocol and provided more encouragement for patients to engage in self-
management activities, when compared to onsite depression care managers.

The integrated health home requires providers to work together as part of a
multidisciplinary team that shares responsibility for addressing patients’ compre-
hensive care needs. Team member may include psychiatrists and other BH provi-
ders, primary care providers, social workers, administrators, peer specialists, and
even lawyers [61]. To be effective, integrated care teams do not only share common
office space, office supplies, medical records, and shared billing and scheduling
services, but are also engaged with the improvement of both general medicine and
BH outcomes for patients [62]. Regardless of location or organizational structure, it
is essential that the members function as a single unit with clear roles, a shared plan,
effective communication, sensitivity to the differing cultures of general medicine
and BH, and mechanisms for coordinating care between team members.

Roles for Psychiatrists in Emerging Public Sector Models

In these emerging models, the clinical and administrative activities expected of
psychiatrists will differ from the traditional one-on-one clinic prescriber role. For psy-
chiatrists, this will demand comfort with relinquishing part of their psychiatric
“turf” and extensively working with non-psychiatrist providers, including care man-
agers and peer specialists [63, 64]. To date, relatively few psychiatrists have had
experience with working in collaborative care settings [65]. However, the changing
health care environment will provide psychiatrists with many opportunities to col-
laborate with providers across the health care spectrum and to become champions
for integrated care models.

In FQHC:s, psychiatrists are increasingly working as onsite specialist consultants.
In this configuration, the primary care provider can request a psychiatric consult
when needed and is able to communicate with the mental health provider frequently.
The primary care provider has the opportunity for a “warm hand-off” to the
co-located psychiatrists, reducing high no-show rates usually seen in the public
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sector, and patients can usually be seen the same day [66]. Furthermore, primary
care providers are more likely to refer patients to BH services, and communication
between providers is improved by increased personal contact and the availability of
“curbside” consultations [67]. In a setting with a higher level of integration [68],
psychiatrists may be part of interdisciplinary treatment teams and are responsible
for monitoring BH needs for identified populations, and to provide supervision and
guidance to team members [67].

In CMHC s, integrated care will likely result in the expansion of psychiatrists’
traditional scope of work to preventive physical and BH care, including screening
for medical risk factors, patient health educations, treating common medical condi-
tions, and involvement in wellness activities [65]. In CMHC settings with limited
access to primary care, psychiatrists may manage or co-manage cardiometabolic
conditions and other common diseases, including conducting health screening for
common health conditions and cardiometabolic risk factors such as glucose and
lipid levels, blood pressure, weight, waist circumference, body mass index, HIV
status, Hepatitis C, and carbon monoxide [65]. This will require knowledge about
preventive practices and guidelines, including the U.S. Preventive Services Task
Force recommendations [69].

Furthermore, psychiatrists will have to be familiar with the guidelines for higher
risk subgroups, such as those for patients on second-generation antipsychotics [70].
Nearly all psychiatric medications can cause increased weight and metabolic abnor-
malities [71]. Atypical antipsychotics, in particular, may lead to weight gain, due
both to increased appetite and to hypertriglyceridemia and insulin resistance.
Switching to lower-risk antipsychotics may improve metabolic abnormalities in
patients on second-generation antipsychotics [70]. Thus, psychiatrists will have to
have knowledge about metabolic effects of antipsychotics, and know about safe and
effective medication switching protocols.

There is a growing recognition of the importance of the role of environmental
factors in facilitating or being detrimental to the behavioral or physical health
of people [72]. Patients seen in the public sector not only carry the largest burden of
chronic disease and have limited access to care, but are also exposed to higher rates
of potentially detrimental environmental, economic, and social determinants of
health than other groups [72]. A number of social and environmental factors have
been correlated with an increase in overall prevalence of BH disorders, including
child abuse or neglect, low social support, low income or unemployment, poor
neighborhood conditions, and insecure housing [72]. Thus, an understanding of
environmental determinants of health is especially crucial for clinicians treating
underserved populations. For instance, in our work [37] we have learned that social
and environmental issues often created significant barriers for patients’ adherence
to treatment protocols, and that patients considered their social issues more pressing
than any physical and BH concerns our clinical team wanted to prioritize.

In any safety-net setting psychiatrists will need to develop skills for working in
and leading teams. Working in teams can be difficult due a variety of reasons,
including differences in professional values, goals, and power issues [73]. There
may also be communication issues because of profession-specific jargon and
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terminology. In a public health care environment where workloads are high and
resources scarce, knowledge about team processes, conflict resolution, and effective
delegation strategies will be essential skills for any psychiatrist in a team or leader-
ship role. In order to step forward as team leaders in the behavioral safety-net
setting, psychiatrists will need to develop management and leadership skills, includ-
ing budgeting and use of population data to manage care. Furthermore, psychiatrists
will have to become more comfortable with the pace and decision-making process
in team settings, which may be a major shift for clinicians, who are used to making
treatment decisions quickly and on their own.

Conclusion

Emerging models of integrated care in the public sector pose opportunities for BH
patients and the providers who treat them. Greater focus on whole-patient needs, and
focus beyond individuals to population-based models hold the promise to improve
care in a fragmented public BH safety-net system. For psychiatrists, these also bring
the chance to take on new roles in integrated care teams in both primary care and BH
specialty settings. To make the most of these opportunities, psychiatrists will need to
relearn basic medical skills, while learning new skills in wide-ranging fields including
use of data to guide practice, information technology, and management/leadership
skills. With these new skills, psychiatrists will have the opportunity to better make a
major impact on improving care for a highly vulnerable population. As physicians
with training in medicine and psychiatry, psychiatrists are well positioned to become
leaders in this transformational period in health care.
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Chapter 9
Integrating Child Psychiatric Care

Barry Sarvet and John Sargent

Abstract Families bring concerns about behavioral health in their children to their
pediatric primary care providers. New models of primary care are integrating behav-
ioral health screening, assessment, monitoring, and treatment into office practice.
The Pediatric Medical Home is such a model utilizing care coordination to ensure
attention to the whole child. Resources created by the American Academy of
Pediatrics and the American Academy of Child and Adolescent Psychiatry are
available to support this practice transformation. A variety of integration models are
described including co-location of behavioral health professionals and video and
telephone consultations. Barriers, including reimbursement issues, training needs,
space considerations, and family and medical team comfort, all will need to be
addressed to make integrated care a reality. The Affordable Care Act with its sup-
port for accountable care organizations may help build integrated pediatric care and
support the pediatric medical home as the location of both medical and behavioral
health care for children and families.
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Background

Working Definition of Integration

In the context of child psychiatry in primary care, integration represents the
capability of the pediatric primary care practice to address the behavioral health
needs of children in the primary care setting. Integration may occur:

At the provider level: That is, a primary care provider who has sought and
developed advanced expertise in child psychiatry and utilizes this expertise
within his/her general practice.

At the practice level: That is, the practice has children’s behavioral health
experts working as part of the primary care team. These experts may or may
not be physically present in the primary care office.

Non-integration represents a lack of such capability of the practice, such that
the child and family are told that behavioral health problems lie outside of the
direct scope of responsibility of the practice. When behavioral health problems
are either inadvertently detected or presented by families, the patients are told to
seek help elsewhere.

Notwithstanding a long-standing Western philosophical tradition of attempting
to separate the mind from the body, there is increasing recognition that the behav-
ioral health and overall health of children cannot be clearly distinguished from one
another. The high volumes of behavioral health concerns brought to the attention of
pediatric primary care providers reflect broad societal acceptance of this principle.
Nonetheless, our pediatric health care system has taken longer to come to grips with
this. Many, if not most, pediatric primary care providers lack adequate training and
resources and feel ill prepared to provide appropriate attention to the behavioral
health needs of their patients [1].

There are many lines of evidence demonstrating the relationship between child
and adolescent behavioral health problems and overall health. For example, early
childhood trauma has been demonstrated to have observable effects on the develop-
ing brain, and early childhood exposure to adverse life experiences has been shown
to be associated with significant chronic physical health problems in adulthood [2, 3].
This understanding of extreme psychological stress as a “toxic” influence on the
nervous system and the body has been embraced as a fundamental public health
principle. Accordingly, pediatric primary care providers are tasked with identifying
children who are subject to severe psychosocial stressors and ensuring that they
receive appropriate psychosocial and psychiatric services to mitigate their effects [4].

Integrating child psychiatry services within pediatric primary care is frequently
understood to be a solution to an access-to-care problem. Approximately one in five
children suffers from behavioral health problems severe enough to cause significant
impairment in functioning [5]. These needs, unmet by other community resources
such as schools and community behavioral health services, present in the pediatric
setting. Pediatric primary care providers find themselves unable to simply serve as
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a clearinghouse, handing these patients off to children’s behavioral health providers.
Workforce shortages of child and adolescent psychiatrists are well documented
across the United States [6], and referrals to child psychiatry services from pediatric
settings frequently prove unsuccessful [7]. As a result, pediatricians are coming to
the realization that they need child psychiatric resources and expertise that are truly
connected to their practices helping them to meet the needs of these patients.

In addition to those children who have known behavioral health needs, there are
many children whose behavioral health issues go unrecognized [8]. The vast majority
of young children in the United States are seen by a pediatric primary care provider
who is in a position to detect the presence of a behavioral health problem at an early
stage, prior to the development of significant deviation in development and function-
ing. However, it has been clearly demonstrated that in the absence of systematic strate-
gies to identify these children, the majority of behavioral health needs are not detected
[9]. Universal screening of children in the primary care setting beginning in early child-
hood for behavioral health problems has been recommended [10]. In order for such
screening in the primary care setting to be effective and sustainable, practices need the
capability to follow up on positive findings. For example, positive responses on ques-
tionnaires call for further inquiry to determine clinical significance, and identified
behavioral health needs call for further assessment and intervention planning. For these
functions, the practice needs the expertise of child psychiatrists and other children’s
behavioral health professionals readily available if not integrated within the practice.

Actually, the concept of child and adolescent psychiatrists working closely with
pediatricians is not new. Child psychiatry emerged as a distinct medical specialty in
the 1950s at the intersection of pediatrics, developmental neurology, psychiatry, and
social sciences. However, the profession’s origins are in the child guidance clinic
movement beginning in the early twentieth century [11]. In child guidance clinics,
child and adolescent psychiatrist precursors were more aligned with human service
and juvenile justice professionals than with their medical colleagues in pediatrics.
To this day, child psychiatric services are provided in systems that are quite sepa-
rated from the system of general health care services. As a result of this separation,
ordinary transactions of referral and correspondence routinely occurring between
pediatric primary care providers and regular pediatric subspecialists do not easily
occur with child psychiatrists. In recent decades, this separation has been reinforced
by separation in financing through the negotiation of behavioral health “carve-out”
contracts by managed behavioral health organizations.

Fortunately, there is growing acceptance among policy makers, advocates, and
stakeholders that child psychiatric services are a vital component of high-value pedi-
atric primary care delivery. The patient-centered medical home model of pediatric
primary care emphasizes principles such as accessibility, coordination, continuity of
care, comprehensiveness, and cultural competence in addressing special health care
needs of children. As behavioral health problems are among the most prevalent and
costly of children’s special health care needs, patient-centered medical homes will
require tightly integrated child psychiatric resources in order to successfully imple-
ment this model. Accordingly, both the American Academy of Child and Adolescent
Psychiatry and the American Academy of Pediatrics have been working to promote
the collaboration and integration of behavioral health and primary care [12, 13].
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Where We Are Now

Readiness of Health Care Professionals

The American Academy of Pediatrics has made children’s behavioral health a
strategic priority for the last decade. The publication by the AAP in 2002 of “Bright
Futures in Practice: Mental Health” [14] strongly established behavioral health pro-
motion as a fundamental aspect of pediatric primary care. Later, the organization’s
Children’s Mental Health Task Force developed additional resources advancing and
supporting the provision of behavioral health care in pediatric practice. The AAP
Policy Statement “The Future of Pediatrics: Mental Health Competencies for
Pediatric Primary Care” [15] published in 2009 specifically identified pediatricians
as responsible for addressing the highly prevalent behavioral health needs of chil-
dren and called on pediatricians to build collaborative relationships with behavioral
health specialists.

Concurrently, the American Academy of Child and Adolescent Psychiatry
(AACAP) has been working to advance the practice of collaboration with pediatric
primary care within its membership. Members of this organization have partnered
with AAP in all of their children’s behavioral health initiatives. AACAP published
its own policy statement on collaboration with pediatric medical professionals in
2008 [16] and later published a series of papers including a “Guide to building col-
laborative mental health partnerships in pediatric primary care” [17] and a set of
“Best Principles for the Integration of Child Psychiatry into the Pediatric Health
Home” [13]. This latter document proposed differential responsibilities and recom-
mended collaborative practices for pediatric primary care providers and child and
adolescent psychiatrists working together to meet the needs of children at four
levels of progressive clinical complexity. At the lowest level of complexity, the
pediatrician provides anticipatory guidance and routine behavioral health screening
during well child care with the availability of a child psychiatrist for informal con-
sultation regarding implementation of screening and interpretation of ambiguous
clinical phenomena. The role of the child psychiatry specialist becomes more sub-
stantial at higher levels of patient complexity, moving to formal clinical consulta-
tion and assisting the pediatrician in treatment planning and monitoring. At the
highest level of clinical complexity, the child psychiatry specialist assumes primary
responsibility for the behavioral health treatment of patients with the pediatrician
serving an advisory role regarding the impact of the psychiatric illness and its treat-
ment on the patient’s physical health.

There are also powerful economic forces driving pediatrics and child psychiatry
together. There is no question that the accountable care organization (ACO) model
of health care financing has been adopted as a dominant strategy for improving
health care quality and containing health care costs in the United States. ACOs are
groups or networks of health care providers financially accountable for achievement
of quality outcome measures as well as the overall cost of care generated by a
defined population of patients. The Patient Protection and Affordable Care Act
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(ACA) signed into law in 2010 directed the Centers for Medicare and Medicaid
Services to implement the Medicare Shared Savings Program that is based on an
ACO financing model. The Act also called for the development of ACO models of
Medicaid funding including pediatrics, and commercial insurance plans are simi-
larly moving rapidly toward ACO contracting. The inherent strategy behind the
ACO model is to provide a strong financial incentive to achieve positive individual
and population health outcomes rather than the financial incentive to simply provide
services. Strategies for achieving these outcomes include improved coordination of
care, increased teamwork between primary care providers and specialists, early
detection of disease, alternative payment methods, and a comprehensive patient-
centered approach to primary care service delivery. Pediatric primary care providers
are recognizing that partnering with child psychiatry specialists to provide timely
access to behavioral health treatment in the primary care setting has the potential of
ameliorating the course of psychiatric illness in future years and to improve physi-
cal health outcomes, thereby potentially improving the financial performance of
their practice.

Models of Integration

Programmatic models for integrating child psychiatry within primary care have
taken a variety of forms. By definition, all program implementations share the broad
aims of enabling primary care delivery systems to address behavioral health needs
of children and ensuring that behavioral health treatment is coordinated with physi-
cal health care. They differ however in their strategies and tactics to achieve these
aims. The following two categories of integrated service delivery models have
emerged across the United States: remote consultation models and co-located mod-
els. It should be noted that there is substantial variation within each and that hybrid
models may have combined strategies from both.

Remote Consultation Model

Exemplified by the Massachusetts Child Psychiatry Access Project (MCPAP),
remote consultation models provide collaborative behavioral health resources to
primary care practices at a distance [18]. The MCPAP has six teams distributed
across the entire state of Massachusetts offering the following services to enrolled
pediatric primary care providers: (1) hotline access to indirect or “curbside” child
psychiatry consultation, (2) expedited direct outpatient child psychiatry or psycho-
logical consultation, (3) telephone-based care coordination, and (4) educational
resources. The reliable access to indirect and direct consultation services is designed
to create a virtual presence of child psychiatry expertise for the primary care
practice. Remote consultation models are proliferating across the United States,
currently in various stages of development in 24 states.
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Advantages

This type of service delivery model is especially suitable for population-based
implementation across large regions. For example, MCPAP collaborates with over
1,200 pediatric primary care providers, covers 1.25 million children and adoles-
cents, and provides over 20,000 encounters of service per year. Cost of the service
is quite small on a per member per month basis; however, because the telephone
consultation and care coordination are not ordinarily covered by insurance, the pro-
gram is dependent upon dedicated public funding. The remote dedicated availability
of the child psychiatrist allows the service to leverage the limited workforce of child
psychiatrists across a large service area. The provision of consultation by child and
adolescent psychiatrists along with allied children’s behavioral health professionals
allows for a comprehensive scope of practice including psychopharmacological
questions and biological factors impacting behavioral health.

Limitations

The consultation model is inherently an on-demand system of delivery; therefore,
the integration of behavioral health service is dependent upon the motivation of the
pediatrician to engage with the service. This accounts for significant variability in
the volume of behavioral health service delivery across practices. Lack of physical
presence of child behavioral health professionals may be less preferable to pediatric
primary care providers because it leaves them with more responsibility for direct
assessment of children’s behavioral health needs, a task which is relatively time
consuming and for which they consider themselves inadequately prepared.

Co-located Model

In the present context, the term co-located describes a category of integrated behav-
ioral health delivery, rather than the placement of a conventionally practicing behav-
ioral health provider in a primary care space. Exemplified by the North Carolina’s
Primary Care-Children’s Mental Health Initiative, in this model, one or more chil-
dren’s behavioral health professionals work within the pediatric primary care prac-
tice and practice as members of the primary care team. Licensed clinical social
workers or psychologists, these providers deliver readily accessible informal con-
sultation, clinical assessment, brief therapy, and case management. They may also
help implement behavioral health screening protocols.

Advantages
Compared to remote consultation, this model provides more readily accessible

assistance to the pediatric primary care clinician in the direct assessment of behav-
ioral health needs and more opportunities for limited therapeutic services to be
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offered within the primary care setting. The immediately available on-site behav-
ioral health services are designed to improve accessibility to families, thereby reduc-
ing the likelihood of referral failures. Co-located behavioral health professionals are
able to proactively engage with patients in the primary care setting, ensuring more
consistent provision of behavioral health delivery within the practice and facilitating
strategies for detection of behavioral health problems within the primary care panel.

Limitations

More personnel intensive and requiring additional space within the primary care
setting, this model is not as readily scalable in comparison to remote consultation
programs. In most regions of the United States, child and adolescent psychiatry
workforce limitations preclude the generalized co-location of child and adolescent
psychiatrists in primary care settings; therefore, these systems must come up with
additional strategies to address questions regarding biomedical behavioral health
factors. In the absence of these additional strategies, pediatric primary care providers
may be left without adequate resources to guide the judicious use of psychiatric
medications, to escalate care for patients not responding to initial treatments, or for
complex patient assessments.

Vision for Integrated Service Delivery

Healthy development, ability to function in line with potential, and the capacity to
approach adulthood with options, abilities, and self-direction are the ultimate goals
of childhood and one goal of family life. We view integrated health care as collabo-
rating with families to achieve the best possible outcome for each child. Integrated
health care responds to concerns of the whole child. The integrated health team
possesses the capacities to assess both physical and behavioral health status and
development and to engage families in long-term partnerships for the purpose of
health promotion and management of health problems. The integrated health care
team ultimately includes all of the health and behavioral health care professionals
involved in the care of a child and his/her family. This may include several different
behavioral health professionals, care coordinators, psychotherapists, therapeutic
mentors, and child and adolescent psychiatrists. In many instances comprehensive
care for children with complex behavioral health needs will need a dedicated behav-
ioral health team which collaborates with the medical team. This will require the
efforts of all to work together, communicate, and coordinate plans.

A compelling strategy for achieving these goals builds upon the pediatric medi-
cal home model [19]. This model was originally developed to provide monitoring
and care for children with special health care needs, often with an organized con-
nection to subspecialty consultants as well a care coordinator monitoring disease
status, treatment engagement, and utilizing an electronic medical record to monitor
the patient’s status and plan for needed treatments. Although initial pediatric
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medical home implementations focused on chronic physical health problems, it has
become evident that behavioral health problems are some of the most pressing spe-
cial health care needs for children. In addition studies suggest that behavioral health
concerns and problems are more common in children and adolescents with chronic
health conditions. While behavioral health concerns occur in approximately
15—18 % of physically well children, the incidence of behavioral health concerns in
chronically ill children is 25-30 % [20]. Care plans for these complex children will
need to be comprehensive and integrated. Synergies with combined treatments can
provide avenues for improvement in both physical and behavioral health. The inci-
dence of comorbid chronic illness and behavioral health concerns varies depending
on the child’s age, chronic illness, and access to effective care. By noticing early
signs of behavioral health problems in chronically ill children early recognition may
lead to greater ease of treatment, reduced morbidity, and reduced costs of care. In
order to be truly comprehensive, the pediatric medical home needs to encompass
care for developmental and emotional/behavioral problems. In order for this to be
possible, the recently emerging resources of consultation and co-located behavioral
health services described in the previous section need to be incorporated into the
pediatric medical home model.

Coordination of care is a central function of the pediatric medical home model.
Care coordination in pediatric medical homes has been defined as “a patient and
family-centered, assessment-driven, team-based activity designed to meet the needs
of child and youth while enhancing the care giving capabilities of families. Care
coordination addresses interrelated medical, social, developmental, behavioral,
educational and financial needs in order to achieve optional health and wellness
outcomes” [21]. This care coordination function needs to accomplish several tasks:
family engagement [22], negotiation of problems with families, development of the
treatment plan with the entire team, and management of communication with
schools, services, and other professionals. Care coordination includes the capacity
to access and collaborate with community resources, to empower families to own
and direct treatment with the support of the treatment team, and to maintain the
monitoring record ensuring necessary follow-up. Care coordination also can plan
with the family an approach to treatment, evaluate progress and outcomes, consider
and make available appropriate resources, and ensure the family’s voice in the plan-
ning and executing care. Care management is a very specific set of skills which have
been extensively described in the Integrated Care Management Manual by Kathol,
Perez, and Cohen [23]. In the medical home model, care coordination is the collec-
tive responsibility of the entire primary care team and specific care coordination
tasks may be provided by a variety of professionals.

Not only the primary care team will need to be expanded to include behavioral
health professionals, but also members of the primary care team who are ordinarily
accustomed to working with physical health issues will need to expand his/her skills
in order to address behavioral health needs. For example, a nurse who acts as a care
coordinator for chronically physically ill children will need to learn engagement
skills with families with behaviorally challenged children as well as develop familiar-
ity with community resources to assist them. A social worker or psychologist, trained
in brief therapy, can perform the care coordination function in addition to performing
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triage assessments, brief therapy for selected children and families, and ensuring suc-
cessful referrals to specialty behavioral health care. A medical home care coordinator
can also maintain communication with specialty behavioral health professionals and
teams involved with specific children and families while ensuring effective ongoing
monitoring of the child’s physical health and development.

The acuity and chronicity of the family’s social and behavioral needs will dictate
the role of the medical home in a particular episode of care [13]. At times the spe-
cialty behavioral health professionals including child and adolescent psychiatry will
be the primary resources involved with a child and family. It is essential, though,
that the medical home be prepared to resume monitoring and management as the
behavioral health concern is resolved or as the behavioral health professionals
decrease their involvement.

Some health homes will care for significant numbers of minority families.
Especially if these families are poor and experiencing multiple stresses, it may be
difficult to engage them in medical or behavioral health care. Nonprofessional par-
ent partners or family navigators who have unique knowledge of minority culture
can be extremely helpful in engaging families, building trust in the treatment team,
and orienting them to the treatment plan. These “parent partners” can also encour-
age families to take control of their child’s treatment. These parent partners can also
help build cultural competence in the pediatric medical home, reducing health dis-
parities. Parent partners are especially valuable in inner city health center/medical
homes. These centers can also be located in association with service centers provid-
ing assistance with housing, nutrition, and community activities.

Integrated care also provides opportunities to deliver comprehensive care for chil-
dren impacted by both medical and behavioral health concerns. A depressed child
may be failing to adhere to the self-management activities necessary to manage his/
her diabetes or asthma effectively; an overweight child may be experiencing bullying
at school and may be depressed. In situations like these building competency in man-
aging a chronic illness or weight can lessen depression while treating depression can
lead to enhanced focus upon managing the psychical challenge. This can be done
utilizing a therapist within the physical space of the medical home or by a specialty
professional with integration carried out by the care coordinator. Other special oppor-
tunities available in the integrated medical home include early intervention for emerg-
ing problems, building healthy habits as part of family life, primary and secondary
prevention, and assisting families in becoming effective advocates for their children.

Barriers

A range of barriers can make integrated care a challenge to implement for children
and families. Some of these relate to reimbursement and financial incentives, some
are structurally related to practice and office organization, and many relate to patterns
of practice and skill deficits in this kind of health care. Families may not expect or be
comfortable with integrated care. Reluctance to share information and concerns about
confidentiality can also be a barrier to integrated care for children and families.
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Current reimbursement practices pay for face-to-face care and medical proce-
dures for diagnosed conditions. Care coordination, verbal and phone consultation,
and more than one medical visit in a day are not reimbursed. These services are
necessary for truly integrated health care and allow for coordinated attention to
physical, behavioral, and emotional issues. The ACA, through its promotion of
ACOs, may allow for reimbursement for integrated care- and prevention-oriented
activities. To make this a reality payment barriers will need to be surmounted.

Already existing small pediatric practices with one or two physicians may find
co-located integrated care prohibitive in their office. A telephone care coordination
and child and adolescent psychiatry consultation service (such as the MCPAP) can
be helpful in supporting behavioral health care with these practices. A lack of office
space for behavioral health assessments and treatment sessions is often a barrier in
practices built and organized to provide solely medical care. These practices may
not have a room for comfortable and confidential conversations with families.
In some offices however completed space can be reconfigured to provide for this
activity, which will be necessary for integrated care.

Many primary care physicians are uncomfortable assessing and diagnosing
behavioral health concerns and were not trained to treat the problems they identify.
Behavioral health clinicians may not be comfortable being the sole behavioral
health professional in a pediatric practice. Medical care coordinators will need to
learn to access behavioral health services and to collaborate with families with
behavioral health challenges. The American Academy of Pediatrics has developed
several resources to help pediatricians deliver and collaborate with behavioral health
care. Bright Futures [14] and pediatric medical home [21] websites include a range
of helpful resources including screening tools and guides to including behavioral
health care in pediatric care. Pediatric offices and staffs will also need to be wel-
coming to behavioral health professionals and help them build competency and sat-
isfaction in their work and camaraderie in the office setting.

Most families trust their child’s doctor. They are comfortable coming to office
visits and confiding in their pediatrician. A significant number of pediatric office
visits center on behavioral concerns for children. However, some families may not
expect or welcome behavioral health care at their physician’s office. Confidentiality
is also often a concern, and parents may be especially concerned about sharing
information about behavioral health problems with schools. These parents may be
worried that their child may experience stigma at school. Parents may also not trust
their pediatrician to appropriately diagnose and treat behavioral health problems,
especially if he or she has previously attempted to normalize problems that turned
out to be serious and requiring specialized treatment.

Risks and Benefits

There are some risks to providing integrated care. By identifying greater numbers
of children and providing them and their families treatment, there may be increased
costs of care, and at times these costs may be spent on ineffective or inappropriate
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treatments. In the short term, training, workforce development, and treatment costs
are likely to increase. Cost offsets may occur in the short term if early identification
and early implementation of treatments ultimately reduce the need for highly expen-
sive and prolonged treatments. Cost reductions may also occur in reduced later
health care needs or in cost reductions in other systems such as schools, child wel-
fare and foster care, juvenile justice, and prison. These cost savings may take years
to be realized. Outcome studies will be necessary to determine which treatments are
effective for which patients and which problems. This evaluation process will also
be expensive in itself. The system of integrated health care will need the resources
and will to measure outcomes and participate in continuous quality improvements.
Policy makers will need to monitor the downstream impacts of integrated health
care on other public and private systems.

It will also be important to monitor treatment efficacy. Likewise, it will be impor-
tant to ensure that evidence-based treatments are available in all systems of care and
that they are carried out with fidelity by trained and supervised clinicians who are
appropriately supported and reimbursed. Addressing aspects of society negatively
affected by behavioral health problems in childhood will be essential. This will
require thoughtful planning and public will focusing on the best developmental out-
come for all children.

Benefits of widespread implementation of integrated health and behavioral
health care fall into several categories. There may be greater satisfaction in provid-
ing care for all team members, enhanced family experiences of care, more appropri-
ate use of resources, and opportunities to address health disparities and improve
cultural competence in care. We could also expect enhanced opportunities for pre-
ventive care and potentially better health and behavioral health outcomes. Each of
these benefits will require thoughtful approaches to team building and to enhancing
family engagement with care. The system will also need to support multidisci-
plinary training and pay careful attention to measuring a wide range of functional
and resource use outcomes. Health care teams will become more able to provide
holistic care as attention to emotional well-being is part of every encounter. Child
psychiatrists, nonmedical mental health professionals, parent partners, and other
medical personnel can influence each other as they work together. Integrated care
also provides enhanced opportunities for monitoring chronic behavioral health con-
cerns of children utilizing electronic medical records and methodology used to
monitor chronic medical illnesses.

Effecting Change

Efforts to integrate child psychiatry within primary care are building momentum;
however, the field is still in its infancy. The fundamental changes in practice for both
child psychiatry specialists and primary care providers will require significant com-
mitment and investment of time.
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Coalition Building

In essence, integrated child psychiatry services are the product of successful partner-
ships between child psychiatrists, other behavioral health professionals, primary care
providers, and families. These partnerships must be replicated from the highest levels
of system leadership all the way down to the level of the providers and their relation-
ships with patients. States that have been most successful in advancing integrated
child psychiatry services have long-standing advocacy coalitions raising awareness
regarding the impact of unmet behavioral health needs and proposing solutions. In
Massachusetts, for example, the Mental Health Task Force of the Chapter of the
American Academy with a 15-year history of harnessing the efforts of a broad set of
stakeholders including parents, pediatricians, child psychiatrists, social workers,
psychologists, teachers, nurses, state government leaders, and insurance company
representatives has been quite successful in promoting system changes.

Payment Reform

Current fee-for-service reimbursement codes are designed for conventional child
psychiatry and pediatric care and do not provide reimbursement for many of the
consultation and care coordination services needed for successful integration.
Payment reform mechanisms are on the horizon; however, most child and adoles-
cent psychiatrists continue to be paid on a fee-for-service basis. The payment reform
mechanisms within the Patient Protection and ACA of 2010 are primarily focused
on improving adult health care. Although new payment mechanisms are currently
being piloted for public and private insurance plans covering children, it will be
necessary to advocate for these plans to include a full range of collaborative chil-
dren’s behavioral health services within bundled primary care payments and to
design outcome-based incentives to promote best practices in the identification and
management of children’s behavioral health problems.

Training

Significant changes in the training of all pediatric and behavioral health profession-
als will be necessary to make integrated health care the usual mode of practice.
Child and adolescent psychiatry training will need to include an enhanced focus
upon training in consultation liaison experiences and in collaboration with pediatric
practitioners. Training in outpatient office-based consultations in pediatric medical
homes and in telephone consultations will also be necessary. These experiences will
need to be developed in most current programs as their focus has not been toward
this work. Child and adolescent psychiatry residents will also need expanded
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training in working as team members and in influencing team decision making and
team actions when necessary even if they are not team leaders or present at all team
meetings. Training experiences that pair pediatric or family medicine residents with
child and adolescent psychiatry residents caring for patients with both medical and
behavioral health problems or during primary care visits can be especially helpful.

Pediatric and family medicine residency programs will need to include training
in all aspects of behavioral health. They will need to be focused on assessment and
diagnosis, family engagement, parenting support, prevention, and treatment of
problems identified. Training in the use of uncomplicated psychopharmacology for
common childhood and adolescent behavioral health problems will also be neces-
sary. The training of other behavioral health professionals will also need to include
experiences working in pediatric medical homes. For some behavioral health pro-
fessionals working in medical homes will become a career choice. They will need
more intensive experiences in integrative care. These modifications of training will
be enriching for all involved.
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Chapter 10
Proactive Psychiatric Consultation Services
for the General Hospital of the Future

Paul H. Desan, Paula C. Zimbrean, Hochang B. Lee, and William H. Sledge

Abstract Psychiatric consultation services in general medical hospitals typically
operate on a consultation-as-requested basis: medical teams determine that a patient
requires a consultation, place an order for a consultation, and the patient is then seen
by a psychiatrist for a standard consultation. This system may fail to detect patients
who could benefit from consultation or may detect such patients after a delay, and
conversely may generate consult requests for patients who will not benefit from
inpatient consultation. We argue that psychiatric consultation services must become
“proactive,” organized to seek out cases that require and will benefit from consulta-
tion, and to provide the services actually needed in each case. We argue that such
services can improve health care and decrease length of stay (LOS).

LOS has been widely studied as an indicator of the timely delivery of appropriate
care. Studies used many different models and research designs. We analyze the char-
acteristics of the few studies that had a significant effect on LOS. There are ten stud-
ies of increased psychiatric consultation, with four showing a significant improvement
in LOS. Twelve studies have analyzed the effects of increased geriatric consultation,
with three showing significant improvement in LOS. Three studies have focused on
delirium in geriatric patients without showing LOS benefit, but one study in geriatric
trauma patients did demonstrate a notable trend towards LOS improvement. Eight
studies have investigated increased geriatric consultation for elderly patients with hip
fracture, two with statistically significant benefit, and an additional four with trend
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towards improvement. Additionally, we note that three studies on clinical pathways
including comprehensive geriatric consultation all show clear evidence of LOS
benefit, as do six studies with dedicated ortho-geriatric unit care.

Finally, we describe two models of proactive psychiatric consultation imple-
mented in our hospital that have demonstrated reductions in LOS. Successful studies
do share certain elements in common: screening for and selection of appropriate
target population who can benefit, focus on improving LOS, and close integration of
consult care into medical team operation. We argue that the data thus far show that
simply doing more consultations is not efficient, but that appropriately targeted and
integrated care does provide timely services and reduce LOS. We conclude with sug-
gestions about the design of successful proactive psychiatric consultation services,
and with suggestions about appropriate research designs for further work in the field.

Patients in general hospitals have high rates of medical-psychiatric co-morbidity.
These psychiatric issues impair medical care in the inpatient and outpatient setting,
and result in lengthened admissions, worsened outcomes, and increased costs.
Medical-psychiatry inpatient units permit concurrent care of medical and psychiat-
ric issues, but may not be feasible for smaller medical systems. General hospitals
typically rely on a model where psychiatric consultation can be requested by a med-
ical team. The medical physician identifies a need for consultation, and places an
order for a consult. This model has obvious shortcomings, as conversation in any
psychiatric consultation team rounds makes clear. Consultation psychiatrists com-
plain about the mismatch in consultation requests, namely that they are consulted
about issues not requiring a psychiatrist or more properly addressed as an outpa-
tient, or that they are consulted too late, or not consulted at all. We rely on the
patient’s physician whose expertise is not in the area of mental health or substance
abuse (subsequently referred to as behavioral health, BH) and who may be preoc-
cupied stabilizing the patient with emergent medical disease to identify the need for
BH services. Furthermore, the intervention provided is a standard assessment by a
physician. This evaluation is based on the familiar history of the present illness; past
medical, psychiatric, social, and family history; review of systems; and exam. It is
difficult for the consultant once engaged to not meet this standard of care, when a
curbside consultation might have sufficed. In fact, what is required may not be a
standard psychiatric consultation but a multidisciplinary intervention with other ser-
vices. A full assessment may be performed, with the conclusion that an outpatient
referral is needed, where the assessment will be entirely repeated.

The result of this model is either care that is delayed, or not received at all, or
poorly coordinated with care of the other medical conditions. As the health care sys-
tem transforms, such inefficiencies will increasingly not be acceptable. In particular,
the psychiatric consultation system of the future will be proactive. Such an approach
is consistent with population-based collaborative care models described elsewhere in
this book. The inpatient consultation team will be responsible for detecting the need
for its services and providing appropriate services in timely and efficient fashion.
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In fact, substantial evidence exists for the improved outcomes with proactive
consultation and a population-based approach. In the present chapter, we review past
work on proactive consultation systems in psychiatric and geriatric consultation, dis-
cuss our work on emerging new models of hospital consultation, and make sugges-
tions about how proactive psychiatric consultation services should be implemented.

Background

Psychiatric Consultation and LOS

From early days, consultation liaison (CL) psychiatry has tried to justify its exis-
tence by demonstrating improvements in quality and cost of care. Length of stay
(LOS) has been from the start a key marker for appropriate care. Decreased LOS not
only represents savings to the health care system, especially in a DRG-based reim-
bursement system, but more fundamentally represents provision of needed services
in timely fashion. E. G. Billings [1, 2] performed pioneering work in the Colorado
General Hospital, founding the Psychiatric Liaison Department in 1934. Over a
5-year period from 1934 to 1938, he reported decreasing the LOS of medical inpa-
tients with psychiatric problems from 28.1 to 15.0 days, while the LOS of all admit-
ted patients remained unchanged, 15.0-14.6 days. “Psychiatric” patients appeared
to represent about 8.5 % of admissions. It is not clear how psychiatric patients were
identified without a consultation service, and he appears to have used his own start-
up year as a control group. He was proud to report a savings of about $43 per
patient. He reported the “startling fact” of an estimated $8,464.44 annual savings to
the hospital. Billings himself called attention to the fact that an important compo-
nent of the improvement over this span of time was earlier consultation, an average
of 8.0 versus 13.7 days, as medical teams learned to use the new resource. This is an
example of the use of a historic group as a comparison group, and limitation of the
study to a subgroup of admissions, namely psychiatric patients. Please see Table 10.1
for a summary of the studies discussed here.

Over the ensuing decades CL psychiatry became established as a necessary ser-
vice in the general hospital. Several pivotal studies demonstrated its potential effect.
In 1981, Levitan and Kornfeld [3] studied the effect of psychiatric consultation on
LOS in patients aged over 64 admitted to a female orthopedic surgical unit with
femur fracture. A liaison psychiatrist followed all patients (n=24) during a 6-month
intervention period. Median LOS was 12 days shorter, 30 versus 42 days, than in 26
similar control patients admitted to the same unit in the same months of the previous
year. Of note, LOS for other types of fracture cases was unchanged between the
control and experimental period. This study used an historic control group, a case
definition based on age, hospital unit, and fracture diagnosis, as well as a concurrent
comparison group based on a different fracture diagnosis.
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Hengeveld and coworkers [4] studied patients scoring 13 or more on the Beck
Depression Inventory (BDI) on general medical wards in a Dutch hospital. Subjects
were excluded if LOS was less than 5 days, illness was too severe to participate, or
patients lacked fluency in Dutch (54 % of admissions were eligible). Of eligible
admissions, 32 % met the depression criterion. Every other patient received a stan-
dard psychiatric consultation (n=33). Subjects (n=2) in the original control group
who received a request for consultation were excluded from the project. Compared
to the remaining patients (n=35), there was no effect on LOS, on BDI at discharge,
or other clinical outcome. As the authors noted, the sample size was not adequate,
nor is it clear that depressed patients were the appropriate group to look for improve-
ments in LOS. This is an early attempt at a randomized controlled trial.

Strain and colleagues [5] published in 1991 a study of LOS in patients over 64
years of age with femur fracture admitted at two hospitals. During the baseline year,
psychiatric consultation was ordered in the traditional fashion (rates were 10 and
2 % in the two hospitals). In the experimental period, every patient was evaluated by
the psychiatric team within 72 h of admission and consultation performed if needed
(rates were 79 and 61 %). The CL psychiatrist participated regularly in meetings
with surgical teams, families, nursing, and discharge planning staff. LOS was statis-
tically significantly reduced in both hospitals, 18.5+8.5 versus 20.7+9.1 days and
13.8+4.1 versus 15.5+4.7 days. At one hospital, orthopedic units not receiving
the intervention were available as control units, and LOS was unchanged, so both
historic and concurrent comparison groups served as control groups. Cases were
defined by age, hospital unit, and femur fracture. All cases in the intervention group
were screened, but only some received the intervention.

Levenson and colleagues [6] began the modern era of LOS research with the
first large randomized controlled trial of psychiatric consultation, published in
1992. While the study failed to find an improvement in LOS, this pioneering study
explored and illuminated many issues in this area of research. Subjects were
excluded for early discharge, transfer, death, too ill to interview, or non-consent
(58 % of admissions were eligible). Subjects were screened with a composite
instrument measuring anxiety, depression, confusion, and pain (48 % of eligible
admissions), during a 6-month baseline period and a 15-month intervention period.
During the latter, all subjects scoring above a threshold were randomized either to
automatic consultation (n=256) orto consultation as usual (n =253). Randomization
was done by medical team, with each team assigned experimental status during
part of the intervention period and control status during the other part. In the group
randomized to automatic consultation, only 158 (61.7 %) received consultation,
due to early discharge, transfer, or death. In the group randomized to consultation
as usual, 20 (7.9 %) received consultation. During a preceding baseline period,
232 patients met the threshold and formed a baseline, pretreatment comparison
group. Contrary to hypothesis, the experimental group had longer LOS than the
contemporaneous control group, 11.3 versus 10.2 days (median 7 vs. 5 days).
The groups proved poorly balanced. The experimental group had more severe
physical illness, as reflected in DRG weights, TOTSCALE scores, number of
discharge diagnoses, number of procedures, and number of preceding recent
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hospitalizations. When the effect of disease severity was controlled for, there was
no LOS difference between the two groups. This is an example of the use of a
randomized control group as well as a historic control group, but one assembled
by systematic prospective screening.

There are multiple reasons that this study may have failed to show an improve-
ment in LOS. This trail-blazing study has many lessons for research in this area.
First, the patients who would benefit from a psychiatric consultation may not have
been identified by the screening process. Anxiety, depression, and pain may not be
variables that affect discharge. Confusion may be related to a medical condition
such as infection and thus may improve with medical treatment. Dementia is com-
mon, but may be a fixed condition that will be similar on admission and discharge.
Second, the consultation was general in nature. Our own experience suggests that
only a minority of consultation as usual is discharge-related, and a specific focus on
discharge may be essential. Third, the consultation was unsolicited, and it is not
clear that medical teams acted on its results. The authors did comment that their
analysis showed a lower concordance with the unasked-for recommendations.
Fourth, LOS is already short in the modern hospital, and perhaps further reduction
is unrealistic. Fifth, the task is statistically difficult. The patient population was
diverse with highly variable LOS, and there was change over time in LOS means.
It may not be realistic to find a change in mean LOS. Finally, the groups were unbal-
anced in disease severity. Statistical methods for adjusting for groups unbalanced at
randomization are never satisfactory.

De Jonge et al. [7] studied medical admissions with LOS greater than 2 days on
two medical units in a Dutch hospital. Subjects were screened with the COMPRI
and INTERMED instruments administered by a research nurse, in a study published
in 2003. The COMPRI is based on information from the patient, doctor, nurse, and
medical chart, rating 12 items indicating a risk for increased hospital care utiliza-
tion. The INTERMED is based on a 20- to 30-min interview with the patient, and
scores 20 items. Both of these instruments were developed specifically to detect
patients with high levels of complexity and of increased LOS, and demonstrated
clear association with increased LOS [8]. Subjects were excluded for LOS <2 days,
consultation in previous admission, or non-consent (49 % of admissions were eli-
gible). About 36 % of eligible patients were positive on these screens. During the
half-year intervention period, a CL nurse performed a consultation for patients iden-
tified by the screens. Interventions included simple psychiatric or geriatric interven-
tions, referral to other services including CL psychiatry, and arrangement of
postdischarge care. The intervention group (n=100 alive at discharge) was com-
pared to a control group during a previous half-year period (n=93). There were
increased rates of referral to CL psychiatry (64 % vs. 26 %) and to social work
(14 % vs. 6 %). There was no overall improvement in LOS, median 12 versus 13
days. A significantly improved LOS was found in the subgroup of patients over 64
years of age, median 11.5 versus 16 days (p=0.05), but not in the subgroup of
patients under 65. This result does suggest that only certain subgroups of subjects
may benefit from the intervention. The study used historic and intervention groups
defined by stringent inclusion criteria and a detailed prospective screening process.
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In the same year, Camus and colleagues [9] reported on a study in an internal
medical unit in a Swiss hospital. During an 8-week control period and an 8-week
intervention period, admissions were screened with the GHQ questionnaire.
Subjects were excluded for a Mini-Mental Status Examination score of less than 24,
expected LOS of 4 days or less, delirium, behavioral disturbances, psychiatric con-
sultation already performed, refusal of consent, or lack of fluency in French. This
study probably excluded many of the patients most likely to benefit from consulta-
tion. A total of 34 % of admissions were eligible. During the intervention period, if
scoring above a cut-off score (a total of 33 % overall of eligible admissions) or if
referred by the medical team, consenting cases were seen by a CL psychiatrist.
Cases were discussed in twice-weekly interdisciplinary rounds including the inter-
nal medicine staff. Referral rate to CL psychiatry increased during the intervention
period, 32 % versus 4 %. There was no improvement in LOS between the interven-
tion group (n=95) and the control group (n=95), 10.1 +6.6 versus 9.8 +5.7 days on
the internal medicine unit (the authors note the issue of patients who transfer in and
out of intensive care units). There was also no improvement in estimated total care
costs. There was some indication that patients in the intervention period may have
been more ill, e.g., a higher rate of positive GHQ screen, 41 % versus 27 %, a
reminder that unbalanced groups are very possible at this sample size. A measure of
medical illness severity was not performed. This study is a comparison of historic
and intervention groups preselected as likely to benefit by strict inclusion criteria.
All eligible cases received a systematic screening and only screen positive cases
received the intervention.

A German group, Fritzsche et al. [10], in 2006 compared intensive consultation
with usual consultation in patients with four cardiac diagnoses (ischemic or valvular
disease, cardiomyopathies, arrhythmias) admitted for at least 5 days, in an A-B-A/
B-A-B design on two hospital units. On intervention units, all patients received
intensive psychotherapeutic care, while on control units patients received consulta-
tion as usual. There was no improvement in LOS, 13.4+8.8 versus 12.9+9.8 days.
There was also no improvement in LOS in analyses controlling for age, gender, or
case complexity.

Geriatrics Consultation and LOS

During these decades, specialists in the area of geriatrics also became interested in
the effects of consultation on LOS. Of course, much of consult psychiatry is geriat-
rics, and geriatrics includes much psychiatry, so these are closely related areas of
clinical investigation. Early work by Burley et al. [11], published in 1979, pointed
to the potential of substantial effects. There was a decrease in mean LOS from 20.9
to 14.9 days, comparing cases in a one half-year intervention period (n=866) to a
one half-year control period (n=856). During the intervention period, all cases were
reviewed with ward staff, and geriatric consultations performed as needed. What
today might be called discharge planning seems to have been an important
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component of their role. Campion et al. [12] provided geriatric consultation to all
patients on one unit (n=46) but not to patients on two similar control units (n=_86)
in a much smaller study at the Massachusetts General Hospital in 1983. There was
no decrease in LOS. An early study by Barker and coworkers in 1985 [13] did
specify LOS as primary objective and did obtain strongly positive results. They
provided geriatric consultation to 366 patients aged 70 or greater, “judged to be at
risk of longer hospital stays,” 8.5 % of all admissions, in four hospitals near
Rochester, NY, USA. These workers obtained a marked decrease in number of
patients awaiting disposition, and a marked decrease in LOS of net 10 days, between
surveys of all patients age 70 or older at the start (n=164) and at the end (n=121)
of the intervention period. A significant component of their contribution again
appeared to be discharge planning, which today would be standard.

Given these early findings, a number of randomized controlled trials were com-
pleted, chiefly over the period from 1987 to 1993. All of these trials primarily tar-
geted inpatient and post-hospital clinical outcomes such as mortality or functional
level, but LOS was a secondary outcome measure in all.

Hogan et al. [14, 15] conducted two small studies in a Canadian hospital, pre-
sented in 1987 and 1990. Subjects were patients aged 75 or greater, with any of six
geriatric problems, and were randomized to multidisciplinary geriatrics consulta-
tion (n=57) or control (n=56) groups. There was a significant improvement in sur-
vival rates at 4 months, but no improvement in LOS. The investigators hypothesized
that this study may have been limited by including patients who were either too well
or too ill to benefit from consultation. A repeat study therefore was performed using
an additional criterion limiting entry to intermediate levels of functional and mental
status. There were stronger effects on survival and functional status than in the first
study, but still no significant effect on LOS.

Gayton et al. [16] reported in 1987 a prospective trial of a geriatrics consultation
service. All patients >70 years of age were screened. Subjects were excluded if admit-
ted from an ICU or for social reasons or electively, for residence distant from hospital
or for non-consent, lack of fluency in available languages, early death or discharge.
A total of 60 % of admissions were eligible. Cases were randomized by hospital unit,
either to multidisciplinary geriatrics consultation (n=222) or to usual care (n=182).
There were no significant effects on clinical outcomes, and no change in LOS. A simi-
lar study published by McVey et al. in 1989 involved a multidisciplinary geriatrics
evaluation in a VA setting [17]. Subjects were patients aged 75 years or more. Subjects
were excluded for intensive care unit treatment, expected LOS of 2 days or less, previ-
ous consultation, or refusal of consent. In all, 62 % were eligible. Subjects random-
ized to the intervention received an assessment by a multidisciplinary geriatrics team,
which met regularly (but not with the medical teams) and left recommendations in the
chart. There were no significant improvements in clinical outcomes, nor in LOS in the
intervention group (n=88) compared to control group (n=90), 20.2+26.5 versus
16.6+14.9 days. Both sets of authors speculated that the interventions were applied to
a broad range of patients, most of whom did not stand to benefit. Both noted that the
actual care received likely did not differ greatly with intervention, as the unsolicited
recommendations of the consultants were often not followed.
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Cole et al. [18] reported in 1991 a small trial involving medical patients of age 65
and over. Subjects were enrolled if referred to the geriatric consult team, 164 of
1,685 admissions >65 or 9.7 %. Subjects were included if fluent in French or English,
not admitted to the ICU, had not received a psychiatric consultation in the last month,
and scoring over threshold on measures of confusion, anxiety, depression, or func-
tional impairment (80 of 1,685 or 4.7 % of admissions). Subjects were randomized
to psychiatric consultation (n=41, of whom three were discharged before seen and
three died) or to no consultation (n=39, of whom nine received consultation by
medical team request and two died). Subjects randomized to the intervention were
seen at least weekly. Subjects were reassessed with the same measures at 2, 4, and 8
weeks (if still admitted). There were no significant differences between intervention
and control in any primary outcome measures nor in LOS. This design does not cre-
ate comparable groups, and the study is limited in power by small size.

Winograd et al. [19] in 1993 studied a geriatrics consultation intervention, again
in a VA setting, for subjects over 65 with impaired function and at least one of con-
fusion, dependence in ADLs, polypharmacy (>6 medications), disabling chronic
illness, or stressed caregiving system. Subjects were excluded for LOS <96 h, geo-
graphic distance of residence, participation in another study, permanent nursing
home residence, or terminal illness. With these more demanding entry criteria, only
200 of 2,728 (7.3 %) admissions were included: 99 were randomized to a control
group and 98 to care as usual. The intervention was a consultation from a geriatrics
team, which met regularly to discuss cases, but these meetings did not include mem-
bers of the patients actual care team. There were no significant improvements in the
primary clinical outcomes, but there was a trend towards improved LOS, 24.8 +22
versus 26.7 £33 days. An improvement of 1.9 days, if reproducible, would be clini-
cally and financially meaningful. The investigators did note concern that their con-
sultation service was new, not yet optimally efficient, and recommendations were
not necessarily followed within the hospital. The fact that the consultation service
had just been initiated may have limited the effect of diffusion of the intervention to
the other sectors of the hospital. Such a diffusion effect may have affected the out-
come of other studies in this section using established consultation services. They
note that an organizational structure supportive of geriatric consultation may be
essential to success.

Thomas et al. in 1993 reported on a study in a community hospital [20]. All sub-
jects of age 70 or greater were eligible for the study, unless admitted to an ICU,
terminally ill, on renal dialysis, or residing >50 miles distant from the hospital (the
percentage of total geriatric admissions eligible for the study was not reported).
Follow-up data were available from 62 patients who were randomized to receive a
multidisciplinary geriatric assessment, and from 58 patients randomized to no inter-
vention. The groups appeared to be well balanced in a number of different mea-
sures. LOS was shorter in the intervention group, 9.0+7.5 versus 10.1+7.6 day,
which was not significant (p=0.20), but could represent a clinically meaningful
difference. Mortality was reduced at 6 months, and there was a trend towards
reduced mortality at 12 months. There was a slight advantage in measures of func-
tional status in the intervention group. While many studies of geriatric consultation
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report poor adherence to recommendations, this study reported strong adherence.
Moreover, while the geriatric studies discussed above were completed in academic
environments where routine care was already sophisticated with regard to geriatric
problems, this study took place in a true community setting where the intervention
may have had more real impact.

More recently, Kircher et al. [21] studied the effect of geriatrics consultation
teams in five German hospitals in patients 65 years of age or older. Subjects were
excluded for expected LOS of <8 days, absence of functional impairment, nursing
home residence, terminal illness, severe dementia, distant residence, absence of
help requirements at home, or refusal of consent: 3.6 % of admissions were eligible,
and were randomized to multidisciplinary consult (n=105) or usual care (n=129).
Similar patients at other centers formed additional concurrent control group (n=81).
A strength of the study was careful tabulation of care provided. In fact, intervention
and control groups received very similar care in these sophisticated academic cen-
ters, and recommendations do not seem to have had the expected impact. There was
no difference in the primary outcomes of rehospitalization or nursing home place-
ment at | year, nor in median LOS in the intervention group compared to usual care
or other center group, 24 versus 22 and 22 days, respectively.

To summarize, of these eight randomized controlled trials, none found a signifi-
cant change in LOS. The primary focus was not LOS in these studies, although all
regarded this as a secondary outcome. In fact, studies that prioritized LOS as an
outcome tended to have better results. The authors of all but one of the studies were
concerned with the limited impact of their consultations. Simply providing a con-
sultation is no guarantee that medical teams will attend to it. A further lesson from
this series is that picking appropriate target populations was associated with strength
of effect. It should be noted that these entry criteria were shown to identify patients
that did benefit from specialized geriatric hospital units, a line of research we do not
discuss in this chapter. The moral for researchers in psychosomatic medicine con-
sultation is clear. Improving LOS must be an essential goal of the intervention, the
target population must be able to benefit, and simply doing more unsolicited consul-
tations will not affect hospital care or LOS.

Several recent studies, however, represented far more refined and successful
approaches. A highly proactive geriatrics consultation service was described by
Sennour et al. [22]. The consultation team consisted of a geriatrician physician and
anurse practitioner, and saw all patients over 69 with physical or mental impairment
(and all patients over 84). The geriatrician physician attended daily medical team
meetings, but could also trigger consultation if he became aware of other patients
needing services. Most patients were seen within 24 h of admission, and very likely
within 48 h. The consultation team took a multidisciplinary approach, contacting
outpatient providers and any necessary inpatient teams such as social work or reha-
bilitation services. Methods of working collaboratively with medical and ancillary
services in the hospital were described in detail. Early involvement in discharge
planning and follow-up regarding implementation of recommendations were also
described carefully. This is perhaps the only consultation study discussed in this
chapter describing an integration with medical care similar to our work noted below.
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This study used an illuminating method to evaluate the effect of the service. The
intervention group consisted of patients >70 admitted from home or assisted living
and seen by the consultation team within 3 days of admission. A comparison group
consisted of all similar patients seen by hospitalists and other physicians who
referred patients for consultation. An LOS index was calculated for each patient by
dividing the actual LOS by the LOS predicted by the Centers for Medicare and
Medicaid Services (CMS). In all years of the study, both uncorrected LOS and LOS
index were lower in the intervention group: for example, in the last year of the study
amean LOS of 5.2 versus 6.2 days, corresponding to LOS index of 1.6 versus 1.74.
They also demonstrated a consistent improvement in variable direct cost adjusted
by Case Mix Index, e.g., $4,426 versus $5,234 in the last year of the study. These
results are more striking as the consult patients surely were more likely to have
impairment of cognition and daily activities or to require placement. As the authors
noted, none of these were measured in the Case Mix Index but all are associated
with increased LOS. In the last year, the consultation team saw 556 initial consults
and 936 follow-up visits, and consisted of a 0.65 FTE geriatrician and a 1.0 FTE
nurse practitioner. Total estimated cost was $256,110, and 61 % of this was offset
by Medicare-reimbursed visits.

Harari et al. provided in 2007 a complementary but equally interesting alternate
methodology for studying the effect of geriatric consultation, using the “OPAL,”
Older Persons’ Assessment and Liaison team, approach [23]. In this carefully
designed study, before and during cohorts of acute medical admissions >70 years of
age were assembled using a systematic comprehensive geriatric assessment screen-
ing completed within 24 h of admission. During care as usual, geriatric consultation
from general medical teams was typically delayed by several days. During the inter-
vention period, cases received rapid geriatric consultation, transfer to geriatric unit
if needed, and facilitated discharge planning with appropriate outpatient referrals.
Mean LOS was 10.4+11.1 versus 14.5+12.2 days, a difference significant at
p=0.02. This decline was much larger than the decline in LOS in national bench-
marking data. Detailed modeling was performed between LOS and a wide array of
case-mix variables. In the final model only the OPAL intervention was significantly
related to LOS. This is an important and elegant example of modern LOS research.

Disease-Specific Consultation and LOS

Most of the studies above concerned admissions to general medical units and
included a very diverse population. Given that the effects of an intervention might
be difficult to see in that context, other researchers have focused on consultation in
patients with specific medical conditions. Areas of research have included (1) geri-
atric patients with delirium, (2) geriatric patients with hip fracture, and (3) geriatric
patients with medical trauma.

Cole and coworkers [24] completed several randomized controlled trials of geriat-
ric consultation in elderly patients with delirium. In a pioneering study published in
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1994, Cole et al. studied patients of age 75 or above admitted to medical units. Cases
were excluded for nonfluency in French or English, non-consent, death, admission to
intensive care units, CVA, or referral to oncology or geriatric services. Cases were
included if moderate or severe cognitive impairment and diagnosis of delirium were
found with two systematic instruments administered in the first 24 h of admission.
Subjects randomized to intervention (n=42) received a consultation from a geriatri-
cian and daily follow-up by a geriatric nurse, and control subjects did not (n=46).
One, 2, 4, and 8 weeks after enrollment (if still admitted) subjects were reassessed
with measures of cognitive function and behavioral impairment. Eighteen percent of
admissions had delirium and met the entry criteria. There were no significant differ-
ences between intervention and control in the main outcome measures or LOS. A
second study [25] appeared in 2002, and was broadened to include subjects >65 with
delirium in the first 7 days of admission; 15.5 % of admissions met the entry criteria
and were randomized to a more intensive consultation with continued geriatrician
follow-up or to usual consultation. Subjects received a reassessment of cognition
with systematic instruments weekly while admitted. There were no significant
improvements in rate of cognitive improvement or in LOS with intervention. This
study still combines many different types of case, and extends follow-up over up to 8
weeks, which may not be an adequate methodology for detecting small effects.

By contrast, Marcantonio et al. in 2001 studied the incidence of delirium in
elderly subjects in a much more delimited setting [26]. Subjects age 65 or older
admitted for hip fracture repair were included, with exclusions for non-consent
(from patient or family), terminal or oncological diagnosis. A total of 71 % of
admissions were eligible. Subjects randomized to intervention (n=62) received a
geriatric consultation and follow-up, usually beginning preoperatively, and were
compared to control subjects (n=64). There was about a one-third reduction in the
incidence of delirium (relative risk 0.64). By using a more specific population and
intervention, the study demonstrated a clinically important change in outcome.
There was no change in LOS, both groups with medians of 5 days, which could be
related to limited statistical power. It is likely that any intervention reducing delir-
ium has the potential for LOS benefit.

A related body of research on delirium prevention programs is also relevant. For
example, Inouye and coworkers have developed the Hospital Elder Life Program
(HELP), which has been shown to decrease the incidence and duration of delirium
and in some implementations to decrease LOS as well [27]. Other programs to
improve geriatric hospital care, such as Older Adults Services Inpatient Strategies
(OASIS), Nurses Improving Care for Health System Elders (NICHE), or Acute
Care for Elders (ACE), have also generated exciting changes in clinical outcomes,
which could affect LOS in appropriate research trials [28].

We also note the existence of an extensive line of research regarding geriatrician
collaboration with orthopedic services for elderly patients with hip fracture. In fact,
there are well over two dozen studies in this area. Some of these studies concern
longer stay ortho-geriatric rehabilitation units, which are not used in the United
States. Others concern orthopedic consultation to essentially geriatric units, which
are also not typically used in this country. One set of studies concerns added
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geriatric consultation to orthopedic units, and is directly related to our discussion
[29-36]. These studies include two randomized controlled trials and six before and
after trials (either prospective or retrospective), as summarized in Table 10.1. Six
studies indicated a shortened LOS with intervention, and three to a statistically sig-
nificant degree. One of the negative studies is related by the authors to factors out-
side the hospital, i.e., limited placement availability.

Some of these studies were included in a very useful review [37]. This review
also included analysis of six studies of ortho-geriatric unit care, a model where
orthopedic and geriatric specialists are integrated in one specialized hospital unit.
The improvement outcomes in these studies involving truly integrated care are bet-
ter than improvement due to superadded geriatric consultation. For example, in a
pooled analysis of 1,500 admissions, LOS was dramatically improved in such units
compared to usual unit care, 7.4 versus 11.0 days.

Another line of research concerns “care pathways” for hip fracture. Again, these
studies of systematically organized multidisciplinary care generated clear improve-
ments in LOS. As shown in the table, at least three studies have found statistically
significant changes in LOS: 13.7 versus 21.6 days in a study with 1,065 admissions
[38], median 9 versus 11 and 9 versus 11.5 days in a study in two hospitals with 650
admissions [39], and 6.6 versus 8.0 days in a study with 111 admissions [40].
Results with ortho-geriatric units and with care pathways emphasize that truly inte-
grated care can lead to substantial improvements in clinical trajectory.

Lastly, one study to date provides controlled data regarding geriatric patients on
a surgical trauma unit. Lenartowicz et al. in 2012 studied a proactive consultation
service for geriatric trauma patients (n=248), in comparison to a historic pre-
intervention group (n=238) [41]. All intervention subjects received a comprehen-
sive geriatric assessment within 72 h of admission. LOS was shorter in the
intervention than control group, 15.4 versus 19.4 days (p=0.13). There were inter-
esting trends towards improvement in some quality indicators. This is a patient
population with a high rate of behavioral issues amenable to consultation, and an
important area for future research.

Current State

A First Model

Our group completed a trial of proactive psychiatric consultation on one medical unit
in our hospital [42]. All cases except those admitted and discharged on a weekend
were eligible. The intervention period was 5 weeks in length, and the control com-
parison consisted of non-weekend admissions during five such periods before and
after the intervention. During the intervention period, a consult psychiatrist met each
weekday with medical teams to review cases and that might benefit from psychiatric
intervention. If necessary, the psychiatrist reviewed the medical record or examined
the patient briefly. Prospectively, about 50.8 % of total admissions were judged to
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have psychiatric issues requiring attention, with 20.3 % of admissions judged to have
psychiatric issues requiring consultation to avoid possible delay of discharge, 10.2 %
judged to have psychiatric problems manageable by the medical team without a for-
mal consultation, 15.2 % judged to have psychiatric problems manageable by referral
to outpatient care, and 5.1 % judged to have psychiatric issues not impeding dis-
charge. Alternatively, only 40 % of patients with psychiatric issues actually appeared
to require full consultation in the hospital. Often the team was fully familiar with the
patient only on the day after admission, and better able to identify psychiatric issues.
This screening process was efficient, with an average screening time of 2.9+2.2 min
per patient. In reality, the mean reflects many patients with no psychiatric issues and
fewer patients who received a small “screening” consultation.

When consultation was indicated, it was performed immediately. The psychia-
trist continued to meet with the medical team and thus could monitor the implemen-
tation of interventions and their success, as well as detect the emergence of new
issues requiring intervention. More consultations were performed during the inter-
vention, 22.6 % of admissions versus 10.7 % (which is already a relatively high use
of our service, compared to other units in the hospital). Consultations were per-
formed earlier in the admission, 1.4+£0.9 versus 3.0+2.8 days. The focus of consul-
tation was on discharge-related issues. When issues were best addressed outside the
hospital, the consult psychiatrists focused on outpatient referral. In a retrospective
analysis, about 16.7 % of admissions were thought to have psychiatric issues where
appropriate care affected LOS.

LOS was improved with this intervention, 2.9 +2.2 versus 3.8 +3.3 days, a differ-
ence significant at p=0.01 (7 test, unequal variance assumption). In particular, the
intervention had its effect mainly by reducing the number and duration of longer
stay cases (Fig. 10.1), with rates 14.5 % versus 27.9 % for stays longer than 4 days.
Feedback from the medical teams was positive regarding the system. Teams particu-
larly praised the ease of communicating with the consultant who was present daily
on the unit. Informally, the two involved consultant psychiatrists felt that informal
discussion with the medical teams was useful in many cases that did not merit a full
consult. One important area of such informal input appeared to be recommenda-
tions about what placement or social services might be needed, so that such arrange-
ments could begin promptly. Unfortunately, the study was not configured to assess
systematically such contributions.

Several factors may have been important in the success of this pilot project. First,
the focus of the intervention was on providing services required during the admis-
sion, services which affect LOS. Second, the consult team worked closely with the
medical teams to ensure that recommendations were successful, and the consult
team was able to re-intervene if additional work was needed. Since the psychiatrist
met with the team daily, the psychiatrist was also able to detect promptly cases where
the need for psychiatric intervention was missed initially. Third, the A-B-A research
design was optimized to detect a small signal. The intervention and control groups
were collected from the same unit, as combining data from multiple populations with
different LOS would increase group variance. The control group was large and
included intervals before and after the intervention, controlling for any secular trend.
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Fig. 10.1 Distribution of LOS in a study of proactive psychiatric consultation (data from [42])

A Second Model

Based on the results of this trial intervention, a second test was made of an expanded
form of proactive consultation, which sought to provide similar benefits with a mul-
tidisciplinary and cost-effective team. The second model involved a nurse and social
worker who provided screening and initial intervention to three medical units. These
individuals worked collaboratively with a psychiatrist, and were known as the
Behavioral Intervention Team. Both the nurse and social worker had extensive
experience in BH services. They were present on the units daily, well known, and
accessible to the physicians and nurses. Their role was to screen new admissions, by
review of the medical record and by discussion with medical and nursing providers,
to identify cases requiring psychiatric intervention. While they did not attend regu-
lar medical rounds, they were able to receive reports readily from medical teams,
nursing staff, nursing leadership, and social work staff on the three units by virtue
of their presence on the units. Again, the mandate was to identify and focus on cases
where psychiatric issues might impair provision of needed medical care or other-
wise delay discharge. The nurse/social worker team could determine that no inter-
vention was needed, activate and advise social work and care coordination teams
regarding needed help, provide consultation themselves, assist medical colleagues
in interventions, involve a supervising psychiatrist in discussions regarding cases, or
suggest full formal psychiatric consultation. When possible psychiatric barriers to
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discharge were suspected, this team completed a written initial assessment. When
further assistance was needed, additional care was documented in one or more writ-
ten encounter reports.

During a 10-month study period from 2009 to 2010, there were 5,641 admissions
to these units. An initial screening consultation was performed in 945 (17 %), and a
plan for necessary services was made with medical teams, floor nursing, social work
and discharge care coordination, with additional psychiatric consultation if needed.
Follow-up services from the Behavioral Intervention Team were required in about
7 %. Issues which were judged to require BH involvement in these proactively iden-
tified cases were psychiatric diagnosis impeding medical care or discharge, 63 % of
cases; appropriate disposition arrangements, 52 % of cases; addiction care, 34 % of
cases; delirium/dementia care, 18 % of cases; and behavior interfering with medical
care, 17 % of cases. We have reported elsewhere in preliminary form the beneficial
effects of this intervention on LOS, sitter use, and insurance denied days [43].

These observations confirm in a large-scale study our pilot observations that
about 20 % of admissions to general medical units require screening for behavioral
factors capable of impeding medical care and delaying discharge. Screening for
such problems can be accomplished with a multidisciplinary team with relatively
modest resources, less than 0.4 FTE per 1,000 admissions. These observations pro-
vide quantitative data for the design of effective proactive consultation services.

Vision

We believe that several conclusions are supported by research to date in the effect of
appropriate consultation on the trajectory of medical patients in the general hospi-
tal. Appropriate psychiatric consultation can improve medical care and decrease
LOS. Simply doing more general consultations, however, is not useful in optimizing
treatment. It is essential to identify the patients who may actually benefit from con-
sultation. Screening instruments, which detect depression, anxiety, pain, confusion,
or psychiatric diagnoses per se, may not be useful. Research is needed in how to
detect among hospitalized patients those that require intervention. The screening
process must be efficient, practical, and rapid, and able to bring psychiatric and
behavioral care resources to bear early in the admission. The intervention must be
directed towards identifying and correcting problems that affect discharge and be
specific to identifiable subgroups of patients. The behavioral consultation resources
must be closely integrated with the medical team. Unsolicited recommendations left
in the chart will not suffice for the dynamic interactive process. This is a population
approach to consultation in the general hospital, and shares many features with
ambulatory collaborative care models. Among these are screening of a population
under care, close integration among psychiatrists, other behavioral care providers
and the medical team, and a capacity to escalate interventions to the psychiatrist
when needed. There are other care models for highly comorbid populations, such as
medical-psychiatry units or complexity intervention units, but this model is appli-
cable in the medical services approach typical of most general hospitals.
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Barriers

We argue that research discussed above suggests at least ten features that will be
needed for success in the proactive consultation service of the future. These include:

1. Identification of the target population. The key issue, rather, is the ability to
detect which cases require intervention. In original research, investigators sim-
ply looked for cases with risk factors for increased LOS. Investigators tended to
look merely for patients with “psychiatric issues.” There is a logical fallacy in
this, as we are actually looking for cases that require services in the hospital.
In fact, there will be specific subgroups of patients with different needs. We need
to understand the specific groups of patients who will benefit from intervention.

2. Efficient screening. The practical side of the above issue is how to identify these
patients. What specific characteristics to assess in screening remain problems to
be solved. Clearly we do not want to send another individual to do an in-person
evaluation. In our first model, a psychiatrist met with the medical team on the
first or second day of the admission. In our second model, a nurse/social worker
team was present on the unit and received reports from a variety of sources,
including medical teams, nursing, nurse leadership, social workers, and care
coordinators. Screening must be not only accurate but rapid. Our experience is
that triggering consultation 1 or 2 days earlier is critical to reducing LOS.

3. Electronic records. The importance of the electronic record in the integration of
medical care has become obvious. The electronic record allows one individual
to scan multiple cases, perhaps using automated text detection. The electronic
record, including registries of key findings, measures, and clinical status, allows
the consult team to follow individual cases, monitor the implementation of rec-
ommendations, assess the success of these interventions, and detect the emer-
gence of new problems. It is not an exaggeration to say that the integrated
consultation system would be impossible with paper charts.

4. Embedding of psychiatric services. In the past, consultation services tended to
use one team to cover an entire hospital. Our experience suggests that dedicating
specific personnel to specific hospital units permits a great step forward in effec-
tiveness. In our initial model, the strongest positive feedback received from
medical teams was an appreciation of the ease of communication when dedi-
cated staff provided services to a limited number of units. Because of this feed-
back, we continued this approach in our subsequent models. Integration of
medical and psychiatric care is facilitated when there is a physical integration, a
co-localization, of providers from each discipline. In theory teams might com-
municate by calling or paging the intervention staff, but in practice this com-
munication occurs efficiently when providers are in regular contact. This ease of
communication is critical in detecting problem cases, and monitoring progress.

5. Informal consultation. Our impression has been that close contact with the
medical team results in much informal curbside consultation. Many cases
do not require a full consultation. In retrospect, none of our research has
been configured to capture this type of interaction. Informal discussion was
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also particularly important with the social work and care coordination services,
as the psychiatric consultant often can direct appropriate discharge resources
earlier in the admission.

Flexibility of response. The traditional model offers a one-size-fits-all approach,
a full psychiatric consultation. In fact, what is needed to address a particular
psychiatric problem will be diverse. It may range from informal curbside consul-
tation as noted above, to care which is within the social work province, to con-
sultation which may be handled by APRN or PA providers, or to full consultation
with an experienced psychiatrist. In our first model, we set out to perform psy-
chiatric consultations when needed. In actual practice, we found that many cases
could be handled in other ways. These included curbside consultations with the
medical team, arranging outpatient evaluations and treatment, triggering social
work or care coordination aid, or advising these services on mental health
aspects of each case. Our second model explicitly included nursing and social
work levels of service as part of the intervention staff. We are currently imple-
menting a third model that triages work flexibly to social work, nurse liaison,
and trained psychiatric APRN staff, and if necessary consultation with a psy-
chiatrist. Many hospitals already use APRN or PA staff to cover most consulta-
tions. Most cases do not have the complexity to require a psychiatric physician.

. Implementation of consult recommendations. Another flaw in past attempts at

integration has been failure of the medical teams to implement recommenda-
tions. Medical teams focus on acute medical issues, and psychiatric care may
not be prioritized. This is particularly likely when the consultant simply enters
an unsolicited consultation in the chart, as in much research to date. The inte-
grated consultant will have to prove his or her usefulness. As multiple authors
have noted, the relationship with medical teams is critical to success and may
require development over time.

Close follow-up. In past paradigms, the consultant role has sometimes been
seen as a brief interaction, where recommendations are delivered and the
consultant departs. In the integrated service of the future, this will obviously
not suffice. The consultation role will be an ongoing one, and able to react to
new needs.

Outpatient liaison. As we have noted, one of the great inefficiencies of the pres-
ent system is that hospital consultants often are called regarding issues that
should be handled in the outpatient setting. In general, the consultant in the
future hospital will defer involvement in outpatient issues. A great deal of work
may go into an evaluation, which may or may not make it to the outpatient
provider, who may not even be known at the time of hospital discharge. In the
health care system of the future, at the very least channels of information shar-
ing will be more efficient.

Integration of care. The model we are describing here goes beyond consulta-
tion. The consultation service of the future will be part of truly integrated care,
with specific protocols and pathways for different types of patients. There may
be specific units and teams with expertise for subgroups of patients, such as
patients with addictions.
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Risks, Benefits, and Costs

In this chapter, we have discussed the benefits of proactive consultation in terms of
delivering needed services without delay, but there are important other benefits.
Here we will add that a proactive approach can have important effects in morale for
various sectors of the care team. Consultation psychiatrists often complain that they
are consulted about cases they do not need to see, and that they are not consulted
about cases they should have seen. In a proactive system, the consultation team
appropriately is more empowered to do the work they know is beneficial, and expe-
riences improved job satisfaction. Conversely, medical teams often complain about
the difficulty of reaching consultants, are concerned whether the consultant is aware
of all of the aspects of the case, and want the consultant to be aware rapidly when
the clinical trajectory shifts. In an embedded system, our experience is that medical
teams comment spontaneously about the ease of working with the consultant, and
seldom complain that the consultant has missed critical features of cases. Finally, in
the traditional system the nursing staff who actually see the patient and are keenly
aware of behavioral factors may feel unsupported, as behavioral problems are
passed from nurse to medical team to consult service back to medical team to nurse.
Embedded teams where nurse to psychiatrist communication is encouraged have
been popular with our nursing staff. The potential for reducing nurse burn out on
behaviorally intensive hospital units impressed our hospital administrators, and
should be regarded as an important outcome of such integrated care.

Conversely, new research into new modes of consult service operation should not
focus on LOS alone, but also report metrics of quality and appropriateness of care.
Longer-term measures should be assessed, such as quality of life and functional
outcomes, including measures for specific disorders. Research should also report
costs in far more detail than hitherto. The actual time spent in interventions, as well
as the overall number of full-time equivalents of personnel at specific levels of qual-
ification, should be specified. The cost savings due to LOS reductions accomplished
by our programs and others [22, 42] appear to fund easily the increased cost of
embedded services. Future research will be concerned with demonstrating not only
which models increase quality of care but which models do so in the most cost-
effective way.

Recommendations

We believe that evidence to date strongly supports the hypothesis that proactive,
population models of psychiatric consultation improve patient care and efficiency in
the general medical hospital. We call for increased application of such models, and
in particular implementation with the type of data collection that will precisely
assess benefits and costs. Research studies need to clarify the target populations able
to benefit, including subgroups within that population. Specific methods of
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screening need to be documented and tested. The actual intervention protocols need
to be described in sufficient detail that they can be exported and replicated. There
will clearly be different interventions for different types of psychiatric presentations.
The statistical methodology must be much more sophisticated than that reported to
date. Statistical modeling must be appropriate to the distribution of LOS, which is
far from normal. A priori hypotheses should be clearly explicated, and in the case of
actual trials listed on www.clinicaltrials.gov or an analogous site. Thus far, there has
been little research in understanding covariates that predict LOS outcome. At the
present time, research is exploratory and large group size trials are not feasible or
optimal. Understanding the factors that predict LOS improves our ability to use
smaller group sizes and time series methods to analyze intervention effects. Research
protocols must be designed to be able to detect smaller statistical signals. Interventions
should be applied to particular units or subpopulations, rather than large admixtures
of cases. Measures of quality and outcome need to be included in these populations.
Comparison groups should be carefully selected, and as large as possible. The actual
full-time equivalent effort of different professional roles should be tracked and
reported, along with total costs of different components of patient care.

While the ultimate goal may be a true randomized trial where cases are identified
prospectively, this approach may be difficult in actual practice for a number of rea-
sons. Randomized trials involve extra labor and may be prohibitively expensive. It
may be difficult to separate screening for cases from some level of intervention. Any
intervention on a particular unit may change practice on that unit or associated units,
so control cases may receive care different from usual. It may be difficult ethically
or politically to withhold an intervention that is likely to improve care. Even when
a randomized trial is undertaken, data should be collected in such a fashion as to
identify the subgroups that benefitted from specific interventions.

In the original research on the effect of consultation, there was an emphasis on
doing more consults, and there was not an emphasis on interaction with medical
teams. Results were in many cases disappointing. More recent research indicates
that more flexible and interactive approaches can produce strong improvements in
quality of care and LOS. We predict that in the future hospital psychiatric consulta-
tion services will be energetically proactive and thoroughly integrated components
in hospital medical care.
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Chapter 11
Transitioning to Psychiatric Service Delivery
in the Medical Setting

Marshall R. Thomas, Alexis A. Giese, and Jeanette A. Waxmonsky

Abstract Like many in health care, psychiatrists find themselves at a crossroads
during a time of dramatic health care delivery and payment changes that can poten-
tially impact their practice, financial stability, and careers. In many ways, psychia-
trists should be well positioned for the future, as there have been major advances in
recognizing and treating psychiatric disorders, and their important role in driving
health care utilization, costs, and outcomes. Paradoxically, however, psychiatrists
are too often on the sidelines as changes occur, having been marginalized by com-
mercial payers and hospital systems, which fail to adequately fund psychiatrists and
have decreased available resources for patients. One of the biggest challenges that
psychiatrists will face, given their current relative isolation, is finding ways to prac-
tice in the broader community and demonstrating their value in ways that other
stakeholders can recognize. In this chapter, we discuss how psychiatrists can best
position themselves for the emerging health care market.
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Where We Are

The point is not to predict the future but to prepare for it and shape it.

Richard Smith, Editor, British Medical Journal

Like many in health care, psychiatrists find themselves at a crossroads that creates
both excitement and anxiety. It is generally agreed that the health care system needs
to change to achieve better outcomes for more people at lower costs [1]. Many pro-
viders, patients, and consumer advocacy groups also feel that access to behavioral
health services needs to be greatly improved [2]. However, there exist many
unknowns, and psychiatrists are concerned about the future and how changes in the
health care delivery and payment systems will affect their practice, financial stability,
and careers.

In many ways, psychiatrists should be well positioned for the future, as there have
been major advances in recognizing and understanding the prevalence of mental
health issues, their psychobiological and neurobiological substrates, comorbidity
with medical disorders, and their important role in driving health care utilization,
costs and outcomes [3]. Stigma historically associated with mental illness and behav-
ioral health treatment has also begun to decrease through the efforts of public health
and social media campaigns [4, 5]. Paradoxically, however, psychiatrists are too
often on the sidelines as changes occur, having been marginalized by commercial
payers and hospital systems, which fail to adequately fund psychiatrists and have
decreased available resources for patients. Psychiatrists may feel demoralized or even
angry about the divergence between the potential value they could offer and the rela-
tively devalued status that the profession occupies in today’s health care system.

To understand both the development of the current state of affairs and the pro-
cesses that will shape the future, health care can be best conceptualized as a com-
plex adaptive system in which change is driven by market forces, government
regulation, economic imperatives, social and cultural influences, and a myriad of
special interest stakeholders [6]. Participants’ (consumers, employers, insurers,
hospitals, physicians, etc.) behavior is therefore driven by their unique motivations
and incentives rather than overall system rules or goals. The resulting health care
environment forces these participants to compete, evolve, and adapt in order to sur-
vive. Change is nonlinear and dynamic (even random or chaotic) and may lead to
unintended or undesirable consequences. There is no overall leadership, manage-
ment, or policy that unifies or aligns forces or decisions in this health care environ-
ment [6]. Individual relationships, local and regional alliances, and flexibility are
therefore extremely important.

Over the last 20 years, economic and other forces have increasingly led many psy-
chiatrists to seek employment in government funded programs such as community
mental health centers, the Veterans’ Administration system, correctional facilities, or
other public sector delivery systems [7]. Starting in the early 1990s, managed mental
health programs (often as a carved-out sub-plan of a commercial insurance carrier)
created an inhospitable environment for private practice psychiatrists; patients were
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preferentially referred to non-physician therapists, reimbursement was drastically
reduced, visits were limited, and administrative burdens increased. Psychiatrists
adapted in a variety of ways: developing full-fee self-pay practices that minimize
commercial insurance, moving to full-time employment in systems such as Kaiser, or
shifting their practices to high-volume medication management visits [8, 9]. The
results of these shifts are widespread and include poor access to high quality psychi-
atric care for many commercially insured patients and greater disconnection between
psychiatrists and other physicians in primary and specialty care settings [10—12].

In a 2009 white paper prepared by American Psychiatric Association Ad Hoc
Work Group Report ([3], p. 16) on the Integration of Psychiatry and Primary Care,
the authors stated that

Psychiatry must become a part of the medical mainstream for stigma to recede, expanded
clinical care in the medical setting to occur, and reimbursement for psychiatric care to
improve. Importantly, psychiatrists need to be at the table arguing their case for this to hap-
pen now and in the future. In today’s segregated clinical care environment, mental health
care is and will remain an afterthought.

Clearly, a great deal of work still needs to be done and new approaches taken for
psychiatry to become part of the medical mainstream and have a seat at the table as
newer, more accountable systems are developed. Given the nonlinear and chaotic
process of change, psychiatrists will need to be proactive, informed, flexible, toler-
ant of uncertainty, and adaptable to participate effectively in shaping the future.

It seems logical, and perhaps inevitable, that the health care system’s evolving
emphasis on population health, accountability, and outcomes will lead to a higher
priority for behavioral health. Who will take the lead, what models will be used, and
what roles psychiatrists will have is still unclear. Ultimately, political forces, mar-
ketplace dynamics, and other stakeholders will determine the economic and clinical
value of psychiatrists in these new systems of care. One of the biggest challenges
that psychiatrists will face, given their current relative isolation, is finding ways to
practice in the broader community and demonstrating their value in ways that other
stakeholders can recognize. The opportunity costs of psychiatrists doing nothing are
high. Failure to adapt and develop new models of practice may well lead to further
marginalization of psychiatry as a profession within the next phase of health care
evolution.

Psychiatry as a profession will encounter special challenges as it tries to find its
seat at the table of mainstream health care. Some of the challenges are based on the
reality of how they practice and some are based on stereotypes and misperceptions.
For some, the old stereotype of a noncommunicative, withholding, psychoanalytic
authority figure still lingers. Another factor is that many psychiatrists still practice
in separate and segregated settings where they are difficult to access and seldom
communicate with other physicians. There may be legitimate reasons for some of
this, such as confidentiality concerns or the schedule of private office based care.
Psychiatrists should at least be aware how others perceive the specialty and not be
surprised if the reception at the mainstream table is a little cold at first.
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Where We Are Going

It is not the strongest of the species that survives, nor the most intelligent, but the one most
responsive to change.

Charles Darwin

A fairly simple set of organizing values or ideals, called the Triple Aim [1], has
been proposed to guide the transformation of the United States health care system.
It postulates the need to simultaneously balance three objectives: enhancing the
patient care experience (including quality, access and reliability), improving the
health of the population, and reducing or controlling the per capita cost of care.
With the Triple Aim framework in mind, psychiatrists may envision opportunities
to use their unique training and skills to offer value now or in the future. However,
the transition process for psychiatrists from current to future models will require
creativity and flexibility, as underlying economic and practice models only gradu-
ally and often incompletely become more aligned with the Triple Aim vision of the
future. This may involve continuing to operate in the old paradigms of the current
world to support oneself while simultaneously working on the margins to build new
relationships or models that prepare for the future.

The emerging emphasis on population health may create new opportunities for
psychiatrists and other behavioral health specialists. From a population health per-
spective, neuropsychiatric disorders and other behavioral health conditions play a
major role in chronic illnesses and contribute to increased overall health care costs
[13], Looking at the needs of a defined population also reveals the glaring mismatch
between patient mental health needs and the delivery of psychiatric services [3, 12].
Untreated mental illnesses represent a significant public health concern; 70 % of
persons with mental illnesses receive no treatment or ineffective treatment in non-
mental health settings [3]. The Triple Aim objectives of cost, patient experience and
quality, and population health may drive the delivery of behavioral health services
in settings more convenient for patients (e.g., integrated into primary care practices)
and in more cost effective ways (e.g., electronic media and tele-health). So what can
psychiatrists bring to the evolving health care system that is unique, adds value, and
is cost-effective?

At the core of psychiatric expertise is training and clinical experience that enables
a deep and comprehensive bio-psycho-social understanding of the human experi-
ence in both health and illness, linked to extensive medical and psychiatric clinical
training. Although useful in a number of settings, these skills (and the medical foun-
dation upon which it is built) are essential in treating serious mental illness, high
risk behavioral health patients, and those with complex psychiatric and medical
comorbidities. Psychiatrists are uniquely trained to diagnose complicated pathol-
ogy, provide nuanced formulations, and develop both the behavioral and medical
aspects of a multifaceted treatment plan. But many patients, even those with signifi-
cant behavioral health issues, either cannot or will not seek care in specialty mental
health settings, leaving their management largely to primary care providers.
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A centerpiece of health care reform is the increasing emphasis on high function-
ing primary care medical homes. As part of this, primary care physicians (PCPs)
and other medical specialists are increasingly attempting to meet the need for
behavioral health services in their patient populations. Many efforts are underway
to involve or co-locate behavioral health therapists or care managers (psychologists,
professional counselors, and social workers) within primary care practices to pro-
vide behavioral health consultation, brief, solution focused therapies and crisis
management. Increasingly, these mental health providers are part of clinical care
teams within the primary care practice setting rather than merely co-located provid-
ers practicing in parallel with the primary care team [14—16]. However, for variety
of cultural and economic reasons, few of these evolving primary care medical
homes have included full time, on-site psychiatrists [17]. Some have referral
arrangements with a psychiatrist located outside the practice or to one who comes
on-site infrequently, arrangements that do not promote full integration and team-
based care. Another limitation is that linkage to more intensive or specialized
behavioral health services is often lacking.

Some PCPs have embraced treating common mental health conditions in their
practices, but even these practices are eager to seek psychiatric expertise for more
complex or severely ill patients, such as those with schizophrenia, recurrent depres-
sion, bipolar disorder, panic disorder, personality disorders, substance-related disor-
ders, or significant safety issues (suicidal or homicidal ideation or history).
Historically, psychiatric consultations have been frustratingly difficult to obtain and
not accompanied by effective communication and collaboration between the psy-
chiatrist and PCP. Characteristics of practices and practitioners likely to success-
fully compete in a general medical environment have been grouped as the Four As
(accessibility, affordability, affability, and accountability) [18]. At present, many
psychiatrists would not receive high grades on these dimensions from their medical
colleagues and patients.

Psychiatrists will need to find new ways to package and deliver their services in
a way that is timely, affordable, and accessible to other medical settings and provid-
ers. The MacArthur Foundation Three Component Model and Life Goals
Collaborative Care are examples of evidenced-based treatment models that cost
effectively deliver psychiatric services in medical settings in the context of a col-
laborative team model [19, 20]. These models make efficient use of psychiatrists’
time by connecting it to a primary care team with embedded behavioral health pro-
viders and care managers (see Chaps. 3 and 7). Similarly, connecting a psychiatrist
via tele-health offers an efficient mechanism for working with a primary care team
with embedded behavioral health specialists and care managers.

Potentially psychiatrists could also offer a range of more specialized and targeted
mental health consultation services. For example, psychiatrists could provide treat-
ment for substance-related disorders, including medication-assisted therapies, and
help establish integrated substance use disorder and physical health treatment pro-
grams [3]. Psychiatrists can assist the primary care team in treating patients with
chronic pain, chronic fatigue syndromes, sleep disorders, and unexplained somatic
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symptoms [21]. Additionally, psychiatrists bring expertise in treatment and man-
agement of dementia, delirium and neurological conditions of uncertain etiology
(e.g., pseudo-seizures) to the primary care practice. Psychiatrists will need to
develop additional expertise, better platforms and more cost-effective treatment
models to be able to deliver these services in general medical settings.

In the envisioned future world of Accountable Care Organizations (ACOs),
delivery systems will be held accountable for costs, quality, and outcomes for
defined populations of patients. If the right goals and outcome measures are uti-
lized, ACOs will likely create a variety of new opportunities for psychiatrists.
Psychiatrists’ expertise in the bio-psycho-social determinants of health and illness
can contribute to a more comprehensive approach to improving the health of a pop-
ulation. To optimize this opportunity, the typical psychiatrist may need to enhance
his expertise in the principles of population health in regards to behavioral health
conditions, such as screening and prevention methods. Many psychiatrists are
already experienced in team and community based care models (although these
have historically been in relatively segregated community mental health or inpatient
settings). In addition, many high cost chronic medical conditions such as diabetes,
chronic heart failure, asthma, and chronic obstructive pulmonary disease are highly
comorbid with psychiatric conditions such as depression and anxiety, and the pres-
ence of the psychiatric conditions often results in higher medical utilization and
costs [13]. Psychiatrists can provide value by helping PCPs and medical specialists
achieve better health outcomes for patients while decreasing costs related to inap-
propriate over-utilization of hospitals, emergency departments, readmissions, and
pharmacy [15, 22]. Lastly, psychiatrists have effective skills in working with patients
and families with challenging communication, compliance, and behavioral issues
that may frustrate other providers and result in very high health care costs.

How We Get from Here to There

Darwin’s Paradox:
What makes the (coral) reef so inventive is not the struggle between the organisms but
the way they have learned to collaborate.

Steven Johnson

The President of the Institute of Medicine, Harvey Fineberg MD, PhD, has posited
that in order for the United States to transition to a health care system characterized
by higher quality and greater efficiency, the following culture shifts will be needed:
(1) from autonomy to responsibility; (2) from institution-centered to patient-
centered care; and (3) from “my patient” to “all patients” [23]. In addition, the
Institute of Medicine has described five core competencies health professionals will
need for the future: (1) working in interdisciplinary teams; (2) providing patient-
centered care; (3) employing evidence-based practices; (4) applying quality
improvement; and (5) utilizing informatics [24]. Attitudes and practice styles that
might have worked and been accepted in the past may not be adaptive in the future.
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It is important to recognize that the pathway for psychiatry to become more
accepted, integrated, valued and reimbursed will not be only through a seat at one
large table but rather broad participation and collaboration in a great number of
smaller settings. These activities, at least initially, may not be fully funded. It will
also require psychiatrists to participate in new settings and systems as open-minded
learners and to determine whether the changes to their practice are ones they wish
to undergo. In some measure this will depend on local market conditions, their near-
ness to retirement and the nature of their current practice. While psychiatrists may
have certain content expertise, patients and other providers are essentially both the
customers and the experts on what’s wanted, needed, and workable in their settings.
Psychiatrists will need to simultaneously engage in market research, marketing, and
product development. Traditional advocacy approaches for psychiatrists’ inclusion
and reimbursement are unlikely alone to advance their roles in these new models.

Though stressful, health care reform and the structural underpinnings of the
Accountable Care Act will offer opportunities for psychiatry to participate in health
care in new and different ways. These changes provide a platform for innovation
and specialization analogous to the biodiversity that arises around a coral reef. As
Johnson asserts in Where Good Ideas Come From: The Natural History of Innovation
[25], such platforms create new opportunities and diversification as much through
collaboration and connectivity as by competition. Environments that are dense in
connectivity offer particularly fertile habitats for creation and growth. Productive
creativity arises out of the “adjacent possible” by exploring new possibilities and
combinations on the outer boundaries of one’s current habitat rather than leaping
into totally new and unexplored space. To maximize funding opportunities and the
creativity of the “adjacent possible,” psychiatrists will need to build new and per-
sonal interfaces with colleagues throughout health care, work together to see what
is possible, and build a future.

Example of a Psychiatry Primary Care Collaboration Pilot

One successful model utilized a health plan-based psychiatrist to provide weekly
supervision to a nurse care manager in a diabetes and depression care management
intervention delivered in a federally qualified health center. The nurse care manager
was located at the health center and reviewed with the psychiatrists any patient not
showing an adequate response to antidepressant medication based on the Patient
Health Questionnaire (PHQ-9) scores at 4-6 weeks. The psychiatrist made recom-
mendations to the nurse care manager and primary care provider on medication aug-
mentation and switching for approximately 35 % patients enrolled in the program.
The psychiatrist observed that the medication consultation was “fairly straightfor-
ward” and the cases were “not very complicated” in terms of antidepressant medica-
tion. He also noted the primary care providers were “very competent” in initiating
medications but were unlikely to use with augmentation or change antidepressants
based on patient response. The psychiatrist found this model “very rewarding”
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because it was fairly easy to achieve positive outcomes for this population patients
with diabetes and depression: 44 % of patients had a reduction of 50 % in depressive
symptoms at 4 months, and 13 % of patients were in remission at 9 months. The
primary care providers appreciated the ability to consult the psychiatrist as needed
and the patients felt that they benefited from the care management program.

Specific Recommendations for Change

There will likely be diverse prospects for psychiatrists in integrated care settings
ranging from general outpatient and inpatient medical settings to more specialized
niches in substance use, geriatrics, neuropsychiatry, or psychosomatic medicine.
Psychiatrists will need a proactive approach to find, evaluate, and help develop the
right opportunities. Outpatient primary care or specialty medical or mental health
settings may be a logical first step. Some of these practices already have relation-
ships with non-psychiatrist mental health clinicians, in some cases co-located on
site. While some such practices may feel that their behavioral health needs are suf-
ficiently being met, they may also have a higher awareness of mental health issues,
prioritize getting their patients access to behavioral health services, and be more
likely to identify patients with these needs. Psychiatrists will have to avail them-
selves to such practices and demonstrate their ability to integrate with other team
members and add value in a limited role perhaps with more complex cases at first.
One strategy may be to co-locate part of one’s practice within or contiguous to a
primary care practice and use a blended model (traditional patients plus patients
from the primary care setting) to establish a presence and gradually increase vol-
ume. Another approach is to identify outpatient medical clinics that currently lack
mental health resources yet serve a large proportion of patients with chronic health
conditions that are associated with comorbid mental health conditions (e.g., diabe-
tes, chronic obstructive pulmonary disease). Another approach may be to propose
pilot funding models within large integrated care systems who are operating under
accountable care models.

In contrast to outpatient settings, inpatient medical settings have traditionally pro-
vided at least some access to on-site psychiatrists, and many are expanding their roles
and services. Historically, the inpatient consultation psychiatrist operated in a consul-
tative role in relative isolation from the rest of the physicians and teams providing
care. Often the primary point of intersection has been the medical record, with little
collaboration regarding the assessment, treatment plan, and outcomes. As hospital
systems evolve, however, there may be expanded opportunities for psychiatrists to
play important roles in the care of individual patients and high cost/high risk popula-
tions, participate in difficult case conferences and ethics teams, improve clinical deliv-
ery systems, and demonstrate positive impacts on quality and financial outcomes.

For example, hospitals are increasingly held financially accountable for clinical
outcomes, such as readmissions, which are often related to areas that psychiatrists
have expertise in: functional level, motivation, mood, social support, etc. A recent
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project conducted by psychiatrists and others at a Denver-area teaching hospital
evaluated patients with multiple readmissions found that many lacked medical
decision-making capacity and had other cognitive and functional impairments;
these deficits had generally been unrecognized by the primary treating teams and
not factored into discharge planning [26, 27]. Similarly, emergency departments
struggle with high volumes of repeat patients with medical, behavioral, and com-
plex psychosocial needs [28]. Referral from emergency departments to external
behavioral health services is often ineffective [29]. Psychiatrists’ expertise, inte-
grated into the emergency setting, can offer crisis intervention/brief treatment, a
patient-centered formulation, inclusion of the family in the evaluation and disposi-
tion, options to reduce recidivism through proactive linkage to targeted community
interventions, and alternatives to emergency and inpatient care.

Strategies to Build New Models in Medical Settings

* Look for opportunities to provide or link to a continuum of care rather than one-
time consultations.

* Become a comprehensive resource to non-psychiatrist physicians, other clini-
cians, the patient, family, and the system of care surrounding a patient.

» Leverage technology such as telemedicine, electronic media, rapid but noncon-
current communication, and electronic health records to communicate with
patients and providers.

* Approach each new system as a learner and try to understand its unique strengths,
limitations, and opportunities.

* Leverage your expertise and efforts while maximizing flow-through and avail-
ability. For example, stabilized patients can be managed directly by their PCP,
with the psychiatrist available if new issues arise.

To succeed in new models and roles, psychiatrists must shift paradigms and
develop new skills and attitudes (or refresh old ones), not simply transplant their
practice style into new settings. Psychiatrists will also need to assess how their style
of practice and communication may need to change with the different expectations
within the medical environment. Perhaps the primary adjustment for many psychia-
trists will be the focus on systems, providers, and teams rather than individual
patients. Reverting to old habits may result in the psychiatrist being perceived as
unavailable, having his or her own agenda, or not being aligned with the overall
clinical plan for the patient or the work unit. Secondly, psychiatrists may need to
hone their communication skills, both verbally and in writing, being committed to
real time accessibility, rapid response, comfortable with confidentiality issues, and
adept at conveying brief need-to-know clinical information to nonmental health cli-
nicians. Likewise, psychiatrists serving as educators and coaches in primary care
and other settings may need to improve their bedside teaching skills. Busy PCPs
want to learn and grow as clinicians but do not want to be impressed with how much
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more the psychiatrist knows. Successful integrated psychiatrists will understand
how their colleagues like to learn and what they need to know while supporting
them in providing better care without a competitive or pedantic component.

Time management and schedules may represent the biggest transition for many
psychiatrists. In a traditional psychiatric practice, things happen on a relatively fixed
schedule (mostly at the psychiatrist’s convenience), the psychiatrist can be selective
about which patients to accept, and the requests for services often come directly
from patients. In an integrated model, however, the psychiatrist must be flexible,
proactive, and readily available on-demand, modeling a can-do attitude and creativ-
ity in engaging patients and families, developing solutions, multitasking, and mobi-
lizing (often limited) resources. Another shift is that psychiatrists in the integrated
role must be willing to evaluate and provide (at least brief) treatment for the full
range of behavioral health issues that may arise, including mental illnesses, sub-
stance related disorders, personality disorders, all age groups, families, medical
comorbidities, and psychological and social issues. They must be comfortable pro-
viding advice, information, and treatment on a much more limited database than is
common in traditional psychiatric practice. Psychiatrists who are only comfortable
providing in-depth evaluations and intensive or long-term care may have difficulty
with this transition. Another adjustment is developing comfort with and gratifica-
tion from care delivered by multiple team members. Psychiatrists who are primarily
gratified by the one-on-one relationship may find this new role less fulfilling or have
trouble recognizing the indirect benefits they help achieve.

Key Skills for Psychiatrists in Integrated Care Settings

 Efficiency and time management skills

* Documentation skills: electronic health records, brief documentation in progress
note format

* Measurement-based care: utilize screening tools, outcome scales, and patient-
reported monitoring

e Health behavior change skills, motivational interviewing, brief cognitive-
behavioral therapy skills

» System navigation skills: accessing behavioral health networks, leveraging ben-
efits, authorizations for higher levels of care, transitioning patients to specialty
mental health resources

e Working knowledge of common medical illnesses (e.g., diabetes, chronic
obstructive pulmonary disease, chronic pain) or illnesses specific to a specialty
setting (e.g., obesity, cancer), their management, psychiatric comorbidities and
interaction, and health behavior strategies relevant to those conditions

e Communication and teaching skills—supervising other behavioral health clini-
cians, teaching and coaching medical colleagues

For many psychiatrists, the financial transition to integrated care will be the most
challenging problem to solve. Currently, most psychiatrists in outpatient practice
operate under the volume-driven fee-for-service reimbursement system, delivering
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reimbursable services and getting paid per service by a variety of payers, including
private health plans, government payers such as Medicare or Medicaid, and (increas-
ingly), self-pay by patients including where patients are directly reimbursed for out
of network care. Other models, such as hospital-affiliated employment or group
practices, usually tie psychiatrist compensation in varying degrees to their clinical
productivity. The integrated care models described herein may generate some fee-
for-service revenue based on billable services delivered by psychiatrists, but much
of their time in these new settings will be devoted to activities that are currently
non-reimbursable or may be reimburseable under global payment methodologies.

Psychiatrists considering an integrated care arrangement need to be cognizant
that there will be a substantial gap between the fee-for-service revenues and their
expected salary and be prepared to negotiate with the host system to develop a
mutually acceptable (and beneficial) payment platform. Practices that are largely
fee-for-service and not responsible for a population group or medical costs outside
the practice (e.g., hospital admissions, imaging, laboratory tests) may view such an
arrangement as an unaffordable subsidy. The health care system is evolving, though,
and must shift from a volume-driven system to a value-driven system. Hospitals and
physician networks will have to straddle the current (volume-driven, fee-for-service)
business models and new business models (population-based, outcome-driven)
simultaneously. For example, in primary care systems, prepayment or primary care
per member per month sub-capitation models are being implemented. In other set-
tings, such as inpatient and outpatient hospital, physician and specialty care pay-
ments are bundled around episodes of care or may receive a per member per month
payment for all aspects of care.

Psychiatrists who enter these evolving systems now may have the opportunity to
understand them and develop a value proposition that targets defined outcomes. For
example, it has been demonstrated that patients with diabetes and major depression
have significantly higher total health care costs and less favorable outcomes than
those with diabetes and no depression [13, 30]. Psychiatrists, working with a pri-
mary care practice, could have a positive impact on depression screening, manage-
ment, and practice support for working with these more challenging patients and
help the practice evaluate the impact on clinical and cost outcomes. In this paradigm,
the psychiatrist must demonstrate value and can tie his reimbursement to the overall
success of the practice. In public mental health settings psychiatrists will need to
become more expert in the recognition and management of common medical prob-
lems and the integration of primary care based practitioners into these settings.

Psychiatrists may indeed be anxious about the ambiguity of the future and see
little advantage to shifting their practice styles, settings, or reimbursement platforms
now; doing so may involve exchanging remunerative activities for those that are less
so. Preparing for the future will be an exercise in scenario planning and developing
strategies for practice survival in a variety of future scenarios. One strategy may be
small-scale practice diversification in order to establish new partners and connec-
tions, learn how the system is evolving, use data to evaluate outcomes, and be ready
to expand as the financial opportunities improve. Psychiatrists may wish to use a
broad approach, developing several relationships with a range of partners in small,
low-risk ways. Not all endeavors will succeed or lead to a return on investment.
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In order to embark upon some of these new arrangements, psychiatrists should
become expert in what is (and isn’t) reimbursable under fee-for-service platforms in
a primary care or specialty medical setting. Careful attention to the practice’s payer
mix, network restrictions, contractual arrangements, allowable codes and fee sched-
ules, collection rates, etc., can help the psychiatrist realistically estimate how much
can be collected. Primary care practices are generally not expert in these areas, may
overestimate how much reimbursement is likely, and be ill equipped to bill and collect
for behavioral health services. In an ongoing way, the psychiatrist will likely need to
carefully track billing and collections in order to ensure that fee-for-service billing is
being maximized correctly and to use as a framework for ongoing reassessment with
the host practice regarding the financial arrangements. Psychiatrists will need to dem-
onstrate that the gap between their salary and the reimbursements is not a subsidy for
unproductive time, but rather represents the value-added components supporting the
practice in providing higher levels of behavioral health care for a large number of
patients and achieving defined clinical and cost outcomes. Activity logs for these non-
reimbursable activities (e.g., phone calls, team meetings) may be useful, as will track-
ing of outcomes across the spectrum of medical and psychiatric conditions.

Another strategy psychiatrists may consider is establishing (or expanding) a
broader community presence, meeting with key providers or health systems, getting
to know some primary care or specialty practices (perhaps by doing more traditional
consultations for them), joining the local medical society, getting hospital privileges
and contributing to quality improvement committees, etc. Being at the table as hos-
pitals and other health care systems grapple with these issues may offer a psychia-
trist the opportunity to identify gaps he can fill, demonstrate value to colleagues and
administration, and lead to paid practice opportunities.

Conclusion

In a rapidly changing environment, psychiatrists will need to take stock of their cur-
rent expertise and look for opportunities to partner with health care delivery sys-
tems. Besides taking a flexible, open minded approach to exploring new practice
opportunities, psychiatrists may need to consider additional training in psychoso-
matic medicine (e.g., chronic pain management), and measurement-based care to
help them create a competitive advantage in the emerging marketplace of health
care. There are both opportunities for significant success and risks as psychiatrists
venture into this uncharted territory. Successful transitions will take time, occur
around the boundaries of new evolving relationships, and include some misfires.
Psychiatrists with the ability and desire to function as a collaborator and team
member, willingness to serve a wide range of patients, and a creative and flexible
approach are well positioned to help create a new vision of psychiatric practice. These
new roles may offer opportunities for psychiatrists to be highly visible leaders and
innovators and make a significant contribution beyond preserving the status quo. In
this vision, there are many advantages for psychiatrists who will be able to shift from
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practicing in isolation to team-based collaboration, increase visibility and recognition
among medical colleagues, expand access to higher-quality behavioral health
services for more patients, and feel gratified by achieving better patient outcomes.
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Chapter 12
Training the Next Generation of Psychiatrists
in Integrated Medical-Psychiatric Care

Robert M. McCarron, Sarah K. Rivelli, Virginia O’Brien, and John Onate

Abstract With the implementation of the Affordable Care Act (ACA), there will be
a growing demand for mental health care in this country (Patient Protection and
Affordable Care Act. U. S. Public Law 111-148-March 23, 2010). It is likely much of
this care will continue to be delivered in the primary care setting and not in tradi-
tional outpatient psychiatric clinic sites. Primary care providers (PCPs) will be in the
position to further expand their existing role as primary behavioral health providers.
What does this mean for the future of psychiatry and how psychiatrists are trained?

This chapter addresses the current state of psychiatric education and suggests
practical ways in which this training can adapt to fast moving organizational
changes, while staying true to the essential components of psychiatric practice
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(e.g., biopsychosocial formulation, inclusion of psychotherapy, focus on the
therapeutic alliance between provider and patient, and maintaining an expertise
in psychopharmacology). We will discuss the importance of teaching psychiatry
residents how to effectively interface with PCPs and other physicians, including as
much-needed educational and clinical consultants. An overview on how best to train
residents in the area of preventive medicine will also be provided.

Psychiatry Training and Evolving Systems
of Behavioral Health Care

There is a lack of trained psychiatrists, and the number is expected to decrease over
the next few decades. The number of psychiatry training programs decreased from
186 to 181 and the number of graduates from 1,142 to 985 from 2001 to 2008 [1, 2].
This has been offset by a recent trend in the offer of more positions in NRMP
between 2009 and 2013, corresponding to an increase from 1,063 to 1,360 positions
over that time period [3]. However, psychiatrists care for the minority of ambulatory
patients with mental disorders, with about twice as many patients being treated in
primary care and many receiving no treatment at all. In order to respond to the large
current and projected unmet needs, psychiatric training and practice will have to
adapt to new models of care delivery, leveraging technology and team-based,
collaborative, integrative, and stepped-care. While the majority of psychiatric
education focuses on training psychiatrists as individual providers and expert diag-
nosticians, psychopharmacologists, and psychotherapists, there is a need for
enhanced training in directing mental health and substance use care teams, hereafter
referred to as behavioral health (BH) care teams, while developing screening and
triage programs in various settings and developing a system that meets the need of
a large number of patients currently seen in medical settings [4].

Health reform leads to new opportunities for psychiatry, including the improve-
ment of care for those with comorbid medical and psychiatric BH disorders in a
more collaborative, outcome-oriented approach. An increased focus on quality and
provider accountability will encourage greater coordination of care across currently
fragmented BH versus medical settings. Increasing attention has been paid to the
fact that BH disorders do not occur in a medical vacuum; in fact, medical conditions
most often are comorbid. The National Comorbidity Replication Survey found that
17 % of American adults had comorbid mental health and medical conditions [5].
Among Medicaid beneficiaries in New York State, 69 % had a history of mental
illness and 54 % had a history of both mental illness and alcohol and substance use
[5]. Thus, we should not consider BH conditions in isolation, and psychiatrists need
to not only develop and maintain their medical expertise but also understand how to
collaborate on improving outcomes.
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The Affordable Care Act and Psychiatric Training

The ACA promotes new care delivery models and calls for providers to better
integrate BH care into the broader care continuum. Models include accountable care
organizations (ACOs) and patient-centered medical homes, with the aim to coordi-
nate and manage the full spectrum of health care needs of an individual and for
providers to be held accountable for the quality and costs of care for their patients.
New incentives under the ACA will encourage providers to better manage patients’
transitions among settings and providers in the community. The Hospital
Readmissions Reduction Program will decrease Medicare payment to hospitals
with greater than expected readmissions for diagnoses such as heart failure, heart
attack, and pneumonia. Given the role that BH plays in compliance, self-care, and
health care utilization, which are linked with the greater likelihood of readmission,
identifying and addressing BH needs will be crucial to reduce hospital readmission
rates. Psychiatrists can bring substantial value in these efforts, but will need
enhanced training about drivers of health behaviors, the impact of BH on medical
outcomes and its care. Training in the development of comprehensive biopsychoso-
cial formulations and treatment plans that address the overall health and well-being
of patients in context of their medical illness and system of care will be crucial for
psychiatrists to remain relevant. Moreover, psychiatrists will need robust training
in systems-based practice to include accountable care, pay for performance, and
quality improvement.

The ACA encourages the use of bundled payment rates across acute and post-
acute providers for specified episodes of care. By promoting coordination across
providers, this could help improve care transitions for patients with BH needs.
Moreover, the ACA sets new standards for quality of BH care, including new
publicly reported quality measures and a value-based purchasing pilot program for
psychiatric hospitals in Medicare. Psychiatrists will need training to respond to and
shape such standards and develop ways to improve care. It will be difficult to make
sweeping changes to the organizational infrastructure for health care without con-
currently initiating significant changes to our medical and psychiatric educational
system. Such changes will need to include training in care transition, coordination
of care, systems of payment, and reimbursement. The inclusion of quality improve-
ment projects conducted in a variety of settings will be a key component of
psychiatry training. The focus on quality calls for enhanced training on measurement-
based and evidence-based care, experience in tracking outcomes, and the cycle of
practice improvement.

Lastly, the ACA calls for the development of patient-centered medical homes
(PCMH), which are based on enhanced access to care, an ongoing relationship with
a personal physician, orientation to the whole person, a team approach to care, coor-
dinated or integrated care, and a commitment to quality and safety. In the medical
home model, a primary care physician takes responsibility for coordinating services
provided by a team of clinicians. For most adults with BH disorders, the point of care
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would be an internist or family practitioner. People with serious mental illness
(SMI), however, typically receive most of their care from a behavioral health clinic
or community-based treatment setting. For this population, psychiatrists might be
the main point of care and should monitor basic medical conditions and communi-
cate with primary care practitioners, who provide guidance and specific treatment
recommendations [6]. Thus, psychiatrists will need to develop skills in providing
care in the medical setting, such as collaborating with primary care providers; while
for some the challenge will be the reverse: to provide some primary care to patients
in the BH sector. All of these issues will require robust training in medical and
psychiatric illnesses and their intersection, including limitations of current treatment
capacity in the both medical and mental health sectors. If psychiatry is to be an inte-
gral part of the PCMH, training will need to include stronger emphasis on population
health, such as screening, prevention, and patient safety and quality.

As patient care teams evolve, psychiatry training will need to keep pace with new
players and new roles. Advanced practice providers will play an increasing role in
psychiatric patient care; thus, skills in interdisciplinary collaboration and communi-
cation, including comanaging patients, are essential. Psychiatry training will need
to include how to coach, train, and lead multidisciplinary teams. With psychiatrists
spending less time in a purely dyadic relationship with patients, skills in population
management, monitoring outcomes, and care coordination will be increasingly
necessary. Training will need to include the assessment of patients and their health
without in-person contact, such as assessment via chart review, measurement
tracking, asynchronous interactions via Internet or other technology, and the use of
telepsychiatry. Finally, in a changing and complex health care system, psychiatrists
need training in not only systems, but also in advocacy and how they can work to
improve BH care delivery.

An Overview of Integrated Care

In order to create integrated psychiatric training opportunities, it is important to
understand what is meant by integration. Landmark laws on parity in BH reimburse-
ment and the ACA have brought coordination of BH, physical health care, and
preventative health care to the forefront in the largest change in the American
health care system since the implementation of Medicare. While there are models
of integrated medical and psychiatric inpatient units and services, the majority of
integrated services are based in outpatient settings.

The more common approaches for integrating medically trained psychiatric
providers including those who can prescribe psychiatric medications include: tele-
psychiatry, co-location of psychiatry in primary care settings, collaborative care
programs in primary care, primary care for the SPMI in BH settings, combined
medical-psychiatric care by dually trained providers. The most common form of
co-locating BH treatment is the use of social workers and other mid-level BH
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Table 12.1 Examples of current BH/primary care models of integration

Models of integration Brief description

Telepsychiatry Consultation model that uses televideo connections to
communicate with providers, patients or both

Co-location of psychiatry Psychiatric care for patients in the primary care setting

in primary care

“Med-Psych” care General medical and BH needs are addressed by a providers who
are dually trained in medicine and psychiatry

Mid-level BH providers Provide recommendations for formal mental health referral.

Typically provides case management. Counselors can provide
non-medication interventions and support.

Collaborative care A behavioral health care manager (non-physician) works as a
liaison between the psychiatrist and the patient. Diagnostic
and treatment protocols are often utilized

providers, under the supervision of a psychiatrist. Each of these models has advantages
and disadvantages. All are dependent on strong professional relationships between
providers, healthcare employees and management. Thus, psychiatrists need to
develop competency in development and leadership of such multidisciplinary teams
through training in communication, leadership and health system navigation.
The different kinds of integrated care settings provide a variety of opportunities for
clinical training (Table 12.1) [7-10].

Collaborative care is an evidenced-based integrated BH-primary care delivery
model that can serve as training experiences for psychiatry residents in integrated
care. In this setting, the psychiatrist serves as a consultant to the practice where
systematic screening, measurement, treat-to-target evidence-based algorithms
are implemented for BH conditions. The psychiatrist supports the primary care
provider in treating BH conditions through the supervision and training of a care
manager who sees patients face to face. In this way, the psychiatrist becomes part
of a team responsible for the clinic population of patients and learns about interdis-
ciplinary teams, communication, and consultation. Such clinical experience in
collaborative care fosters competency in the use of screening tools, measurement,
tracking outcomes, and understanding of the primary care setting. A summary of
the components of collaborative care settings and how such clinical experiences
meet crucial training needs and competencies is included in Table 12.2.

Telepsychiatry has the potential to expand clinical services to a wider geographical
area. It may be the most practical approach for rural or isolated areas needing BH or
other non-procedure-based medical services. It can have the same limitations of
other consultation approaches if there is no systematic collaboration between pro-
viders. It can be employed in collaborative care as a tool to supervise care managers
and communicate with PCPs. Thus, psychiatry training programs should include
training in telepsychiatry to foster competency in novel communication and patient
care methods.
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Specific Training Models

Combined Training

Combined trained, double board- or triple board-certified physicians in either family
medicine-psychiatry (FMP), internal medicine-psychiatry (IMP), neurology-
psychiatry (NP) or pediatrics-child psychiatry (PPSYCH) represent a highly trained,
knowledgeable physician force in BH and medical care integration. There are cur-
rently 30 “combined” psychiatry training programs. This includes 12 (IMP), 6
(FMP), 6 (PPSYCH), and 4 neurology-psychiatry programs (NP). These programs
comprise combinations of categorical programs and lead to board eligibility in those
component fields upon completion of training. In 1979, the West Virginia School of
Medicine inaugurated the first combined training program. Combined training pro-
grams showed expansion and growth in the 1990s, including the advent of combined
FMP programs in 1995. In May 2011, the American Board of Medical Specialties
reported 419 psychiatry dual-boarded IMP and 241 FMP physicians, the majority of
these from sequential training as opposed to combined training. Despite growth in
the 1990s, combined training programs are currently relatively uncommon. An esti-
mated 92 and 55 residents are currently pursuing IMP and FMP, respectively [11].

Despite relatively small numbers, it appears the combined trained physicians are
well positioned for significant contributions to health care delivery and academia.
Recent surveys indicate that combined IMP and FMP graduates were more likely to
work in academic settings and over two-thirds were active in integrated patient care
[12]. Another survey demonstrated that combined-trained physicians were more
likely to have leadership roles such as training director, division chiefs, chiefs of
service or department chairs, despite being younger compared to single-boarded
psychiatrists. Previous concerns that combined-trained physicians only end up prac-
ticing one specialty now appear unfounded, with the majority practicing both spe-
cialties in some form [11, 12].

Both IMP and FMP training comprise 5 years of training with 30 months in each
specialty. Combined NP is 6 years of training, which includes 30 months in each
specialty exclusive of internship year, which is comprised of internal medicine
training. The triple board programs are 5 years in length and include 24 months
training in pediatrics, 18 months in general psychiatry, and 18 months in child and
adolescent psychiatry. Combined training programs are not accredited by the
ACGME, but the component categorical programs receive such accreditation.

Trainees in combined programs benefit from rich, diverse clinical experiences and
career opportunities. Dually trained are eligible for subspecialty fellowships in either
field of their combined training, allowing for access to a wide array of further training.
Combined trainees also benefit from the synergy between two fields, often develop
unique perspectives from experiences in different departments and cultures, and can
act as translators between two fields. Most trainees believe what they gain is more
than merely the sum of the parts of the categorical trainings [13]. Graduates of com-
bined training are well placed to serve as leaders in developing new clinical models of
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integrated medical and psychiatric care where they can take advantage of their unique
joint training experience. The presence of integrated care settings, such as complexity
intervention (med-psych) units or medical psychiatry clinics, also can provide high-
quality training experiences to psychiatry and medicine trainees, partially addressing
gaps in current training for categorical programs in each field [14, 15].

Challenges for combined programs include complexity of administrative
arrangements, the need for both departments to consistently collaborate, and, in
some cases, lack of senior mentors and role models. Recruitment can be a chal-
lenge, as there is limited awareness of combined programs, and lack of understand-
ing of how programs are structured and what they offer. This is, in part, due to the
small number of programs and decline in number by approximately one-half over
the past 15 years. On the other hand, satisfaction with combined training programs
has been found to be very high in a number of surveys and board pass rates are often
higher than categorical trainees in the same training centers [11, 13].

Unfortunately, as of this book’s publication date, the American Board of
Psychiatry and Neurology will not allow the formation of new combined psychiatry
programs. This has likely hindered the persistence and growth of such programs.
The authors believe growth of combined programs is a positive step toward train-
ing experts in BH/medical integration. Moreover, combined programs foster
much-needed interdepartmental and interdisciplinary collaboration that creates
novel connections between faculty, stimulating innovation in education, research,
and patient care. The professional organization, Association of Medicine and
Psychiatry (www.http://assocmedpsych.org), is an excellent source of information
for these programs.

Cross-Training in General Medicine

It is well established that individuals with severe mental illness have shorter life
expectancies than those without BH conditions. Research shows this disparity is
significant, as individuals diagnosed with schizophrenia die 20-30 years sooner
than those who do not have schizophrenia, a number that cannot be explained by
their higher rates of suicide alone [16]. Cardiovascular disease is the most common
cause of increased mortality in this population, highlighting an area where physi-
cians can more effectively address primary prevention. Shorter life spans are not
unique to schizophrenia. Another study looking at mortality rates of those with
bipolar disorder found the standardized mortality ratio to be 2.5 in men and 2.7 in
women [17]. Patients with depression are not spared from higher risk of medical
illness, either, as those with post myocardial infarct (MI) depression have elevated
risk of recurrent MI [18]. Information such as this raises the question, “What can be
done to better implement preventive medical care for those with severe mental ill-
ness—a truly vulnerable population?”

Although these facts have been known for over two decades, little has been done
to change how and where we provide health care to these individuals. This is not
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surprising, as it is nearly impossible to effectively change large systems of care
without changing the way in which we train BH providers. It is clear that for patients
with SMI and comorbid medical problems, their medical issues often go untreated.
Many barriers can be cited, including lack of access to medical care, lack of trans-
portation, and poor adherence to medication, etc. But, these problems are not the
only ones. For those who do have a primary care provider, they may still not receive
adequate medical care. In the CATIE trial., only 12 % of mentally ill patients with
dyslipidemia received lipid-lowering agents, despite being in routine follow-up
with a psychiatrist [19]. Those with diabetes and hypertension fared better, but there
was ample room for improvement. In another study, none of the outpatient psychia-
trists who responded said they routinely performed a physical exam on new patients
[19]. Based on this information, identification and treatment of medical problems
by psychiatrists is the exception, not the rule. This section aims to address what can
be done to bridge these gaps in care, emphasizing psychiatry’s role in preventive
care for those with BH conditions.

Recommendations for an Integrated Psychiatry Residency Curriculum

To examine areas where change can be beneficial, consider psychiatric residencies.
The ACGME requires training programs to provide 4 months of primary care expe-
rience for psychiatry residents in the first year of training. For the vast majority of
residencies, this requirement is met by rotating on inpatient medical units. This set-
ting offers little in the way of longitudinal, preventive care didactics or experiences
in continuity of care. Longitudinal training experiences result in long-term retention
of information, while ensuring providers stay current on the constantly changing
field of medicine. Since the majority of psychiatrists work in outpatient settings
after finishing residency, inpatient medical knowledge clearly does not map well
onto their future work environments. It also fails to expose psychiatry residents to
roles in outpatient liaison services or patient advocacy that are much needed in
today’s complex and fragmented medical system. Likewise there is a lack of longi-
tudinal responsibility for patients in general medical settings, limited integration of
medical care into ambulatory psychiatric training settings, and little mandated
responsibility for overseeing a team at advanced stages of residency training.
Reforms can take several different pathways, the most radical being reorganiza-
tion of psychiatric residency training. Rather than residents rotating primarily on
inpatient medical services to fulfill their primary care requirements, they should be
offered outpatient experiences in primary care settings that span their entire resi-
dency. Inpatient rotations in complexity intervention or “medpsych” units, that are
preferentially part of the same clinical network as primary care training, could pro-
vide relevant training in higher acuity comorbid BH-medical illnesses. Clinical
supervision might be offered by either combined-trained or both generalist physi-
cians and psychiatrists working together. A curriculum that addresses primary and
secondary prevention, as well as common primary care disorders unique to BH
patient populations, would be a main focus of their clinical experience. As trainees



206 R.M. McCarron et al.

advance in residency training, they could expand their continuity experiences by
working in specialty clinics of their choosing (e.g., pain medicine, cardiac rehabili-
tation, endocrinology clinics). This shift to an outpatient location with the addition
of didactics tailored to preventive care for the behaviorally ill, would give trainees
expanded skills which translate to increased career opportunities. Trainees who
envision themselves embedded in specialty clinics or who want to work in areas
where there is significant overlap with psychiatry such as pain or neurology, could
choose longitudinal experiences in the relevant specialties. Table 12.3 provides a
recommended curriculum template for psychiatry residency programs that targets
the growing need for training in integrated care. The core components of this train-
ing include longitudinal clinical and didactic learning opportunities in preventive
medicine; primary care medicine; primary care-based psychotherapy training; con-
sultation/liaison with PCPs in the area of primary care psychiatry and collaborative
care training. Rotation in subspecialties such as sleep and pain medicine may also
be considered, as these fields have common interplay with general psychiatry.

A preventive care curriculum for psychiatry residents would emphasize primary
prevention by including topics such as smoking cessation, exercise, diet, immuniza-
tion, cancer screening, cardiac risk assessment, prevention and treatment of sexually
transmitted infections, and age-appropriate health screening. A comprehensive pre-
ventive medicine curriculum should be available for psychiatry trainees in 2014.
Secondary and tertiary prevention might also be taught so that psychiatrists could, in
part, address hypertension, heart disease, or diabetes. The latter point is important,
since psychiatrists often prescribe atypical antipsychotics that can cause metabolic
syndrome and already must monitor HgB A1Cs and fasting lipid panels in patients
taking these drugs. The curriculum might also incorporate motivational interviewing
and other brief psychotherapies that could aid patients in meeting their health care
goals. Table 12.4 provides a practical overview on how psychiatry residency pro-
grams can enhance cross-training in preventive medicine and collaborative care.

One group that deserves attention is psychiatrists already in practice. A stronger
effort should be made to educate these physicians so that better preventive care
starts now, not several years down the road. Continued medicine education credits
and coverage of preventive medicine at national psychiatry conferences should
become more readily available.

Train New Trainers (TNT) in Primary Care Psychiatry

At least 60 % of all ambulatory mental health care in the USA is based in the pri-
mary care setting. This is likely to increase over the next decade. Primary care pro-
viders generally receive very little formal psychiatric training, which may result in
inaccurate diagnosis and ineffective treatment of mental heath disorders. Although
much of this is due to a hurried clinical schedule and less one-on-one time with
patients, studies suggest primary care providers are inexperienced when it comes to
the diagnosis and treatment of both commonly encountered and more complex



Table 12.3 Integrated curriculum for residency training

Postgraduate
year (PGY)

Proposed integrated curriculum for psychiatry residents

PGY 1

PGY 2

PGY 3

PGY 4

Minimum of 4 months primary care medicine
Intensive care clinical experiences are not recommended
Preferred experiences include complexity intervention or “medpsych units,”
primary care or urgent care sites serving patients with high BH needs, or
primary care sites with strong multidisciplinary teams
During all 4 years of training, initial physical examinations and assessments of all
general medical complaints made by patients in a psychiatric hospital should
be done by the psychiatry resident
Longitudinal didactics related to primary and secondary prevention of common
general medical disorders
One half day per week brief psychotherapy and psychiatric medication
management in the primary care setting.
The focus would be on a practical introduction to supportive psychotherapy,
motivational interviewing, and cognitive behavioral therapy
Setting may include co-located BH services in primary care, collaborative care
sites or less preferably, physically separate BH and primary care sites with
enhanced access and communication
Longitudinal didactics related to primary and secondary prevention of common
general medical disorders
Longitudinal didactics related to performing “primary care psychiatry”
consultation-liaison and/or collaborative care in the primary care setting.
Clinical assessments based on AMPS screening.
Didactics in quality and practice-based improvement
Completion of a quality improvement project related to BH care in primary care setting
One half day primary care medicine, with a focus on providing primary and
secondary prevention of common disorders
The setting may be a co-located primary care for the SPMI population, or primary
care site with substantial BH population; select specialty sites might be
considered depending on interests (such as HIV, geriatric, correctional medicine)
May include 2—4 h per week as a consultant psychiatrist to primary care,
development of education and training for primary care in psychiatry, or a
collaborative care rotation
All or a proportion of the 1 year of psychotherapy training can be done in the primary
care or medical setting, with a focus on brief psychotherapies, such as motivational
interviewing, cognitive behavioral therapy or problem solving therapy
Longitudinal didactics related to primary and secondary prevention of common
general medical disorders
Longitudinal didactics related to performing “primary care psychiatry”
consultation-liaison and collaborative care in the primary care setting. Clinical
assessments based on AMPS screening.
Didactics in quality and practice based improvement
Completion of a quality improvement project related to improving primary care
among BH patient panel.
One half day primary care medicine, with a focus on providing primary and
secondary prevention of common disorders
Preferred sites would include strong multidisciplinary teams, patient-centered
care, quality improvement
2 months of elective time in pain medicine, sleep medicine or other specialties that
have a strong interface with general psychiatry
Didactics in quality and practice-based improvement
Completion of a quality improvement project on improving BH-medical care integration
with focus on the system of care and improving access, delivery, or transitions.
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Table 12.4 General medical cross-training for psychiatry trainees

Targeted
educational
opportunities
for psychiatry
Cross-training experiences trainees Potential barriers
Interns may benefit from spending at least A, B Inpatient medicine service needs
50 % of the required medicine clinical may not allow for this
experience in a primary care setting
Trainees should be encouraged to attend A,D Must be planned in advance and
IM or FM grand rounds that have a trainees may only attend during
clear focus on the prevention of less time-intensive or elective
common medical conditions clinical rotations
Establish multidisciplinary “Med Psych” A, B, D This is beneficial to all involved
ground rounds 2—4 times per year. and will only take effort to
Faculty and trainees from IM, FM, and coordinate. There should be a
psychiatry can organize and facilitate focus on preventive medicine in

psychiatry and primary care
psychiatry practice
Integrated Med Psych Learning Session A,B,C,D,E These educational sessions for

(IMPuLSe) can be cosponsored by residents require protected time.
psychiatry, IM, and FM chief residents Sessions may be more effective
and be done 46 times per year is case-based

Slowly introduce clinical rotations in A,B,C,D,E Service needs may not allow for
primary care settings. This can be this. Focus should be on
1 month electives or one half day per learning how to consult in the
week longitudinal experiences primary care setting.

Targeted reading: A,D Some minimal costs may apply

Journal Watch—general medicine
Current Psychiatry (Med Psych Section)
American Family Physician

IM internal medicine, FM family medicine

A, Preventive medicine updates for psychiatry trainees; B, Learn how to interface and consult with
primary care providers and staff; C, Learn how to best utilize evidence-based, individual and
group, brief co-therapies; D, Allows for a more effective, longitudinal learning experience; E,
Learn by teaching in small group settings

psychiatric complaints. Psychiatrists will be increasingly utilized at integrated clini-
cal sites and should understand how to work as both educational and clinical con-
sultants in these settings. Specifically, psychiatric trainees should become familiar
with the practice of “primary care psychiatry,” which is focused on the diagnosis
and treatment of widely prevalent psychiatric disorders in the medical setting. One
can conceptualize primary care psychiatry as an abridged and targeted form of BH
delivery, which can be practiced by providers who have limited formal psychiatric
training and relatively less time spent with patients.

Dually trained faculty at the University of California, Davis, created a curricu-
lum with this focus and is largely based on the mnemonic “AMPS”, which details a
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specific, evidence-based and effective diagnostic protocol for Anxiety, Mood,
Psychotic, and Substance disorders [20]. We suggest psychiatric trainees learn how
to teach the key elements of primary care psychiatry to colleagues in the primary
care setting. This requires an understanding of the complex and fast-paced primary
care culture, the prevalence of common disorders, and how screening and a
population-based approach to BH can be implemented. Trainees would also need to
gain skills as teachers including the ability to adapt psychiatric knowledge and
practice to the needs of a PCP. Trainees can gain such experience with clinical con-
sultation, collaborative care rotations or regularly scheduled collaborative, multidis-
ciplinary, didactic sessions at the clinical site. An established primary care psychiatry
curriculum should be used.

Conclusion

The implementation of the ACA will necessitate significant changes to the BH care
organizational infrastructure, which involves increasing primary care and BH inte-
gration. It will be difficult to realize these important changes and improve BH care
delivery unless meaningful transformation in psychiatric education is implemented.

We propose changing training to include more emphasis on longitudinal, multi-
disciplinary, and collaborative approaches to patient care. A 4- to 6-month transient
immersion into inpatient medicine during the intern year is no longer optimal train-
ing. Specifically, psychiatry trainees should receive ongoing training in the area of
preventive medicine for those who have mental illness and learn how to improve the
overall health of the BH population. Ideally, training will occur alongside colleagues
in family medicine and internal medicine, within the same institution, to foster
informal learning, collaboration and innovation. Trainees who are longitudinally
imbedded in primary care sites are more likely to stay current with frequently
changing subject matter (diagnostic and treatment changes for diabetes, hyperten-
sion, arthritis, asthma, obesity, etc.) and better prepare them for future employment
and practice. Interdepartmental teaching sessions can also be utilized.

Psychiatry residents must become competent in communication and collabora-
tion with PCPs and staff. Trainees would benefit from learning how to serve as both
educational and clinical consultants. Working in this capacity will likely increase
their referral base, decrease unnecessary or inappropriate referrals, and decrease
morbidity and mortality in those with SMI, a vulnerable population.

Most psychiatric training programs have not yet instituted these suggested cur-
ricular changes. We recommend incremental transformation, while focusing on the
long-term goal of preparing psychiatric residents for an ever-changing clinical prac-
tice that is becoming closely tied to integrated care. It is important to partner with
other institutional departments who value collaboration with psychiatry trainees
and faculty—often a “win-win” situation.
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Chapter 13
Research in Integrated Psychiatric Care

Grayson S. Norquist

Abstract Advances in neuroscience have brought us closer to a better understanding
of the pathology and etiology of psychiatric illness and substance use disorders, and
led to new efforts in treatment development. However, any new treatments will be
of limited utility if they are not implemented in standard clinical practice. Integrated
care has been shown by research studies to be one potential way of improving care
for those patients who are seen in primary care settings and to some extent improve
medical care delivered in mental health settings. This chapter presents research out-
lining the issues regarding health care services for those with psychiatric illness and
substance abuse, a description of current models of integrated care, research on
these models, limitations of current research, future research needs, and implica-
tions of research findings for current practice and policy.

Background

Advances in neuroscience have brought us closer to a better understanding of the
pathology and etiology of psychiatric illness and substance use disorders and led to
new efforts in treatment development. However, any new treatments will be of lim-
ited utility if they are not implemented in standard clinical practice. Thus, research
that helps elucidate barriers to accessing and delivering appropriate health care ser-
vices and tests models that improve access and care is critical. Without such
research, people with these disorders will continue to suffer unnecessarily.
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Integrated care has been shown by research studies to be one potential way of
improving care for those with psychiatric illness and substance use disorders who
are seen in primary care settings and to some extent improve medical care delivered
in mental health settings. This chapter presents research outlining the issues regard-
ing health care services for those with psychiatric and substance use disorders, a
description of current models of integrated care, research on these models, limita-
tions of current research, future research needs, and implications of research find-
ings for current practice and policy.

Prevalence of Disorders

With an estimated 12-month prevalence close to 7 %, major depressive disorder is
among the more common mental disorders seen in primary care. It is projected to
become one of the three leading causes of disease burden by 2030 [1, 2]. As many
as 50 % of all depressed patients in primary care settings may remain undiagnosed
[3]. Other common mental disorders likely to be seen in primary care settings
include anxiety and substance use disorders. Thus, these (esp. depression) are obvi-
ous disorders to address initially when attempting to improve mental health care in
the primary care setting.

In the mental health care setting there is often a lack of appropriate medical care
for those with severe mental illnesses (SMI). The National survey on Drug Use and
Health (NSDUH) estimated the prevalence of SMI in adults to be about 5 % in
2010. The same survey noted increased comorbidity in people with SMI of respira-
tory disorders (asthma, pneumonia), cardiovascular disease (hypertension, heart
disease, stroke), and substance use disorders [4]. The National Comorbidity Survey-
Replication (NCS-R) reported that more than 68 % of people with mental disorders
have one or more general medical disorders [1].

As many as 12 million people in the USA who have severe mental illnesses die
prematurely from preventable comorbid medical conditions such as diabetes,
cardiovascular disease, and cancer [5]. The estimated range of early mortality is
13-30 years, but these mortality figures do not reveal the increased morbidity and
overall disease burden suffered by people with these illnesses. The etiology of this
increased mortality and medical comorbidity is not clear. It may be the result of lack
of access to needed medical services, i.e., less likely to have insurance, no preven-
tive services, the quality of general health care is poor; risky health behaviors, e.g.,
increased tobacco use; the side effects of the pharmacological treatments for these
illnesses; and/or the physiological effect of the illnesses themselves, e.g., changes
in the neuroendocrine system that may lead to atherosclerosis, or inflammatory
processes in major mental disorders [6]. As many as one-third of those with SMI
have at least one undiagnosed medical disorder [7].

There is evidence racial and ethnic minorities with SMI have even worse cardio-
vascular health than others. This is thought to be associated with a higher prevalence
of obesity, diabetes, and multiple chronic medical conditions in these populations.
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This issue is not confined to the USA where some believe the etiology is due to
a disorganized system of health care. A study in England found substantially short-
ened life expectancies for those with serious mental disorders living there. This was
especially true for those who had schizophrenia and substance abuse. Having any
psychiatric diagnosis was associated with a 65 % higher than expected total mortal-
ity. The study found an elevated mortality from coronary heart disease in young
adults with SMI and an increased mortality from stroke in all age groups. The use
of antipsychotic medications and adverse lifestyle choices, such as high calorie
diets, physical inactivity, and illicit drug use, were associated with an increased risk
of cardiovascular events in these populations [8], although it is important to note
that these findings have been reported as far back as the 1930s prior to the advent of
current treatments for either psychiatric or cardiovascular disorders [9].

Use of Services

Many of the problems seen in primary care are medical symptoms with associated
behavioral components, e.g., fatigue, dizziness, insomnia, and pain. More people in
the USA receive mental health care from primary care providers than from mental
health specialists [10]. As many as 70 % of people who have psychiatric illness
receive treatment in the primary care setting [11]. Fewer than 3 % of older adults
report seeing a mental health professional for treatment. Instead they tend to seek
help in a primary care clinic [12].

Unfortunately, most primary care providers are not able to access appropriate men-
tal health services for their patients. Only about 30 % of patients with anxiety or
depressive disorder received some form of appropriate treatment. Thus, although iden-
tification is important, the type of treatment received also needs improvement [13].

Certain populations have even more difficulty accessing appropriate mental
health services. People with a mental disorder who live in a rural area are less likely
to receive treatment for their disorders compared to those people with a mental dis-
order living in urbanized areas. This is especially true when considering access to
specialty mental health services. Over two-thirds of the federal designated mental
health profession shortage areas are in rural counties [14]. Only 31 % of Asian
Americans, 36 % of Latinos, and 41 % of African Americans report seeking depres-
sion care during the prior year compared to 60 % of non-Latino whites [15].

Current Models

Before considering research findings on integrated care it is important to first out-
line what it is and how it came into existence. The term integrated care encompasses
a wide variety of ways in which health care services are coordinated among clini-
cians and sites over time. It can also include very well-defined specific
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Table 13.1 Key components of collaborative care models

Component Description

Care manager Health professional, e.g., nurse, who educates, behaviorally activates,
coordinates care, and addresses nonclinical issues in an attempt to
reduce barriers to improvement of clinical disorders

Multi-professional Primary care clinician, supervising psychiatrist, and supporting
approach behavioral health professional

Structured Proactive monitoring of outcomes, communication with clinicians, and
management plan scheduled appointments

Stepped care Evidence-based algorithms that promote escalation to higher levels of

treatment when initial treatment outcomes do not show improvement
Clinical information ~ Software systems that allow clinical data documentation, monitoring,
systems and ongoing communication to clinicians
Patient-centered care  Approach to care delivery that attempts to improve patients
understanding of their health situation and to involve them in making
health care decisions

interventions. Integrated care models can include a variety of components either
alone or in various combinations. These might include improved communication
systems (sharing information among providers), active collaboration (common
goals among providers), multidisciplinary teams with mental health expertise (co-
located or enhanced referral), and better continuity of care.

Integrated care can be characterized by using several dimensions such as physi-
cal proximity of services, level of communication among providers, amount of col-
laboration among clinicians in treatment planning, range of services available, and
how financing of care is handled. Care management components can be classified
along two dimensions: (1) level of integration of the steps in the process of care and
(2) degree to which the roles of clinicians are integrated [16].

In the hospital setting, integrated care can range from low integration and acuity,
e.g., consultation as needed, to high integration and acuity, e.g., complexity inter-
vention (previously called medical-psychiatry) unit. Outpatient integrated models
range from behavioral health services located in primary care settings to medical
services located in mental health settings. In those within primary care settings,
there may be co-located mental health units as well as models that emphasize active
and coordinated collaboration between the primary care and mental health clinician,
even if geographically separate [17].

Collaborative care is a very specific model of integrated care built on the Chronic
Care Model [18]. It uses a care manager who focuses on managing one or more
common mental disorders. This person tracks outcomes and communicates infor-
mation to the physician and patient. In addition, the care manager educates patients,
involves them in their treatment, monitors outcomes through structured scales,
ensures continuity of care, encourages treatment adherence, provides brief counsel-
ing, and facilitates consultation with a specialist and referral to specialty care. The
goals of treatment are measured and clinicians use stepped-care algorithms to guide
their treatments while monitoring clinical outcomes [19]. The key components of
this model are outlined in Table 13.1.
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There are multiple reasons for integrating mental health and primary care. Mental
health problems can exacerbate the disability associated with physical disorders and
may complicate their management. Patients with these comorbidities consume high
levels of medical services and often present first in primary care [16]. Mental disor-
ders are often difficult to identify in the primary care setting and cover a broad range
of conditions from interpersonal issues to severe cognitive processing problems. All
are classified by using symptom clusters and are not easily identified in health care
datasets since diagnoses may not be recorded with other medical disorders. The
primary care provider is often not trained well to manage these types of problems
and patients seen in primary care are often reluctant to self-identify them due to
stigma, lack of self-awareness, or unwillingness due to symptoms of the disorder
itself, e.g., depression. Mental health problems often require increased time or effort
and current financing models do not provide incentives for primary care providers
to identify and treat them.

Integrated care is not a new concept. The integration of mental health care ser-
vices into medical settings started over 80 years ago with the development of
consultation-liaison services (C-L) and the growth of inpatient and ambulatory psy-
chiatric services in general hospitals [20]. In Germany a separate medical special-
ization called psychosomatic medicine was developed. In recent decades, integrated
models have expanded beyond the traditional consultation model envisioned by C-L
services. This expansion has included development of complexity intervention
units, co-located mental health and primary care outpatient services, and provision
for medical services in community outpatient mental health settings, all often oper-
ating under a population health model. The Institute of Medicine in its report,
Crossing the Quality Chasm, called for coordination of care across patient condi-
tions, services, and settings. In addition, the World Health Organization and the
European Commission have also promoted the importance of integrated care [19].

Managed care systems, such as Kaiser Permanente of Northern California, have
been interested for some time in improving coordination of care in primary care
settings. Kaiser established co-located services in the mid-1990s. It is an integrated
health care system with efficient use of hospital services and strong investment in
information technology. It has highly coordinated primary care services and uses
clinical protocols to drive performance. Yet it has never been clear how this model
translates into delivery of integrated services at the clinical level and what compo-
nents are critical for improving clinical outcomes [21]. Even within the “integrated”
Kaiser system, behavioral health practitioners are paid from an independent budget
and are supported through a separate behavioral health administrative structure.
This may lead to perpetuation of behavioral health care that is not integrated.

The Veterans Administration is another integrated health system that has
attempted to improve coordination of care for its patients. The White River Junction
Veteran’s Administration (VA) Mental Health Service has provided co-located col-
laborative care in its primary care clinics for almost a decade. This model has spread
across VA medical centers and community based outpatient centers. The VA has
also implemented a program that keeps track of clinical improvement through tele-
phone checks with rating scales. Information, electronically available is conveyed to
the primary care physician [21]. Care management components in the VA system
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include the Behavioral Health Laboratory (BHL) and Translating Initiatives for
Depression into Effective Solutions (TIDES). The BHL uses a structured telephone
assessment interview with mental health professionals providing clinical expertise
as needed. The TIDES program uses a nurse telephone care manager who collabo-
rates with primary care clinicians to provide protocol based assessment, monitoring,
and care management [22]. The VA is placing more emphasis on co-located col-
laborative providers and care managers.

Models of other outpatient programs include the Depression Improvement
Across Minnesota, Offering a New Direction (DIAMOND) program and the
Washington State Mental Health Integration Program (MHIP). These are imple-
menting collaborative care in various community settings within their geographic
regions. TheMHIP model uses a collaborative approach in a primary care setting
with a care coordinator, a consulting psychiatrist, and other mental health providers.
However, patients who are too difficult to manage in the primary care clinic are
referred to a community mental health center for treatment. A pay for performance
program was initiated, and funding for clinics has been contingent on meeting
defined quality indicators. A key component of the program has been the systematic
collection of quality indicators and clinical outcomes. This program has improved
substantially the quality and outcomes of care provided. Time to improvement has
been reduced compared to that before the program [23].

As noted in section “Background,” very little has been done to develop integrated
models in community mental health settings to handle the comorbid medical prob-
lems found in those with SMI. This is of special importance as people with SMI are
followed primarily in community mental health centers and rarely in primary care
clinics. However, there are some models in the USA of programs that are designed
to help this population. Maine has initiated diabetes health teams that conduct
disease and risk screenings, integrate health goals into individual service plans and
enhance client engagement with primary care providers. New York has a program
to promote improved tobacco dependence treatment for people with SMI through
provider training and educational workshops. All facilities operated by the state are
required to follow client’s blood pressure, body mass index and smoking status at
least every 3 months. In addition, New York has a state-wide quality improvement
initiative that fosters improved prescribing practices related to polypharmacy and
cardio-metabolic health.

Federal agencies have also funded projects to address the problem of medical
comorbidity in those with SMI. SAMHSA is funding communities to coordinate
and integrate primary care services into publicly funded community-based mental
health settings. CMS is funding states to set up health homes with comprehensive
care management, care coordination, and transitional services after inpatient care.

Outside the USA, Denmark and the UK have the most developed coordinated
care strategies [19]. In the Netherlands, the care manager not only monitors treat-
ment but also provides some treatment. In Australia, the Mental Health Nurse
Incentive Program provides incentive payments to community practices that use
mental health nurses to assist in coordinating clinical care for those with severe
mental disorders.
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Research Findings

Research is critical to understand whether various models of integrated care are
effective interventions for improving clinical outcomes in people treated within
those models. In this section, some of the important studies of integrated care
are outlined and recent comprehensive analyses of existing research studies are
presented. The section is organized by the setting within which the integrated
care model is implemented: outpatient primary care, outpatient mental health care,
or inpatient. A final section discusses evidence for specific interventions.

Outpatient Primary Care Setting

An example of a study using integrated care in an older population was the Primary
Care Research in Substance Abuse and Mental Health for Elderly (PRISM-E) study.
It compared integrated care (co-located mental health [MH] and substance abuse
providers in primary care) to enhanced specialty referral for depression, anxiety,
and alcohol use problems in adults ages 65 and over. The integrated model resulted
in more patient engagement (i.e., increased MH and substance abuse visits) than in
the enhanced specialty referral model. However, there were no significant differ-
ences in clinical outcomes between the two models and the outcomes were similar
to those achieved in usual care [12].

The largest trial of the collaborative care model for people with depression was
the Improving Mood and Promoting Access to Collaborative Treatment (IMPACT)
study. A large number of research studies have replicated this model in various set-
tings and diverse populations. They have confirmed the initial IMPACT results
showing it leads to improved outcomes for adults with depression. The same posi-
tive results have been obtained from research trials using this model with people
who have panic disorder and generalized anxiety disorder, bipolar disorder, and
Alzheimer’s disease. These models have shown they are cost-effective compared to
usual care and have been implemented in diverse health care settings [21].

An analysis was conducted of the Washington State Mental Health Integration
Program (MHIP). It showed improvement in clinical outcomes after implementa-
tion of the program. The problem with the study was the lack of randomization, and
thus, one cannot conclude the program and associated pay for performance incen-
tive was causally related to the improved outcomes found in the study [23]. A recent
evaluation of people in MHIP found that one-third of patients were not screened for
substance use. Among those who screened positive, about two-thirds were not
referred to substance abuse treatment [24].

The Partners in Care study evaluated two different quality improvement pro-
grams for people with depression who received care in managed primary clinics.
One program facilitated medication management and the other facilitated psycho-
therapy. Patients were followed for close to 10 years in various parts of the study.
Both programs used a collaborative care model, but clinics and clinicians were not
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told what to do and were encouraged to follow their own goals. Research findings
confirmed that modest quality improvement programs, such as these, can decrease
the burden of depression and improve clinical outcomes and quality of life. Although
the programs were cost-effective from a societal perspective, they did increase over-
all direct health care costs. The programs, especially the psychotherapy one, reduced
disparities in health outcomes for racial and ethnic minority groups. While the main
effects on quality and health outcomes were gone after 10 years, there were still
some indirect effects as reflected in reduced long-term depression and barriers
to care [25].

Most studies have focused on improving depression outcomes alone. However, a
large randomized trial involving 14 different primary care clinics was conducted to
determine if care management for multiple conditions would improve medical out-
comes and depressive symptoms in a primary care setting among patients with
major depression and comorbid poorly controlled diabetes, coronary heart disease
or both. Nurses used motivational interviewing techniques and coaching to help
patients set goals for medication adherence and self-care. A psychiatrist, primary
care physician and psychologist supervised them. Once patients achieved targeted
levels, a maintenance plan was put in place. The intervention included proactive
follow-up by nurse care managers working closely with clinicians. They ensured
integrated management of medical and mental health illnesses. This study used
individualized treatment regimens guided by treat-to-target principles. Results
showed this intervention improved significantly not only the depressive symptoms
but also comorbid diabetes and/or coronary heart disease [26].

An example of research on programs in the VA system was the St. Louis Initiative
for Integrated Care Excellence (SLICE) study. It provided a seamless integration of
services using a collaborative care model. A study of this initiative found it increased
access to mental health care in the VA primary care setting. However, it is not clear
that clinical outcomes were improved by this intervention [27].

A trial in rural VA clinics using telehealth services, a stepped-care approach for
depression treatment, collaboration among primary care providers and mental
health clinicians and a nurse care manager showed it was effective in improving
days free from depression but more expensive than urban, collaborative care inter-
ventions for depression. The increased costs were most likely due to the increase in
the amount of services. Although effective in decreasing the number of days with
depression, this outcome was not statistically different from usual care [14].

Review of research studies on outpatient integrated care models shows they
almost always use a designated care manager to manage depression but not all
health problems. Many models attempt to enhance patient engagement in the
care process. However, rarely do they actually have patients complete self-help
exercises, and psychotherapy is rarely used as an intervention. Systematic follow-up
of patients to monitor clinical outcomes or medication adherence is common as well
as formal stepped-care protocols for those not responding to treatment. All models
include a mental health specialist who is available for consultation but involvement
of this clinician and their level of expertise vary. Some use co-located services at the
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primary care site and some have used telemedicine technology. Models differ on
who assumes primary decision making with some using coordinated decision mak-
ing practices and others allowing the primary care clinician to make decisions. The
results do not show any effect by level of integration on outcomes but are positive
for response and remission when the level is not considered (i.e., collapsed into
one). Yet results are not consistent [16]. Some studies have shown integrated care
models can reduce absenteeism from work and increase productivity with annual
savings from the cost of loss work [28].

A recent comprehensive analysis of existing randomized controlled trials of col-
laborative care for depression and anxiety concluded it is associated with significant
improvement in depression and anxiety outcomes compared to usual care. These
benefits were found for results up to 2 years. While initial studies suggest depres-
sion improvement and cost savings persist for up to 5 years, there are not enough
existing studies to conclude the benefits extend beyond that period of time.
Collaborative care increases the use of antidepressant and antianxiety medications.
It is more effective than usual care in terms of improving mental health and physical
health quality of life and patient satisfaction. However, research to date does not
show collaborative care to be more effective in adolescents with depression.
It appears to be more effective than feedback alone but given the lack of comparison
studies with consultation-liaison or enhanced referral, it is not possible to conclude
if the latter are as equally effective. In addition, there has been variation in the inten-
sity of the intervention (number of visits) and the comparative intervention, usual
care, has not been well defined [29]. The positive outcomes found in the USA have
been replicated in several European countries.

A report on analysis of interventions to improve treatment engagement among
patients from underserved racial-ethnic communities who have mental illness found
the collaborative care model was the only approach that appeared effective for
depression in these populations. Important components that appear to have contrib-
uted to improved outcomes were the use of patient preference to choose treatment,
use of a care manager and psychiatric consultation. For those with schizophrenia, an
adapted form of multi-family groups (MFGs) improved medication adherence in
Mexican-American populations and appeared to improve clinical outcomes in the
same population. For those with mixed diagnoses a mobile crisis team improved
attendance at outpatient appointments. Telephone-based motivational interviewing
may also improved attendance at outpatient sessions in certain racial and ethnic
minority populations [15].

Randomized trials of collaborative care interventions for depression in elderly
populations have shown such interventions were more effective in reducing suicidal
ideation and depressive symptoms in depressed older patients. Such improve-
ments may be the result of increased treatments (medications and psychotherapy).
It was unclear if the communication component between providers was critical
for improving outcomes. Outcomes did not appear to be influenced by comorbid
medical disorders. These interventions appear to be safe and readily accepted in
older population groups [30].
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Outpatient Mental Health Setting

The above studies are concerned with improving behavioral health care in outpa-
tient medical settings. However, there have been few studies of integrated medical
services in community mental health centers. There is some evidence that
co-locating primary care providers in public mental health settings and integrating
programs of medical and mental health care increases access, continuity and coor-
dination of care for those who have SMI. These models of care have been shown to
reduce health disparities in health care. However, using enhanced referrals from the
public sector to appropriate medical services have not shown evidence of improving
care [31]. Primary care providers are less likely to follow-up people with SMI for
their physical and mental health problems [32].

One study of integrated care in a mental setting was the Primary Care Access,
Referral, and Evaluation (PCARE) study. It was a randomized trial of a medical care
management intervention for people with SMI treated in community mental health
settings. Nurses served as care managers and provided patient education, logistical
support for obtaining primary care services and enhanced activation in health care
by using motivational interviewing techniques. The study found improvements in
health status at 2 years compared to usual care and demonstrated a cost offset for
medical services. Unfortunately, it was not financially sustainable under the reim-
bursement conditions at the time, i.e., the lack of funding for services for many of
the patients once grant funds ceased [33].

A recent review of interventions to improve cardiovascular risk factors in those
with SMI did not find any studies of peer and family support interventions to address
elevated CVD risk, or any that specifically addressed elevated lipids. The outcomes
reported by studies were primarily metabolic and few reported physical function
and overall CVD risk (e.g., Framingham index) [34].

Inpatient Setting

There have been few controlled trials of traditional hospital models of consultation
services. These studies have shown low rates of consultation and usually for those
who had urgent psychiatric problems. However, it appears that proactive case iden-
tification can lead to higher rates of consultation and reduced average total hospital
length of stay [35], although this work needs to be replicated. Inpatient models that
focus on liaison efforts with the mental health clinician show high satisfaction
among team members, but there is a lack of support for effectiveness in improving
clinical outcomes. Active care management models in hospital settings that iden-
tify and manage those with high needs for care have been implemented in some
European countries and found to reduce hospital length of stay and improve quality
of life [18].
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Table 13.2 Evidence for interventions to improve behavioral health in primary care

Intervention Evidence

Screening Limited effects on outcomes, especially if no capacity to manage
disorder

Education/training No evidence for improved clinical outcomes; educational outreach
visits may improve prescription practice

Treatment guidelines Adherence to guidelines may improve outcomes in some settings but
not consistent when used alone

Specialty referral No evidence this alone improves outcomes; patients most often do
not attend appointments

Tracking outcomes May be helpful but need clear management plan to change treatment
if improvement is not occurring

Patient-centered care Engagement of patients in care appears to improve outcomes

Collaborative care With components listed in Table 13.1, strong evidence for improving

outcomes for depression and anxiety in primary care

Evidence for Specific Interventions

It would seem obvious that screening for mental disorders in primary care, educat-
ing primary care providers to provide the correct treatments for mental disorders,
and the use of evidence-based guidelines with available consultation from mental
health experts would all be important contributors to improving clinical outcomes
for people seen in the primary care setting. Yet research studies have failed to show
any of these individually lead to improved outcomes for patients with mental disor-
ders seen in primary care settings. There is no evidence that screening, education
and training of primary care providers, use of practice guidelines or co-location of
services alone, i.e., without collaboration, are effective. However, research does
support involvement of patients in treatment decision-making and the use of col-
laborative care models. These collaborative care models use principles of chronic
disease management such as establishing and sustaining effective communication
and collaboration between primary care and mental health providers. Care manag-
ers facilitate collaboration and support systematic diagnosis, outcomes tracking,
and adjustment of treatments based on clinical outcomes (i.e., stepped care). Thus,
high coordination of care, shared responsibility for the patient and higher levels of
communication among team members seem to be important components. This does
not mean that specific interventions may not be critical—just not apparently when
used alone [27]. A summary of these findings is presented in Table 13.2.

Limitations of Research

Although research shows integrated care, especially collaborative care, can lead to
improvement in clinical outcomes, there are limitations in the way prior studies
were conducted. These limitations do not negate these research findings but
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emphasize the need for caution when interpreting results, especially if using them
to change practice or inform policy decisions. Recognition of these limitations helps
us understand what questions remain unanswered about the effectiveness of inte-
grated care, what aspects are relevant to a particular setting, and what improves the
design of future research studies.

Many studies have been conducted at single sites and have not tested in under-
served areas across the USA. This restricts the ability to generalize findings outside
the sites studied. Given the lack of diverse multiple sites in prior studies, it is not
possible to generalize findings for collaborative care in populations outside the USA
or Europe. In addition, the length of the studies has restricted the ability to show
long-term effects (i.e., beyond several years). Many studies have controlled what
services are available and the likelihood of people doing the same in the real world
is less likely. For example, one can increase available appointments to specialists
but there is no guarantee people will keep those appointments and many specialists
have heavy case-loads already. Most studies are in outpatient settings and it is
unclear what may work best for inpatient settings. This is particularly critical for
uninsured and underserved populations who are not likely to seek services until they
require hospital treatment.

The vast majority of studies have focused on addressing the problem of depres-
sion alone or other common mental health conditions found in primary care settings.
The majority of studies addressed depression uncomplicated by other mental health
comorbidities, e.g., substance use, or medical comorbidities. Very few have addressed
the problem of providing general health care services in public mental health clinics
to address the needs of people who have severe mental SMI and comorbid medical
problems. No studies have addressed models that incorporate treatment of people
with SMI and complex cases into primary care clinics. This limits the ability to
generalize findings to complex patients with comorbid conditions.

In many cases, external resources covered the costs of the additional personnel
and extra time spent with patients. Many sites volunteered, so it is unclear how
well these models will work in typical settings with limited funding for extra
personnel.

There are problems in studies of collaborative care with the way in which patients
are allocated to collaborative care or routine care. This allocation is not always free
of bias. In addition, many patients do not complete follow-up or provide information
about their outcomes. The mean effect for collaborative care estimated in comprehen-
sive analyses of randomized trials, although significant, is modest by current conven-
tion. This effect is less than some important comparison treatments such as cognitive
behavior therapy when evaluated in contexts other than primary care. However, the
benefits of collaborative care are similar to other treatments (CBT) when delivered in
primary care settings and the benefits do seem to endure over time [29].

In addition there has been little systematic research to understand the etiology of
the increased rates of medical comorbidity and early mortality among patients with
psychiatric disorders, e.g., depression and cardiovascular mortality in the post-
myocardial infarction period. More work is clearly needed in these areas as well.
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Future Needs

Consistent nomenclature is needed to better compare studies. Better conceptual and
theoretical models and improved research methods would improve study designs.
Further research would be useful if it could identify a specific active component in
collaborative care or whether all components are needed. In addition, it is unclear
which elements might be modified or adapted without changing effectiveness.
Exploration of the moderators and mediators of the effects of collaborative care
might provide useful information on how current models might improve effective-
ness through greater attention to these active ingredients and better targeting of
patient populations likely to benefit.

Identification of patient-centered outcomes is critical if interventions are to reflect
what people want from their health care services. This requires models of care that
engage patients and involve them actively in health care decisions and system design.
Such active patient involvement has been shown to improve outcomes.

Even the best collaborative care models still have large numbers of people who
do not achieve complete remission of their illnesses. The positive effects of collab-
orative care appear to be due to increased provision of medications. This leaves little
understanding of the effectiveness of increased psychotherapy or other treatments in
collaborative care interventions.

More research is needed on models for use in inpatient settings. The traditional
C-L models are not sufficient and many people go without adequate care. Fully
integrated complexity intervention units are expensive to maintain, and it is likely
they reach only a small number of people who need inpatient integrated services.
Development of models that integrate services both horizontally across outpatient
settings and vertically with inpatient settings might lead to better continuity of care
for complex patients.

Underserved populations are more likely to suffer from inadequate health care
services and more research is needed in these populations, especially for disorders
not studied already. There is a particular lack of research in Asian-American and
Native-American populations as well as older adults from underserved racial-ethnic
groups. Studies will need to identify outcomes that are a priority for treatment recip-
ients and relevant to diverse underserved populations.

Although integrated care is associated with better outcomes and more efficient
service delivery there may be some benefit in well-coordinated services that remain
based in separate locations. Co-location does not guarantee integration and integra-
tion may not guarantee favorable outcomes. Studies of effective strategies designed
to improve integration are needed. How organizational capacity for integrated
behavioral health translates into patient outcomes is a critical research question—
i.e., how to implement to ensure improved outcomes.

There is very little research on the integration of behavioral health and primary
care for substance abuse treatment services, especially for drug use disorder treat-
ments. In addition, more research is needed to understand the effects of comorbidity
and to improve the utilization of addiction interventions by health care providers.
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In addition, there is a need for further research in collaborative care for anxiety,
patients with depression and long-term physical health conditions, and in different
age groups (adolescents and older age).

More research is needed on the effectiveness and cost savings of collaborative
care models for those with SMI. There is a need to test interventions that target
multiple health risk factors in people with SMI and lead to clinically significant
outcomes. It is unclear what works for those with SMI and comorbid medical
illnesses. More efforts should be focused on improving general health in people
with mental disorders through medical services, socioeconomic support, and
physical health promotion strategies if one expects to improve overall survival.

Integrated care models have focused on enhancing health care services to
improve outcomes for those with behavioral illnesses. However, this may reflect a
narrow approach to a complex problem. Broader community social and environ-
mental issues may impact the use of services and stigma may inhibit people from
receiving services even when they are readily available. Thus, research is needed
that links public health approaches with enhanced community models to improve
recognition, management and ultimately outcomes. In addition, a stronger base of
research to show economic and clinical superiority of integrated care models is
critical to change delivery systems and influence policy.

Without a better understanding of some of these fundamental issues, it remains
unclear if integration of care or its components alone is the solution for improving
health care services for people with mental illnesses or substance abuse served in differ-
ent treatment settings. One needs answers regarding what exactly should be done in an
“integrated” setting, how to ensure implementation, and what other interventions may
be needed to improve the health of people with mental illnesses or substance abuse.

Implications for Health Care Practice and Policy

Primary care systems are not organized well to treat behavioral health disorders.
Integrated care models such as collaborative care do not require primary care clini-
cians to take overall responsibility for identifying and treating what can be complex
disorders. These models build on and integrate the strengths of primary care, e.g.,
incorporation of stepped care approaches used to treat other medical disorders such
as hypertension; mental health specialty care, i.e., expertise in mental health treat-
ments; and evidence-based approaches to management of chronic illnesses. There
must be assurance of fidelity to the collaborative care model as there is no evidence
it will be successful if all components are not followed. For primary care clinicians,
it offers support in handling disorders they may not feel comfortable treating.
However, they must learn to follow and respond to outcome measures that are docu-
mented for each patient and collaborate with others to initiate changes in treatment.
Another important element is patient self-management, which means more effort
must be put into engaging patients in making decisions in their health care. Practices
will need to set up structured and well-organized clinical information tracking
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systems, e.g., EHRs and registries. Clinicians must move from a perspective of
focusing on process of care to a focus on managing outcomes [19].

Initial models of integrated care focused on identification of depression by nurses
and then providing care management. These have evolved to have psychiatrists and
other specialty mental health providers supervise the care managers. In the future
these might evolve to involve pharmacists and other health care professionals in the
management of patients with complex treatment regimens.

Integration may not be needed at all if primary care physicians provide evidence-
based psychiatric care. A combination of integration and guideline adherence, using
some variant of case managers and supportive health professionals, may have poten-
tial for success. When clinical outcomes and key quality indicators are routinely
tracked and a substantial portion of the payment for care is tied to quality indicators,
effectiveness of such programs can be improved.

Behavioral health clinicians may become concerned about a loss of autonomy and
unfamiliarity with primary care practice. Behavioral health practitioners are comfort-
able with defined schedules and tend to select patients with specific problems. They are
not accustomed to seeing a wide variety of problems, frequent interruptions for com-
munication and providing a range of acute interventions. This will likely require clini-
cian training and willingness to be flexible as they approach patient’s needs in an
integrated system of care. In the primary care setting, treatment is often brief and prob-
lem focused on the immediate needs of the patient. However, many patients are not
likely to have complex problems and can be managed in primary care settings in a col-
laborative model. Others will require greater behavioral health specialist involvement.

The system level problems with organization of care, financing and staffing cre-
ate barriers to effective implementation of integrated care models. The use of man-
aged care carve-outs has increased fragmentation within the system. Future models
need to guarantee integration among clinicians in the inpatient and outpatient set-
ting, including transitional care services such as intensive outpatient programs.
Such models will be critical for those with the most complex cases. In the fee-for-
service sector, increased case finding may generate more business but in the man-
aged care sector it adds additional costs. Yet there may be cost offsets that lead to
overall health care cost savings.

Programs and concepts contained within the Affordable Care Act, e.g., health
homes and accountable care organizations, have the potential to bring together men-
tal and physical health services. The ACA also facilitates integration by designating
both addiction and mental health treatment as “essential health benefits” to be cov-
ered by health plans (including Medicaid).

Effective integrated care must be clinically appropriate as well as financially via-
ble but fit within a broader community context. This means more attention to social
and environmental influences on use of all health care services as well as attention to
individual issues such as stigma that may impede access. Strategies that increase
access to treatment are likely to have limited impact if they are to treatments of poor
quality or limited ability to address the unique needs of different populations. We
need approaches that focus on prevention efforts and managing and treating the whole
person, not just specific illnesses if we are to improve mental health across the USA.
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