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Nearly two-thirds of patients with mental health and chemical dependency conditions are seen only in the general medical setting, not by mental health professionals. Yet the way that the health care system currently supports behavioral health evaluation and treatment makes it difficult for these individuals and their primary care physicians to access the psychiatric expertise that they need. This is unfortunate, given that the total annual health care cost for those who use behavioral health services is double that for those who don’t, and that nearly 80 percent of that cost-doubling is spent on general medical and pharmacy—not behavioral health—service use.1
This means that we should be developing models of care that foster better access to psychiatric expertise in the non-psychiatric setting, as well as coordinated delivery of general medical and psychiatric services. A Minnesota Psychiatric Society (MPS) Integrated Care Task Force aims to help develop a network of clinical programs that will serve as models for complex patients with behavioral illness who are seen only in the non-psychiatric setting. The MPS initiative directly addresses the Institute of Medicine’s goal of creating a safe, effective, patient-centered, timely, efficient, and equitable approach to care. 

The challenge

Many non-behavioral health providers and provider systems intuitively recognize the potential value of integrating general medical and behavioral health in reducing unnecessary medical and pharmacy costs. However, most are reluctant to seriously consider the changes necessary to truly coordinate care.  The result has been economic, attitudinal, and other barriers to collaborative care.

In the current reimbursement atmosphere, even if one of the several clinical models of outcome-changing integrated care were adopted,2-5 payment procedures do not support treatment by behavioral health providers in the non-behavioral health setting or  mental health treatment by primary care physicians.6 The current system would quickly put such programs of integrated care out of business. Furthermore, hospitals and clinics that choose to address the needs of these patients are at significant risk because psychiatric services administered on medical units or in general medical clinics are not consistently reimbursed or are reimbursed at rates far below the cost of providing these much-needed, pivotal services.  

The problem of poor access to psychiatric services has adverse consequences in terms of prescribing practices as well. In the vacuum of access to appropriate psychiatric medical and consultation services, frustrated non-behavioral physicians turn to nonmedical psychotherapists for advice about medication for mentally ill patients—even though they are aware that psychologists are not trained to prescribe medication themselves.

These economic and access barriers to integrated care are artificial and often are created by imbalanced reimbursement paradigms and by managed care behavioral carveouts.7 The absence of coordination of medical and behavioral services promotes dis-integration of care when integration of care is needed most, in the medically ill patient with psychiatric difficulties.

Needed: a new model of care

Clearly, a new model of integrated general medical and behavioral health programs is needed that will improve clinical outcomes—and, ultimately, lower costs associated with persistent behavioral health needs over time. The model must enhance access to outcome-changing mental health and substance abuse care in the medical setting.

To that end, the Minnesota Psychiatric Society has set up a task force charged with supporting the creation of a network of eight to ten outpatient and two to three inpatient clinical environments designed to provide integrated general medical and behavioral health service. These inpatient and outpatient programs are intended to link medical and psychiatric care. All the programs will be site-specific, and all of them will use proven, core outcome-changing components from models of general medical and behavioral health care integration that have undergone longitudinal investigation.2-5 

The task force executive committee, which is responsible for choosing participants for the program based on the criteria summarized below, comprises Minnesota physician and non-physician leaders from industry, health plans, medical organizations, health care administration, government, and patient advocacy. The committee has identified hospitals and clinics (and their associated providers) interested in participating in a collaborative network. Applications are currently in review.  The final decision on those chosen for participation is scheduled for early-October, 2004.
A unique initiative
The MPS task force initiative is unique nationally. With careful implementation, its components could create clinical and economic environments that reverse adverse outcomes in some of the most difficult and expensive patients treated in Minnesota. Participant clinics will form a network that offers state-of-the-art integrated care programs. Health plans will collaborate by supporting “out-of-the-box” reimbursement approaches that fairly compensate for and encourage coordinated general medical and behavioral health care in the non-psychiatric setting. 


The model integrated programs participating in the initiative could inform future improvements in health care and mental health care throughout Minnesota in coming years. Furthermore, since the initiative is sponsored by the Minnesota Psychiatric Society, programs chosen to participate in the care network can expect support for timely access in their medical settings to the rarest behavioral health resource in Minnesota—i.e., its psychiatrists.

Concepts of care

All of the participating program organizations and their providers will:

· Create their own version (model) of integrated care delivery, with the support of the task force. These clinical models will be designed to work in the specific organization’s system, as long as core features required for the task force program are included. 

· Develop a reimbursement environment for general medical and behavioral health specialists and participating general medical hospitals and clinics. The reimbursement methods must be conducive to coordinated assessment and treatment of medical and psychiatric health care concerns and illness in the non-psychiatric setting. These systems will be developed through collaboration between providers, care delivery organizations, government agencies, health plans, and employers. Each support system will be based on the model of integration established for the specific program, with special attention to the ease of generalizing the model at a later date.

The initiative provides an opportunity, through the new programs and improved reimbursement methods, for general hospitals and general medical or multispecialty clinics to improve access to and coordination of general medical and behavioral health service for patients seen in the primary and specialty care setting. Health plans will benefit because the evidence indicates that these programs should decrease total health care claims expenditures in some of their most complex members, as those patients will have access to a coordinated system of general medical and behavioral health care.

Special attention will be given to fee structures and authorization requirements for behavioral health disorders so that all providers working in the coordinated-care non-psychiatric settings receive fair compensation for services provided and are not burdened by authorization hassles. Using this approach, general hospitals, non-psychiatric clinics, and the general medical and behavioral health providers in both of these clinical settings can expect fair compensation for the services they provide, on a par with other hospital and clinic services at the participating institution. 

Perhaps the most important reason to participate in this initiative is that it should lead to timely psychiatrist and behavioral health team access designed to complement and support non-psychiatrist physician behavioral health care; improve general medical and behavioral outcomes; and, ultimately, lower the overall cost of care for affected individuals within the institutions served.

Selecting program participants
Program participants will be selected based on the program’s ability to comply with core component requirements, which are derived from studies of integrated health care services with beneficial outcomes. 

Outpatient core components include: 

1) Co-participation by general medical and behavioral health specialists in a general medical health service location; 

2) Timely mental health professional access (at least within 24 hours, but mostly within minutes to hours); and

3) A collaborative care model emphasizing active interaction, best practice approaches, and joint medical and behavioral health staff accountability for all patient health concerns. 

Other features that are encouraged include the use of mental health teams, active psychiatrist involvement, proactive case finding, a mechanism to assure patient follow-up to insure adherence, and clinical and economic outcome measurement.

Inpatient programs also have core requirements. They should: 

1) Be administered by general medicine and psychiatry in the general medical setting; 

2) Focus on patients with comorbid, preferably high acuity, medical and psychiatric illness with active communication between general medical and psychiatric clinicians; 

3) Be staffed by nurses trained in providing both medical and psychiatric nursing care; and 

4) Have in place consolidated medical and psychiatric policies, procedures, and safety features. 

Other features that are encouraged for inpatient programs include location in a tertiary care hospital; involvement in health care personnel training; acceptance of referral from surrounding area physicians, hospitals, and health plan case and disease management personnel; and clinical and economic outcome measurement.

When care is well integrated, patients have better outcomes with both their physical and mental health, payers can achieve costs savings, and employers can realize cost savings when their employees are fit to go to work and are more productive when they are at work. The MPS initiative offers a win-win-win scenario.

The Minnesota Psychiatric Society is interested in hearing about other national initiatives attempting to improve the integration of general medical and psychiatric care in the medical setting.  To find out about more about the program in Minnesota or to share information about an initiative in your state or region, please contact Linda Vukelich, Executive Secretary, Minnesota Psychiatric Society, 4707 Highway 61, #232, St. Paul, MN 55110-3227 (l.vukelich@comcast.net). 

Roger Kathol, M.D., C.P.E., chair of the MPS task force, is a psychiatrist and internist who provides medical management consultations on care integration through his company, Cartesian Solutions, Inc.™ and Karen Dickson, M.D., is the immediate past president of the Minnesota Psychiatric Society, serves on the Minnesota Medical Association board of trustees and executive committee, and is a practicing general psychiatrist.

*This manuscript was published in a slightly modified form in the Minnesota Physician.
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