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CHAPTER I

INTRODUCTION TO INTEGRATED PRIMARY CARE

Alexander Blount

This chapter will define integrated primary care (IPC) and describe it from the points of view of providers and of patients.  The chapter will also explain why IPC is better than referring patients to separate medical and mental health services, and why physicians alone should not be expected to meet all the mental health needs presented in primary care.  Then we will take a brief look at how IPC has developed and why many believe it will be much more broadly practiced in the future.  We will look at models of how the service is structured and discuss the routines of practice that develop.  Finally, we will discuss how to move from a small pilot project to a broader implementation across a health service system.

What is Integrated Primary Care?

Integrated primary care is a service that combines medical and behavioral health services to more fully address the spectrum of problems that patients bring to their primary medical care providers.  It allows patients to feel that, for almost any problem, they have come to the right place.  It meets them "where they are" in their experience of problems or pain and does not require them to share the providers' understanding or language about etiology and treatment.  By teaming mental health and medical providers, IPC is the structural realization of the biopsychosocial model (Engel, 1977) advocated so broadly in family medicine.  It is the reunification in practice of mind and body usually represented in the separate worlds of medical and mental health treatment.

IPC is at one end of a continuum of ways medical and mental health practitioners collaborate (see Figure 1.1).  This continuum is perceived in different terms by providers of care and by patients.  For providers, the continuum goes from the experience of working completely independently to working fully as part of a team1.  For patients, the continuum goes from having two completely separate treatments to having one treatment plan with different providers carrying out different parts of the plan.  First we will look at the continuum from the point of view of providers and then from the point of view of patients.  

Insert Figure 1.1

At the beginning of this continuum is the courtesy contact that goes with specialty primary provider relationship.  The mental health provider (MHP) notifies the primary care provider (PCP) that he or she is treating the patient.  The primary care provider may well be the referring person.  In any case, the PCP is the one other professional who is most likely to have an ongoing relationship with the patient.  The notification of involvement allows the PCP to reassure that there is some attention being given to the psychosocial aspects of the patient's care and invites further collaboration, should be indicated.

Slightly more collaborative is a relationship in which the PCP and the MHP exchange information, usually over the telephone or in writing, at some point during the mental health treatment.  Each may report aspects of the patient's situation that the other may not have had occasion to learn.  There may even be coordination in areas such as medication that can be crucial for the patient's treatment.  The exchange is done for the good of the patient, but does not reflect any regular working relationship between providers.  The lack of working relationship between providers is often an impediment to this sort of exchange.

The next stage in collaboration is the development of a special referral relationship.  Here the PCP and MHP are used to sharing the same patients.  They are familiar with each other's work.  They have informal but established protocols about referring back and forth.  There is an opportunity to develop trust in the way patients are treated by the other provider, so that each one experiences the other to some degree as extending his/her treatment to some degree.  Patients tend to notice how much faith each provider has in the work of the other.

At the next level providers meet face to face periodically to work together on treatment plans.  This is most likely to happen when the providers are part of the same helping organization.  This collaboration may occur because one or the other is having difficulty treating of the patient.  In this arrangement there may be an agreement on which aspect of the patient’s situation to approach first and how each should behave to make that approach successful.  Providers can also function as consultants to each other in working with the patient.  The point of view of one provider can help to overcome a difficulty which the other provider is having.  The collaboration may be part of a regular reporting relationship between providers.  Often the work of the MHP is presented to the patient as consultation to the PCP.  Instead of referring the patient to the psychologist or therapist, the PCP tells the patient that there is a person who works in the practice who is very good at helping with “these sorts of problems.”  Work with the MHP can be “a trial” in the same way a person can have a trial of antibiotics.  If  a series of meetings with the MHP begins to ease the patient’s anxiety or pain or helps the patient comply with medication, then that result is both information for the PCP and treatment for the patient.  If it is not successful, that, too, is information for the PCP.

At the next level of collaboration the providers meet together with the patient.  These meetings often include some members of the patient's family.  This does not mean that in all IPC settings all patients meet with the PCP and MHP together.  It means that the possibility of meeting with both providers and the patient exists in every case.  In such meetings there is the chance not only to decide how to approach the patient’s problem but also to define or redefine the patient’s problem.  Sometimes a change in the definition of a problem opens up new options for solutions.  Sometimes these meetings are called so that one provider can get help in his or her work with the patient.  In such a meeting, the consulting provider (usually the MHP) is addressing the relationship of the patient and the other provider (usually the PCP).  In such meetings, both providers are likely to experience the patient and family as partners in developing the treatment plan.

Finally, there are situations in which each provider can represent a unified team responsible for treating the problem.  In a population-based or vertically integrated approach, a multispecialty team that has developed protocols for treating a particular disorder or diagnosis, such as ADHD, obesity, or heart disease, may have worked together enough so that any one of the providers can represent the team in certain aspects of the treatment.  This occurs at times such as intake or the explanation of the protocol for treatment to the patient.  The team works together so regularly that over time each provider learns what the other does in certain situations.  Each can fill in for the other in certain situations, even though multiple providers are necessary at other times and no provider will develop the expertise necessary to replace the other providers on the team. 

In looking at this continuum from the patients' perspective we must remember that it is not likely that they will be as concerned with how the contact between providers happens, by phone or face to face, regularly or on a case by case basis.  They are likely to notice how much the providers agree or support each other's work.  The patient experiences the degree to which one or multiple treatments are occurring.  In IPC, the more patients feel they have one treatment, the more they are likely to experience the treatment as fundamentally medical rather than psychological in nature.  We will speak more about the importance of this later.

Insert Figure 1.2

At the lowest level of collaboration, the experience of the patient is that the PCP and MHP each support the fact that the patient visits the other.  The patient perceives that each provider believes that contact with the other one is important and proper for the patient.  At this level, the patient understands that neither the PCP nor the MHP knows many of the details of the patient’s relationship with the other provider.  

At the next level, the patient believes that each provider knows about and actively supports the specifics of the work being done with the other.  For example, the MHP believes that the medication prescribed by the PCP is appropriate or that the PCP’s doing further tests on the cause of the patient's headaches is sensible.  The PCP believes that the MHP's engaging the whole family to work on a child's encopresis or headaches is sensible or that giving the parents specific guidance in behavioral management for their child with ADHD is useful.  

At the next level patients know that the treatment plan followed by both providers was developed together, as when a physician and therapist agree that a patient with an eating disorder will be weighed every week and will be hospitalized if a certain weight threshold is crossed.  Occasionally the treatment plan is generated by the MHP and PCP as equal collaborators.  More often the MHP is seen as part of a team led by the PCP. 

The next level is when providers meet with the patient (and sometimes the family) to develop the definition of the problem and the treatment plan.  The patient sees the providers work together and understands why each of them addresses a particular aspect of the overall problem.  Often in such meetings new definitions of the patient's situation are generated, creating new options for the work with each provider.   Consequently, the patient and the family experience themselves as collaborative partners in the development of the treatment plan.

Finally, there are times when each provider represents a unified team responsible for treating the problem.  In these settings, the patient is likely to perceive one treatment plan and a high degree of coordination between providers.  Patients in these situations tend to expect and enjoy connection with other patients who are undergoing similar highly coordinated treatments for like conditions.

In practice, then, integrated primary care is the working together of medical and behavioral health providers so that the providers and the patient experience that there is one treatment plan, perhaps with several parts or steps, for the array of problems and diagnoses that the patient brings to the primary care setting.

Why Bother to Integrate Care?

For many reasons that will be discussed at the end of this chapter, it is not easy or convenient to advance along the continuum of collaborative relationships to integrated care.  So why should anyone bother with the difficulties and expense that these changes represent?  Here are nine reasons:

1.  Because IPC reflects the way that the majority of patients present their distress in primary care.  Their problems are not either biological or psychological.  They are both presenting in undifferentiated form.

2.  Because for problems that are clearly psychological or psychiatric in nature, such as depression and anxiety, primary care medical settings are the predominant locus of treatment.

3.  Because the primary care service is a better fit for the way patients present, there is better adherence to treatment regimes, leading to better outcomes. 

4.  Because even when trained in psychiatry and counseling, primary care physicians cannot be expected to address the entire array of psychological/psychiatric problems that present in primary care, and referral out is often a poor alternative.

5.  Because IPC is the best way of potentiating the skills of PCP's in dealing with the psychosocial aspects of primary care. 

6.  Because PCP's are happier with their work in integrated settings.

7.  Because patients are more satisfied with care in integrated settings.

8.  Because it appears to be a break-even or cost-saving move in the long run.

9.  Because integrated primary care settings are the best laboratories for the further development and refinement of primary medical services.  

Let’s look at these reasons more closely.

1. Patients come with undifferentiated problems.
Kroenke and Mangelsdorff (1989) report that less than 20% of patient visits to primary care physicians are for symptoms with discoverable organic causes and 10% are clearly only psychological in nature.  That leaves the vast majority with no discoverable organic etiology in which organic factors and psychological distress are seen as mutually necessary from the physicians point of view to understand the purpose of the visit.  The 10 most common presenting symptoms are:  chest pain, fatigue, dizziness, headache, edema, back pain, dyspnea, insomnia, abdominal pain, and numbness.  These 10 complaints account for 40% of all visits, and for patients with these complaints, only 10-15% were determined, after a year of study, to have an organic diagnosis.  These results are not unique (see Berkman & Breslow, 1983; Bridges & Goldberg, 1985).

Kroenke and Mangelsdorff’s study sought to find the role of psychological factors in primary care visits by finding the magnitude of the role of solely biological factors.  This is a welcome broadening of focus from earlier studies that looked for the magnitude of visits that were solely for psychiatric problems.  These authors (e.g., Coleman, 1983; Glenn, Atkins, & Sing, 1984) tended to see the percent of primary care patients who need psychological treatment at between 15% and 20%.

By looking at the role of psychological factors in physical complaints, the picture changes dramatically:  from 15-20%, which are felt to be psychiatric, to 75-80%, which are psychological in some way.  As Katon (1995) put it, "I think mental health practitioners often believe that the somatizing patient is a rare phenomenon.  In fact, to the primary care physician, the psychologizing patient is the rare phenomenon because people with psychological distress present the majority of the time with unexplained physical symptoms such as headaches or backaches"  (p. 354).

Many people present the distress in their lives in the form of physical symptoms, but most primary medical settings are designed to treat people with biologically based problems.  Physicians tend to focus on the biological and to shy away from the psychosocial side of what is presented.  This tends to socialize the patient into believing that something is biologically wrong and that by looking harder he will eventually find a cure (Jenkins, 1996a).  A pattern of mis-utilization develops for this group of patients.  When the medical setting cannot relieve the problem the patient presents, he comes back repeatedly, wanting an answer and a treatment the PCP cannot provide.  Katon's group (von Korff, Ormel, Katon & Lin, 1992) found that the highest 10% of utilizers used more outpatient visits, as many prescriptions, and more specialty visits than the lowest 50% of utilizers.  They also found that over half of the high utilizers were significantly psychologically distressed.  Perhaps even more interesting, they found that physicians distinguish more than a third of high utilizers as frustrating to work with.  These “frustrating” patients used more services than high utilizers who were distressed both physically and mentally; they were differentiated by the fact that their assessment of their distress was more serious than their physicians'.  Compared with other high utilizers, their mental distress tended to be expressed more in somatizing and in anxiety (Lin et al., 1991). 

Why not refer all these patients with nonbiologically based symptoms to a mental health professional? 

Patients come to the doctor because they see themselves as in need of medical services.  Although a referral to mental health services may seem reasonable to the biomedical provider, it is a poor fit with the patients’ experience of their distress at the very least, and disrespectful or even insulting at the most.  They came with what they believed to be a physical problem, and the doctor is telling them that they are fundamentally wrong about what is going on in their own body.  No matter how nicely it is said, they hear that they are wasting the doctor's time.  In addition, they often feel that they are losing the doctor if they accept the referral.  Finally, they do not easily or lightly engage in the intimate exchange of information with a new provider, as they are accustomed to with their physician (Wolkenstein & Butler, 1993).

Bloch (1993) put it this way: "Referral of patients to mental health services (from primary care) needs rethinking.  While it conforms to the biomedical model, it is often flawed and expensive.  Patients and biomedical providers alike interpret referral as a sign of failure,

rejection, and, often, pejorative labeling.  Schematically, it signifies dysfunction at the provider/patient interface.  These referrals often do not work out successfully: Either the patient does not arrive at the mental health provider's office, or, if he or she does, the contact is unproductive (p. 4).  Glenn (1987) reports that one of the reasons for establishing collaborative practice was that between 50% and 90% of the referrals to therapists "across town" did not result in a therapy.

Patients need to feel that they came to the right place.  Even if they see another member of the team in that medical office, for many, the venue needs to be medical, not "mental," to fit their experience of their problems.  They are much more likely to engage in psychological treatment that is housed in the same office.  Katon (1995) reports that when patients who had been diagnosed as depressed by their primary physician were offered the opportunity to participate in a collaboratively structured approach to depression in the primary medical setting, 91% signed up.  He reports that normally only about 50% of primary care patients who are referred to mental health practitioners actually show up for a first appointment.

2.  For problems that are clearly psychological or psychiatric in nature, such as depression and anxiety, primary care medical settings are the predominant locus of treatment.

Between 50% and 70% of patients with mental health problems in the United States are treated only in the primary medical care setting (Kessler, Burns, and Shapiro, 1987; Regier, Goldberg, ang Taube, 1978; Reiger et al., 1993).  This is a significant portion of mental health treatment.  These patients represent between 10% and 15% of the patients seen by PCPs.  Depressive conditions, for example, take a larger toll than any of the chronic physical illnesses on a patient’s functioning (Katon & Schulberg, 1992; Wells & Burnam, 1991).

The actual magnitude of the problem seems to be much larger than these figures.  Most studies of mental disorders that present in primary care settings have looked at groups of patients that meet criteria for specific diagnoses (major depressive disorder, anxiety disorder, somatization disorder) in the DSM=IV (American Psychiatric Association, 1994).  There is evidence that many more patients who do not meet these criteria are still substantially disabled in their functioning due to depressive, anxiety, or somatization-type problems (Broadhead, Blazeer, George, and Tse, 1990; Katon et al., 1991; Katon, von Korff, Lin, Bush, and Ormel, 1992; Katon et al., 1995;  Zinbarg, 1994).  Any improvement in the way that mental health problems are treated in primary care could have a dramatic impact on the functioning of a substantial portion of the population.

3.  When the primary care service is a better fit for the way patients present, there is better adherence to treatment regimes, leading to better outcomes. 

There is a significant discrepancy in primary care between physicians’ prescription of and patients' adherence to treatment regimes.  In one study (Katon et al., 1992a) only 45% of the "distressed high-utilizers" who were evaluated by a psychiatrist as needing antidepressant medication had been treated and only 11% had received "adequate dosage and duration of pharmacotherapy."  The advent of HMOs with their own pharmacies has greatly increased the ability to track which patients at least obtain the medications prescribed by their physicians.  Katon (1995) found that 44% of patients who were prescribed antidepressant medications had stopped filling prescriptions after three months.  He maintains that physicians can be trained in specific techniques to make a difference in the adherence to antidepressant therapy.  Physicians can also be offered psychiatric consultation to better fit prescriptions to protocols developed in specialty mental health services, but Katon’s team found that the resulting improvements seem to be modest (Katon et al., 1992).

Wayne Katon and his collaborators at the University of Washington have done some of the most exhaustive controlled research on interventions that can help primary care physicians manage mental disorders, particularly depression, more effectively.  Their particular research has focused on the problem of depression.  Katon conceives his studies, as well as similar ones by other researchers, as comprising three "generations."  The first generation involves implementing screening procedures in primary care to more accurately identify depressed patients so that the physician can plan appropriate treatment.  The second generation consists of a diagnostic interview with a psychiatrist for patients who are identified as depressed; the psychiatrist consults with the primary physician in developing a treatment plan for the patient.  Patients were recruited to the study and then randomly assigned to the intervention or the control (usual care by their usual physician).  In both generations, the diagnosis and sometimes the treatment of studied patients were more appropriate in the intervention cases than in the controls, but the outcomes in terms of patient functioning were not different (Katon et al., 1992b; Katon et al., 1995)

In the third generation studies (Katon, 1995; Katon et al., 1995), the intervention shifted from helping the physician (who did all the treatment) to integrating a mental health clinician into the treatment.  A regular protocol of patient education about depression and brief treatment (2 to 4 sessions) with a psychiatrist or psychologist was part of the treatment in the primary care setting.  The visits with the biomedical provider alternated with the visits with the mental heatlh provider.  Outcomes began to change significantly.  Table 1 is a summary of the study by Katon and his colleagues of  an integrated approach to treating depression in primary care.  The most powerful result is the difference in the patients with major depression who showed significant symptom reduction under the two conditions studied:  74% of the people with major depression in the integrated treatment plan showed significant symptom reduction while only 44% of the patients who had physician treatment and referral to mental health services at a separate site showed similar improvement.

Katon's summary of his team's findings was, "First, we know that a model of collaborative management with people with major depression dramatically improves adherence, satisfaction with treatment, and depressive outcomes" (1995, p 364).  Similar results have been reported in the United Kingdom.  Balestrieri, Williams & Wilkinson (1988) performed a meta-analysis of studies comparing treatment provided by mental health counselors in primary care and by general practitioners, and estimated that counselors achieve a 10% greater success rate.

Insert Table 1.

4.  Even when trained in psychiatry and counseling, physicians cannot be expected to address the entire array of psychological/psychiatric problems that present in primary care, and referral out is often a poor alternative.

Why can't physicians do all of this themselves?  After all, many primary care physicians, particularly those in family medicine, have had good training in psychosocial interventions and a few are qualified family or individual therapists.

Here are just a few of the reasons: 

(a)
The supply of physicians truly qualified to do family or individual therapy for the conditions found in primary care is limited (Barrett, Oxman & Gerber, 1988).  Waiting for the supply to meet the need is futile. 

(b)
The economics of who supplies psychosocial treatment will always be against physicians as providers in cases that take more time. 

(c)
Fears of "opening a can of worms" tend to inhibit physicians, using their psychosocial training.  In consulting to health centers looking to move toward integrated care, I have encountered that many physicians who have substantial training in psychosocial assessment and intervention but who tend not to use that training.  They fear asking a question and finding themselves with an answer either they don't know how to address in the time allotted, or are unable to address adequately, leading to a patient who feels abandoned.  

This may be taken by some as a change from the general movement to help PCP's become better trained and more competent in treating mental disorders in primary care (Miranda, Attkissar & Larson., 1994).  It is not.  It is only an acknowledgment that the physician cannot do it all and cannot reliably refer those she cannot treat to another office.  As Shapiro and Talbot (1992) put it: "But one of the liabilities of Engel's 'comprehensive physician' model is that, no matter how diligently it is pursued, no one person can successfully master the totality of a wide range of desirable skills.  This is especially true in the psychosocial domain in which physicians receive relatively limited training" (p. 249).

5.  It is the best way of potentiating the skills of PCPs in dealing with the psychosocial aspects of primary care.

When people of very different skill sets work together regularly in teams, there is a significant transfer of expertise among team members (Brule’& Blount, 1989).  The transfer of expertise is attested to by people who have worked in integrated primary care settings.  As one physician said to Mauksh and Leahy, “What is the best CME (continuing medical education) you get?  It isn't taking a course, it isn't reading, it's dealing with a specific patient, learning about that patient in some way that helps you take care of that patient.  Generally I will get something out of that, and so, to me, part of the collaborative relationship is an opportunity to see that as CME, as growth, as learning, not just about my personal self, but specifically about medical problems, social problems, and psychiatric problems" (Mauksch & Leahy, 1993, pp. 123-124).  Katon (1995) agrees,"[Integrated models of care] provide a role for mental health practitioners, by potentiating the role of the primary care physician in treating depression rather than by supplanting him or her." (p. 364)

In integrated settings, the presence of the psychosocial provider not only keeps the skills of the biomedical providers honed, providing training through teamwork, it also allows biomedical providers to use their psychosocial expertise.  If they get into a difficult situation, they know there is a colleague on site willing to help in reasonably short order.

Coleman and Patrick and their collaborators, who instituted the first large scale integrated primary care service in an HMO in the United States (CHCP in New Haven), make the point that if the physician does not have to do all of the work of handling the emotional problems that present in primary care, she or he can actually be more effective in dealing with a wider range of these problems.  "There is no reason to assume that primary physicians, on their own, without adequate mental health collaboration and support, can deal effectively with the entire range of emotional problems of their patients. The PCP needs more than a mental health referral or consultation resource; he needs the sustained, involved, daily collaboration of a mental health co-worker, with whom he can share his daily problems and concerns about emotionally disturbed patients.  We find that with such collaboration, the PCP can deal with the great majority of psychiatric diagnostic categories, across the entire range of severity" (Coleman & Patrick, 1976, p. 895).

At CHCP., when mental health providers became part of the primary health team, there was a common pattern in the evolution of the way the primary care physicians related to them.  At first, there was "dumping syndrome", where the PCPs tried to refer most of their patients with emotional problems to the “MHP”.  As time went on, the rate of referral went down and the rate of consultation went up significantly.   Physicians began to use the availability and expertise of the MHP to support their own management of mental health problems.  Even with an MHP available and on the team, PCPs ultimately managed about 70% of the mental health problems with only consultative back up from MHPs (Coleman, Patrick, Eagle & Hermalin, 1979). 

6.  Because PCPs are happier with their work in integrated settings.

Being part of a team can be very helpful when providers confront the emotionally charged dilemmas presented by patients in primary care (Ross, Yudin, & Galluzzi, 1992).  While a very high percentage of primary care physicians personally manage emotional problems of their patients, the percentage who feel prepared by their training to do this is much lower (Vazquez, Nath & Murray, 1988).  Dealing with many of these patients is extremely frustrating to physicians (Lin et al., 1991).  The difference in job satisfaction by IPC has not been the focus of controlled studies that have been reported in the literature as yet.  The anecdotal evidence seems to be that a few physicians find working in this sort of team uncomfortable, and the great majority find it enhances their job satisfaction.  In the study by Katon's group (Katon et al., 1995), 80% of the physicians who participated said that the collaboration with mental health professionals had greatly increased their satisfaction in treating depression. 

Corney (1986) assessed the already common practice of placing "marriage guidance counselors" into primary care practices in England.  Besides the many positive comments from the counselors, the physicians felt that the practice made their workload lighter, there were fewer mental health referrals to outside agencies, and they prescribed fewer psychotropic drugs.

7.  Patients are more satisfied with care in integrated settings.

As in physician job satisfaction, the evidence for improved patient satisfaction is anecdotal as yet.  Certainly patient satisfaction in the collaborative treatment of depression in primary care reported by Katon's group is very impressive (Katon et al., 1995), but it is only one study done in a limited number of settings.  In general, patients tend to say they are happy with their physicians and with their health care plans, which influences their staying with their health plan.  This will be a telling factor in the future of IPC (this is discussed in more detail below, under item 8).

As the health care marketplace begins to be strongly affected by patient satisfaction measures, a recent study by Marshall, Hays, and Mazel, (1996) may become important to those who design services.  When they studied large groups of patients who had to cope with chronic illness and/or depression, they found no connection between the physical health status of patients and their satisfaction with their medical care; there was, however, a strong correlation between their mental health status and satisfaction with medical care.  Although Marshall and colleages did not show that interventions to improve mental health status improves satisfaction with medical care, Katon, et. al., (1995) (see Table 1) have gone a long way toward demonstrating this.

8.  It appears to be a break-even or cost-saving move in the long run.

In evaluating the costs for integrated primary care, there are two competing trends to be considered.  One is the trend toward lower medical cost in the presence of psychosocial intervention  (Budman, Demby & Feldstein, 1984; Cummings, Dorken, Pallack & Henke, 1990; Jones & Vischi, 1979; Katon, 1995, Mumford, Schlesinger & Glass, 1981; Mumford, Schlesinger, Glass, Patrick & Cuerdon, 1984).  The other is the trend toward wider utilization of mental health services when they are available in the primary care site.  The literature on medical cost savings, especially in the presence of targeted, focused mental health services, is compelling.  Cummings and his collaborators studied the Hawaii Medicaid Project and found that when therapy was targeted toward the highest utilizers of medical care and focused on specific problem resolution, medical costs were reduced for all groups in the first year after the beginning of treatment, even when the cost of the mental health treatment was included.  The cost reductions were 38% for Medicaid patients who were not chronically ill, 18% for Medicaid patients who were chronically ill, 35% for “employed” patients (their term for patients on group health insurance through an employer) who were not chronically ill, 31% for employed patients who were chronically ill, and 15% for Medicaid patients who had substance abuse diagnoses.

These are typical results, yet all such studies contain one major problem when applied to IPC: They are studies of patients who, whether happily or reluctantly, accepted referral to mental health services.  If we are right about the effectiveness of IPC in engaging patients who would not otherwise accept referral, then this group represents a significant number of new mental health treatment cases.  Many are high utilizers of medical services and as such should show an impact in medical visits when their treatment more precisely fits their needs.  On the other hand, many new cases are found as mental health treatment becomes more accessible and acceptable to patients.  Not all of these will be people whose medical care will show a lot of change after mental health service.

Calculations about cost savings of locating mental health professionals in primary care in Britain are based on more experience with this model.  In “fund holding” practices (capitated practices), a 36%  reduction in referrals to specialist mental health services pays for the services of a full-time counselor in the practice (Jenkins, 1996b).  Whether this is similar to the U.S. system or not, it is an interesting way of understanding the cost savings possibilities before we start to figure the medical cost savings of better treatment for the highest utilizers of services.

The claim that IPC appears to be a break-even or cost-saving proposition in the long run is based on a redefinition of the terms of the discussion as much as on evidence that is presently available.  IPC represents a change in the most central venue of interaction between a health service system and its customers (patients).  The improvement that IPC represents should be found in a number of different areas in the health system.  In older cost-offset studies, much of the savings was in lower inpatient utilization.  Much of that utilization is now believed to have been wrung out of the system in other ways, such as “drive-through deliveries” and outpatient mastectomies, that are much less effective than IPC at promoting patient and provider satisfaction or good public relations for the health plan.  

If IPC makes patients more satisfied, there should be a lower rate of members leaving the health plan/health system in the presence of IPC, as was found by the health system mentioned above which has yet to publish results.  Macaran Baird, one of the pioneers of collaborative approaches in primary care, reported that in the health plan where he is Associate Medical Director for Primary Care, patients who say they have a good relationship with their PCP leave the plan at the rate of 3% per year and patients who report they do not have a good relationship with their PCP leave at the rate of 9% per year (M. Baird, personal communication, 1996).  By improving fit of service to need, morale of providers, skill of PCPs and MHPs in caring for psychosocial problems, and clinical outcomes for some patients, IPC makes good relationships between PCPs and patients more likely.

Every new member recruited in a health plan in a  mature health care market carries a cost.  It may be in marketing or in lower charges to undercut the competition; in either case, it can be substantial.  Interventions that increase patient satisfaction can lower those costs by limiting the number of members who leave the health plan and need to be replaced.

Another outcome that should be considered in calculating the cost offset of IPC is physician and other provider turnover.  There is some evidence that providers are happier in the presence of IPC and are less likely to turn over, particularly if they had some choice about whether to participate in IPC.  One local health plan (in NY and western MA) reports that it costs $13,150 to replace a physician and that the national figure for plans that do not have in-house recruiting departments is about double that; a nonphysician provider costs about half as much to replace as a physician. (T. Benoit, personal communication, 1996).

Employers have much to gain from integrated care in both cost savings in health premiums and reduction of disability days (Broadhead, W., Blazeer, D., George, L., & Tse, C., 1990).  IPC appears to make the treating of psychiatric disorders in primary care more effective.  The correlation between improvement in psychiatric disorders and improved functioning seems intuitively obvious.  In fact, improved occupational functioning is one of the most immediate results of psychiatric improvement (Ormel et al., 1993).  The effective treatment of depression, for instance, keeps people on the job.  In one study, patients with severe depression who improved reduced their disability days by 36% and patients with moderate depression who improved reduced disability days by 72% (von Korff, M., Ormel, J., Katon, W., Lin, E., 1992).

These savings have been documented in studies of  behavioral health services offered by employers through employee assistance programs.  A clear example was documented by the McDonnell-Douglas Corporation (1989).  An independent company conducted a comprehensive longitudinal analysis of approximately 20,000 employees who were identified as having alcohol and drug problems or emotional problems over a period of four years.  Employees who used the EAP lowered their health care and dependent health care costs.  The EAP users showed 34-44 percent decreases in absenteeism and had a 60-80 percent lower attrition rate.  McDonnell-Douglas Corporation saved $4.00 in health costs, absenteeism and attrition for every $1.00 spent on the EAP.  But what about the employees who did not use the EAP?  They were seen by their primary care physician.  This is the other venue that needs to be incorporated into an overall approach to dealing with emotional and substance abuse problems in the workplace. Employers’ direct dealing with health care systems and the evolution of EAP into the array of services provided by health systems now make this kind of overall approach feasible on a broad scale. 

9.  Integrated primary care settings are the best laboratories for the further development and refinement of primary medical services.  

Primary medical care is a special window on the human condition.  It is the place where people bring the broadest array of their problems and pains. Integrated primary care settings accept the patient’s choice of this one door for all of his or her problems; they do not send them somewhere else for a subset of these problems.  A team that integrates mental and physical health treatments creates the opportunity to think in different ways.  

We are the products of what we do over time as well as what we think.  While we need to be able to think differently to act differently, we also need to be able to act differently to think differently.  The organization of social roles, the model by which we understand a particular set or domain of phenomena, and the regular routines of practice in that domain all interact recursively on each other.  This interaction is discussed in more detail elsewhere (Blount & Bayona, 1994).  By reorganizing social roles in a primary care medical service, new possibilities for understanding the phenomena presented there are created.  

In Western medicine we have perpetuated the Cartesian dichotomy of mind and body in model (biomedical), organization (separate health and mental health systems), practice, as well as in the basic structure of the language we use.  Our linguistic and conceptual armamentarium is woefully lacking.  There are no midway concepts between "mind" and "body," "psyche" and "soma," "physical" and "emotional" (or psychological) problems.  The term “psychosomatic” is itself a dichotomy, implying that problems that belong in one dichotomized domain are found in the other. Somatizing patients are described as "patients who experience or express emotional discomfort and psychosocial distress as physical symptoms" (Kaplan, Lipkin & Gordon, 1988,  p. 177), not a concept that transcends the dichotomy.

This dichotomous thinking can lead to explanations for physical problems for which we cannot find a biological cause that sometimes verge on the pathetic.  We determine that patients are expressing psychological distress as physical symptoms because we cannot find a biological cause.  It is a tautologic circle.  The patients are somatizers because we cannot find a biological cause for their pain, and we cannot find a biological cause because they are somatizers.  And how do we diagnose these patients when they do not show significant symptoms of psychological distress?  We give them the diagnosis of "masked depression" (Lesse, 1968).  Masked depression shows itself in unexplained physical symptoms rather than in depressive symptoms.  So we have created a mental health diagnosis for patients who do not show mental health symptoms, but who must need a mental health diagnosis because we cannot find a physical diagnosis.  

Though it is usual to describe biological or medical phenomena as different from emotional or psychiatric phenomena, this is a case of sloppy thinking in which we all engage.  "Biological" and "emotional" describe different worlds of explanation not different phenomena.  The observer of the phenomena makes the difference by what he or she chooses to count as data.  A smile is as biological as a cancer, it's just that the biological explanation of a smile is rarely needed to explain those aspects of the phenomenon that are important to us.  

We have to be able to do better.  But any attempt to do better that turns a blind eye to the practical applications of Western medicine or to the biological science that is behind these applications certainly fails to add to our expertise or our options.

Many of the studies of mental disorders in primary care (Barrett, J., Barrett, J., Oxman, T., & Gerber, P., 1988; Bridges & Goldberg, 1985; Kaplan, C. L., Lipkin, M., & Gordon, G., 1988; Katon et al., 1990; Kessler, L., Burns, B., Shapiro, S., 1987; Lesse, 1968) have documented the co-occurrence of mental and physical problems in the population, which is the highest utilizers of these services.  This fact by itself can be seen as evidence of the unity of the mind and the body.  The field of psychoimmunology or psychoneuroimmunology has made important strides in describing at the molecular level how this connection arises (e.g., Weiderman & Weiderman, 1988).  Integrated primary care organizes professional roles and practice routines to provide a model that is much more detailed and integrated than the hierarchical systems of the biopsychosocial model (Engel, 1977).  In this model, “lower level systems” (biological), such as organ systems, could be part of the descriptions of “higher level systems” (psychosocial), such as families.  The endocrinology of a mother whose son is not doing his homework can be as important in describing the system surrounding the problem as descriptions of the family communications or family/school system.

If IPC Is as Useful as We Describe, Why Hasn’t It Developed More Broadly?

Mauksch and Leahy (1993) list the barriers to collaboration as stigma, reimbursement rates, confidentialiy, teritoriality and fear of scrutiny by providers. Other barriers include differing beliefs between mental health professionals and physicians about the process of behavioral change.  Provider pace and the amount of time devoted to each patient varies from one discipline to another".  (p. 122)  

This is not to say that there haven't been large-scale attempts at IPC.  The community health center movement that began in the 1970s tended to promote outreach to low-income patients by health care teams.  The teams were made up of physicians, nurses, and nurse practitioners, and sometimes social workers or members of the community to be liaisons between the patients and the health team.  Auerswald (chapter 3 in this volume) gives an account of one of the most fully realized examples of this movement.  The hope was that by reaching into the community, rather than having all health services in large hospital-based clinics, underserved populations with high vulnerability for preventable health problems could be better engaged in prevention and early treatment.  These teams constituted a way of organizing medical services that were integrated within the team, but the whole approach was never integrated into the dominant forms of service delivery and funding.  They operated on funds from the "war on poverty" and a few committed foundations.  The whole effort tended to shrink as the pool of public money for serving low-income people shrank, though many of the community health centers it spawned still remain and serve a vital function. 

Why Does IPC Seem to Be Catching On Now?

Evolution in the relative importance of primary care and in the funding structure of medical services have made IPC possible on a much broader scale than ever before.  The development of family practice as a specialty in medicine created a new kind of collaboration.  Family practice residencies require a behavioral science faculty member.  When family medicine decided that expertise in the family should be one of the skills of its practitioners, family therapists (who were sometimes also psychologists or social workers) began to be as common as faculty in residencies.  This made family practice the only medical specialty in which one of the central areas of expertise (the family) is best known by nonphysicians. Physicians trained in these residencies have the experience of seeing physicians as experts in matters of biomedicine and nonphysicians as experts in psychosocial matters.  This creates a flexible hierarchy of expertise, which is the basis of the type of collaboration called for by so many authors.

The final and most important condition in the development of integrated primary care has occurred because of the development of the health care marketplace.  As the marketplace has matured in areas like San Diego, Seattle, and Minneapolis, cost has become much less of a focus in the competition for market share.  In mature markets most of the excess costs that can be wrung out of the system have long since been dispatched.  Now the competition is based on quality as measured by things like customer satisfaction, rates of retention of members in the plan, and clinical outcomes (Luciano, 1996).  

In this environment, where capitation dictates that the most efficient and satisfactory service will survive, the practice of locating mental health professionals in primary care is growing exponentially.  As integrated primary care becomes familiar and accepted by physicians, mental health providers, administrators, and patients, it becomes possible to return to the model in which all referrals, even mental health referrals, go through the primary care physician's office.  In this case the behavioral health provider manages these referrals, treating some and passing others to the credentialed network of specialty providers or to the in-house specialty mental health services unit, which is much smaller and more focused on certain populations than was previously the case.  When the referral is done by a behavioral health clinician who has the capacity to treat, it becomes sensible to patients that it go though the primary care office.  The role of "gatekeeper," which has been part of the primary care service, changes to “case manager.”   

In such an organization, it becomes much easier to develop targeted behavioral health services for medical populations, including prevention/lifestyle training, mindfulness/relaxation/ biofeedback training, and groups for patients and families coping with chronic illness, ADHD, neurological disorders, cardiac disease, eating disorders, juvenile diabetes, and chronic pain.

In organizations that have moved beyond cost cutting as their primary focus, the discourse of providers is moving beyond the discourse of loss that has dominated publications and conferences since the advent of managed care.  People start to talk about what can be done and new possibilities in working together, rather than about the autonomy that has been taken away.  

What Does It Take to Build a Successful Team?

Ten years ago, finding mental health clinicians to work in primary care might have been difficult.  This is no longer true.  The prediction that there will be fewer specialists needed in the future of health care is quite common (McDaniel, Campbell & Seaburn, 1995). One analysis estimated a future need for only one-third of the current number of psychiatrists (Weiner, 1994).   In the case of mental health professionals, these estimates have given everyone in the field reason to wonder about his or her future employability.  It is no wonder, then, that many mental health practitioners see primary care as a place where they, or their trainees, might find employment.

As the training in the mental health disciplines is presently structured, each of the disciplines is potentially a good training setting for work in primary care and no discipline does the whole job of training its members for this work.  Trainees from each discipline have a good deal to unlearn in order to work effectively in primary care.  

Dym and Berman (1986) propose the role of "primary care therapist."  This is a person who is trained in individual and family therapy with expertise behavioral medicine (therapies aimed at changing health behavior and the body’s reaction to stress).  Primary care therapists need to be sufficiently familiar with anatomy, physiology, disease processes, and pharmacology to participate fully in meetings in a medical practice.  If they can participate only in psychosocial discussions, they contribute to maintaining the dichotomy in roles and approaches.  In the long run, they will not have to make diagnoses or prescribe treatments, but they will need to be able to function to some degree as the eyes and ears of the physician while they do their work.  They need to be a consultative resource to medical staff on diagnosis and psychopharmacology, though consultation with a psychiatrist needs to be readily available.  Primary care therapists should have group therapy and psychoeducation skills so they can bring targeted programs to specific groups of patients and be comfortable with the role of patient educator in the areas of their expertise.  They should also be comfortable in the role of case manager, following how a patient fares in relation to other agencies and providers.

A primary care therapist must be comfortable with variable amounts of time in a session, depending on what is being done.  A first interview might take 30-40 minutes, a family interview could be 45-50 minutes, and an ongoing session with someone who is following a treatment plan could be 15-20 minutes.  This kind of schedule meets the increased patient flow needs of primary care and the need for the MHP to be available for consultation with the PCP.  This also means that session starting times, like other appointments in primary care, are approximate.  The flow of urgent and routine situations in an office dictates how time will be used as much as the schedule.  

Giving up the 50-minute hour means giving up many of the approaches to therapy that go with that hour.  Therapy will need to be focused, goal oriented, and sometimes instructive.  There will be a drift toward cognitive/behavioral and Ericksonian (strategic or hypnotic) techniques to make use of the shorter time.  These techniques tend to use the time between visits for homework and use the visit for assessing progress.  Some sessions will need to involve the patient's family, because many health-related problems involve family members as caretakers or holders of stress in the environment.  All of these approaches fit easily with the solution-focused and systems approaches.

Mauksch and Leahy (1993) recommend the solution-focused approach of the Brief Family Therapy Center of Milwaukee as being particularly adaptable to mental health work in primary care (Berg, 1994; Berg & Miller, 1992; de Shazer, 1985; 1998; de Shazer et al., 1986; Furman & Ahola, 1992). McDaniel, S. H., Campbell, T. L. & Seaburn, D. B., 1995) assert that a family systems approach provides the best chance of healing the mind-body split in conceptual worlds  and that it is the best model for therapists seeking to build what we are calling integrated primary care.  This is also the advice of Coleman (1983), who is convinced that the mental health provider needs to be someone who operates with "the client in a family and social context" as a basic frame of reference (p. 116).  Glenn (1987) concurs. 

There are certain characteristics that emerge in the clinical models that are used in successful settings.

1.  The model and language of mental health workers make sense to medical providers if medical providers are given a thorough introduction and have not already been trained in a different model.

2. There are aspects of the mental health treatment approach that can be utilized in a medical interview.  In this way mental health work that must be done by physicians and nurses does not require a change of contract for service with the patient from "medical care" to "counseling" in order to be effective.

3. The approach tends to heighten hopefulness on the part of providers and ease of collaboration with patients.   It fits comfortably into the range of roles and responses that patients expect in primary care.

Skills that Can Be Taught to MHPs and PCPs to Health Make IPC Work

Speak in Front of the Patient

Often there are brief meetings between the PCP and MHP in which the patient's situation has to be introduced to the MHP and the request for the MHPs input has to be detailed.  If these meetings take place away from the patient, it literally doubles the time that the consultation requires.  Instead of the PCP and MHP meeting first in the hall and then in the examining room or physician's with the patient, the whole event can occur once with the patient present.  Time is used much more efficiently and the patient is part of a collaborative process rather than a staged presentation.

Conferring in front of a patient is a skill that is new to most PCPs and MHPs.  It requires the ability to ask for help openly from a colleague.  Symptoms must be accurately described in such a way that the patient does not feel blamed.  It also requires the use of lay terminology or explanations of terms for which there is no lay person's word.  This is a teachable set of skills, not, as is sometimes thought, a reflection of the personalities of providers.  It is not a skill that is taught widely nor commonly identified as needed.
Working as a Team Member

Coleman and others (1979) describe the culture clash between physicians who are socialized to operate in hierarchical treatment settings and social workers or psychologists who are not.  Early attempts at collaboration sometimes fell apart because of this conflict (Banta & Fox, 1972).  The socialization of physicians to hierarchy does not mean that the physician always needs to be in charge just to have someone in charge.  Robert Singer, a family physician, told therapists in his office to be ready to take the lead in difficult psychosocial cases and "Tell me what to do.  Instruct me, use me the way you think I'd be most effective.  Do you what me to encourage a particular person to be independent?  Do you want me to help a daughter get closer to her father, and less dependent on her mother? Tell me" (Glenn, 1987, p. 116). 

Often collaboration requires a flexible hierarchy.  In one situation the PCP is clearly taking the lead and in another the leadership is provided by the MHP.  The MHP must be comfortable with the ultimate responsibility of the PCP, because primary care is (for the present, at least) ultimately defined as a medical service.  Over time, the experience of all team members is likely to be that the medical vs. psychological distinction is less necessary.

In the area of teamwork, both PCPs and MHPs should learn the value of and how to maintain a stance of curiosity in complex, non-life-threatening situations.  Curiosity is the practice of noninterventive discovery, the attempt to understand a person’s situation and experience without inevitably needing to change it.  Such an approach enfranchises an team member to be active, even if they are not directing the treatment of a patient.  It involves being interested in how a situation is maintained and what understandings influence the players without the requirement that any question be related to some potential action in the situation. This practice often opens up opportunities for change that cannot be found when the provider has to have a specific diagnosis and offer a treatment related to that diagnosis in the limited time available.  Curiosity creates collaboration just as having to "get it right and fix it" invokes a hierarchical relationship.  

If curiosity is part of the regular clinical practice of the team, it gradually influences the relating within the team. Curiosity makes it much easier to learn the language of the other culture represented on the primary care team.  To be effective, MHPs must be reasonably fluent in speaking "medicalese" and PCPs need to be at least rudimentarily conversant in "psychologese."  The practice of curiosity makes acquiring these languages natural and interesting rather than a compromise of the "true" language one learned in training.  Teams that work together for an extended period of time tend to develop a common language.  We do not yet know what commonalties of  language will emerge in integrated primary care settings.

Interviewing Family Members 

In describing the relief that physicians feel when MHPs are part of the practice, Glenn (1987) quotes one physician who says he did not go to medical school to wind up "in a room with three screaming adults and a teenager with a drug problem" (p. 354).  He would rather find himself up at night worrying about fetal heart tones.  It probably doesn't make sense to have the physician doing the therapy in such a case, but if the only thing standing between the physician and working in such a case is the screaming, that is fairly easy to deal with.  The skill of conducting a family interview, keeping a focus, eliciting information, and maintaining comfortable decorum is teachable.  It does not require several courses in family therapy.  It can be taught by a family therapist who is experienced in the primary care setting to the advantage of PCPs and MHPs alike (Crouch & Roberts, 1987).  It is a different skill from that of practicing family therapy  (Doherty & Baird, 1983). 

Bringing a family together to talk about their stress and ambivalence in trying to plan for a parent whose health is deteriorating is a service that should be offered in primary care, not referred to a mental health specialty service.  There is no mental health diagnosis necessarily present.  Similarly, both PCPs and MHPs need to be able to discover that a particular man’s refusal to comply with his medical regimen is an expression of his maintaining his independence by refusing to comply with his wife’s wishes.  She tells him to follow his doctor’s advice and he refuses to show that he is “his own man.”   Being able to make this assessment is a skill that can save time and frustration on the part of providers and can lead to better health outcomes if the situation can be successfully addressed in primary care.

Practicing Solution-Focused Interviewing
Solution focused interviewing is a way of building on what patients are doing "right" rather than spending all of the time focusing on what they do "wrong."  It involves studying with patients what is working for them rather than telling them what they need to do next or congratulating them when they cooperate with their medical regimes.  It is built on the finding that the more the patient talks about the solution to the problem, as opposed to talking about the problem and what causes it, the more likely they are to report later that the problem is solved (Gingrich, de Shazer, & Weiner-Davis, 1988).   I believe it is a skill to which every provider in primary care should have access, whether or not they ever do "therapy."

Perhaps a reverse example would be helpful.  A resident at chart rounds once described the interview with a patient.  The patient was a middle-aged woman who was overweight and had high blood pressure and heart trouble.  The resident reported that since the last visit the patient had stopped smoking and lost 20 pounds.  Since these two health behaviors were better, the resident spent most of the visit pushing the woman to lower her salt intake.  The patient seemed very disappointed with the visit.  (She was heavier when she returned the next time.)

A solution-focused interview would have asked the woman how she was able to accomplish the changes she did, what ideas helped, whose advice or support helped, even how the doctor might use what the patient had learned to help other patients.  Only at that point might the patient be asked what her next goal was in her process of taking charge of her health or how she could apply these learnings to her salt intake.   By eliciting the patient's story of herself as a person committed to improving her health, the likelihood of her taking the next steps in that direction is increased.  This is a very different relationship than one in which the patient feels she practices health behaviors to please her physician who is never satisfied.   

Utilizing Brief Cognitive/Behavioral Interventions

While cognitive/behavioral techniques have proved to be effective and easily adaptable for use by MHPs in a primary care setting (see Chapter 6), Patrician Robinson and her collaborators (1995) have found that they are also used effectively by PCPs as part of the regular office visit.  They found that very simple techniques like talking to depressed patients about planning pleasurable activities or activities that enhanced their confidence correlated with patients subsequently using these techniques, showing higher than usual levels of compliance with any prescribed medication, and having good outcomes in terms of reductions of depressive symptoms (see also, Cranwath & Miller, 1986). 

When Should the Mental Health Provider be Involved?
Dym and Berman (1986) describe a relationship in integrated practice in which the physician and therapist always jointly interview a new patient at the first meeting.  This joint meeting helps to elicit a full biopsychosocial view of the patient and the problems he or she brings.  It allows them to determine a treatment plan in which the patient continues with one or both members of the team, rather than being referred within the office to someone other than the first interviewer.  This protocol also allows for future involvement of the team member who did not carry out the initial treatment plan without having a new person brought in.  

Dym and Berman describe the treatment of a man with a 16-year history of intractable headaches who had always refused a referral to a therapist because it was a sign of weakness to him.  "But in our mode of practice, the primary care therapist had been in the room from the start.  Gradually an alliance was built and a contract was made to deal with the tremendous tension which this very rigid man maintained for himself. Little by little, the family physician was phased out, and by the fourth meeting, he came in only to answer some questions about allergy testing" (p. 18).

Most practices will not elect to do a collaborative interview for all new patients, but the role of these interviews in the practice is no less important.  If collaborative consultative interviews are common, whether they occur in all cases or a selected group, it is reasonable to expect that over time the physician will gain expertise at psychosocial interviewing and begin to handle problems alone that  previously needed the psychosocial provider.  If, however, the regular practice in an office involves referral and separate interviews, it is reasonable to expect physicians to get more expert only at case finding and referral.  Joint interviews can be done at any point the MHP is brought into a case by the PCP or vice versa.

Glenn (1987) has articulated criteria for a physician's decision to involve a psychosocial provider:

- The patient's symptoms are unexplained by medical findings.

- The problem appears to involve other family members.

- Noncompliance of any kind is developing.

- The physician feels over his or her head with some emotional or relational problem presented by the patient.

- The physician feels hopelessly triangulated between family members.

- The physician feels chronically in conflict with the patient over diagnostic or treatment issues.

- The patient's problem appears to significantly coincide with a stage in the family's developmental cycle.

- The patient's problem involves the discovery of cancer, sudden change in physical health, or is terminal.

- A cloak of secrecy seems cast over some critical family member.

- Obvious emotional difficulties are presented by the patient in the course of treatment.

If the MHP was not involved in the initial interview with a patient, some sort of introduction is necessary when the PCP wants to involve him or her in a case.  Different settings have developed different ways of handling this moment.  There can be no best way of doing this because of differences in the personal styles of PCP, MHP, and patient.  Following are three examples.  It is important to keep experimenting to see which way of describing the MHP’s involvement leads to the most comfortable and effective entry.

Glenn (1987) describes a way of making the patient a "consultant" to the MHP, at least in the first few months of the MHP’s service in the practice.  "I have a new therapist in the practice who is learning about how physical illnesses impact peoples lives.  Would you be willing to meet with him and tell him about your illness and how it has affected your life?" (p. 146)  This request helps the patient to start talking about his or her social/ emotional life without the implication that it needs fixing.  There is no charge for this meeting since it is for the use of the provider.  When the patient discovers that the MHP is knowledgeable and understanding, often a request for help is forthcoming.  If this happens, subsequent meetings are billed.  If not, the process is, in fact, exactly what the PCP described and may constitute an introduction that could make the involvement of the MHP easier in the future.  

A second way is for the MHP to be seen as a consultant to the physician on what the physician might need to learn in working with the patient, rather than what the patient needs to learn.  Physicians are usually willing to use this script because they want very much to find a way to get the MHP involved.  They typically say something like,  "The last few visits haven't resulted in as much relief for you as I would like, but I want to keep trying.  I'd like to bring in Dr. Johnson.  She is a psychologist working with me in our office.  Her job is to help the physicians understand their patients better so that they can find better ways to help their patients."  

This introduction leads to a meeting or meetings in which the MHP discovers the contexts of the patient’s life, possibly with family members.  It makes perfect sense for the physician to attend, since the purpose is to aid her understanding.  If both PCP and MHP are skilled at speaking in front of patients, a portion of the first meeting can be an interview of the physician about her understanding of the patient's situation.  

A third way involves a script for bringing in the MHP that is especially effective at keeping a medical definition of the process.  It can be used in almost any situation without regard to whether the physical symptoms are explained by findings.  The physician says, "Your pain is obviously very real.  I need to assess whether stress has a role in making it worse.  I want to bring in Ms. Jones, the staff member in our office who is most expert on stress."  The patient waits until Ms. Jones can join the meeting.  At that point the physician says to Ms. Jones in front of the patient, "I want you to make an assessment of whether stress has a role in making Mr. Smith's pain worse.  Meet with him and with anyone else you need to in order to see if a reduction of stress could give him even a little relief.  Report back to me with Mr. Smith within a month."  An interview of the physician in front of the patient can then orient the MHP for working with the patient while the patient hears and can comment on the physician’s findings and concerns.

By reporting back together, the patient and MHP are defined as a team working together for the patient's good, rather than as a patient who is being treated by a new provider.  They are a "subcommittee" of the medical treatment.  The physician stays in charge.  If the report indicates that some reduction of stress may reduce pain, then the physician can prescribe a “trial” course of treatment to reduce stress.  This can lead to any of the psychosocial treatment options available within or outside the office.  In all likelihood, there will have already been some relief during the "assessment" period and the MHP will simply need to finish what was begun.

How Is IPC Organized within the Office?

Mauksch and Phillips (Glenn, 1985) report that a receptionist who serves both MHP and PCP practices seems to facilitate patients’ using the counselor.  Patients, at the suggestion of the physician, can go back to the same receptionist and schedule a time with the therapist.  

The more integrated the practice, the more proximity is crucial.  Mental health providers must be located in the primary care site.  There must be overlapping time as well as shared space between MHP and PCP. Coleman and his collaborators (Coleman, Patrick, Eagle, & Hermalin,  1979) found that 92 percent of consultations between PCPs and MHPs in their setting were brief and unscheduled.  Almost none of these would have happened if they were not located in the same space. 

Scheduling can facilitate integrated practice.  Some practices have designated times when MHP and PCP work together.  Each can schedule patients into these times knowing that the other is available.  At other times, if the MHP usually sees patients for a half-hour, there are two times each hour when they can be brought in for a brief meeting with another patient or buttonholed for a consultation by a PCP. 

Every practice will also need regular meetings (most choose one hour per week) to talk together about difficult cases and to work on the problems that IPC raises.  Agendas should be set for these meetings, or they tend to learn more toward complaining than problem solving.  Some practices reserve part of the time for difficult cases and ask that providers sign up in advance to use the time.  The rest of the time is used either for administrative matters or to discuss articles or present subjects of interest to all providers.  The more providers work together and learn about each other's language and work, the broader the range of topics that are of interest to all.  Providers become comfortable discussing a wider range of topics.  As they work together, this skill becomes important for the maintenance of the team.  

Levine (1983) points out a phenomenon that has been much more thoroughly discussed in the family therapy literature (Selvini-Palazzoli, Boscolo, Checchin, & Prata, 1978).  The interaction between team members will inevitably reflect the tensions and paradoxes of the particular patients and families with whom they are involved.  Team problems are diagnostic tools for discovering unacknowledged patient problems.  It takes a fairly sophisticated, well-joined team to observe these patterns and not take them personally.  Professionals who become comfortable with the questioning of their approaches and experience that as inevitable on a regularly collaborating team will, in all likelihood, become more comfortable with the questions of patients about their methods.  They will engage more easily in collaboration with their patients and the patients' families.

Special treatments can be undertaken in the primary care setting that would be less likely to be attended through a referral to a specialty mental health setting.  As providers meet and discuss regularly, patterns in the population being served tend to emerge, leading to special targeted services for groups within the practice.  Groups or other treatments for patients with chronic illness, heart disease, depression,  or obesity, for example, can be developed to meet the immediate needs presented in the practice.  This makes treatment much more responsive than is the case when a PCP has to find appropriate specialized treatment outside the practice.

Confidentiality is a very important topic that must be addressed in the meetings of providers in the practice.  Medical providers usually understand confidentiality to mean that information is not shared beyond the medical team providing care.  This team can include physicians, nurses, other providers in the office, and relevant specialists outside the office.  Mental health providers usually believe that confidentiality means that information is not shared without permission beyond the people who attend the session.  In some settings, the likelihood that office staff might see personal therapy records has led to the therapists maintaining separate records and writing in the medical chart only as necessary.  In other settings, patients sign releases as part of the initial paperwork of joining the practice for all providers to be able to share information; these settings usually keep all records in one chart.  

I have found I can use the same skills required to talk in front of the patient, described earlier, to compose a treatment note.  I routinely read the last note in the chart to patients at the start of the next meeting.  This means they have no anxiety about what is written about them in the chart, and the notes are written in a way that is clear to other providers. It also helps with continuity and with highlighting progress in treatment.   

Starting a Pilot Program and Moving to Broader Implementation

Mauksch and Leahy (1993) have a set of recommendations for implementing integrated primary care plan-wide in an HMO. (Recommendations are quoted, elaborations are paraphrased.)

1. “Improve physical proximity.” Locate mental health practices in primary care when possible, and when space does not allow this, have a mental health practitioner on site at least one day per week.

2. “Keep a joint medical record.”

3. “Improve coordination of care.” In difficult cases with many providers involved, designate a case coordinator and have the functions of the role understood by all.

4. “Focus on primary care providers as important customers for mental health providers.” Mental health providers need to be comfortable and effective in the role of consultant in many cases, since the majority of mental health treatment will continue to be done by the primary care physicians and nurses, even in integrated settings.

5. “Explore new practice styles that may be effective in a managed care setting.”  Mental health practitioners need to try more episodic models of care, shorter treatment sessions, etc.  

6. “Create coverage policies that avoid an adversarial relationship between providers and patients”(and between provider and provider).

7. “Avoid double standards (between mental health and medical) when designing coverage policies.”

8. “Include mental health consultation earlier in the course of a patient's evaluation in order to minimize unnecessary expenses.”

9. “View patients as people (the organization) is committed to working with over time, rather than as people presenting a series of isolated treatment episodes.”

The above list is a good example of the scope of the potential impact of IPC.  It begins with suggestions about the location of providers, and moves to basic assumptions about coverage, service structures, and mission.  

Integrated primary care needs to be offered as a remedy to perceived problems, rather than as a good idea to be pursued for its own sake.  In any primary care site there will be some problems presented by patients that are particularly bothersome to the staff of that unit, whether these patients are noncompliant, overutilizing, somatizing, depressed, substance abusing, or have a particular medical diagnosis.  Focusing on those problems makes it most likely that staff will support the endeavor.  It should not be hard to find some mental health providers and some biomedical providers who are interested in this kind of work.  A pilot project tends to generate enthusiasm on the part of its members.  Nevertheless, the enthusiasm of a limited group will not be enough to sustain the project 3.

I conceive of this process of developing IPC and implementing it across a primary care providing entity as precipitating four distinct crises in the organization.  By "crisis" I mean to invoke both of the meanings of the word as it is represented in Chinese, by a combination of the characters for "danger" and "opportunity."  If the dangers can be forseen and met creatively, the opportunities become the most salient aspect of the crisis.  If only the opportunities are forseen, the dangers tend to dominate everyone's experience. The organizational crises are:  

1. the undertaking of a new type of project (the project to create IPC), 

2. the creation of new ways of understanding and working with problems patients present, 

3. the creation of a new cohesive team within the organization, 

4. the impact on people who were not in on the development of these ways of understanding and working when a broader implementation is attempted. 

How each these crises will ultimately be experienced depends in great measure on how they are understood and addressed by the managers of the IPC process.

Crisis 1:  Undertaking a New Type of Project 

Any new project impacts the members of the project and the various staff members whose work supports the project.  In the case of IPC, there will be different levels of anticipation and acceptance among project members.  As an MHP joins the primary care team, everyone's role will undergo some change.  This will impact nurse practitioners, physicians’ assistants, nurses, medical assistants, as well as physicians.  In addition, support staff will have to change their work as to deal with new scheduling, billing, and patient communication problems.

The hierarchical structure of medical care delivery can make it tempting to assume that if the physician or physicians in a setting are in favor, the project can simply be announced and begun.  In most settings this would be a mistake.  The clinical team plus the office manager should sit together to talk about how the psychosocial aspects of care are currently handled, to remind themselves of some of the more difficult cases in which they all wanted someone there to help, to strategize about how an MHP could be useful immediately, and how to bring a person onto the team in a way that will get him/her oriented and functioning the fastest.  There may well need to be a series of meetings to accomplish this discussion fully.  Later, this group plus the MHP will need to assemble periodically to address problems as they come up and to make recommendations concerning such central practices as how to handle the medical record.  This group will also form the vehicle for allowing the larger organization to connect with the process of IPC and to make a broader implementation possible.  This is discussed below.

The office manager will need to assemble the support staff to talk about how having an MHP will help the practice and to assign the necessary tasks to prepare for the MHP's arrival.  These include researching the regulations of payers related to psychiatric billing codes and planning for scheduling and space utilization changes.

The more people feel that their concerns about the problems IPC raises are being addressed, the more they will be able to understand and participate in the opportunities IPC presents. 

Crisis 2:  The Creation of New Ways of Understanding and Working with problems patients present

New ways of working, even if they are clearly improvements, can be very upsetting to people.  It can make them feel they have been doing things wrong.  This can be destabilizing, particularly in medical care, where providers feel they are supposed to have the answer and get it right the first time.

A powerful example comes from a primary care setting where family therapists and physicians began collaborating in the examining room with very little orientation or other preparation.  The family therapists did not know how to contribute or what was expected of them, so for the first few weeks they were mostly quiet.  The physicians did not know what to do with them, so for a while they acted as if they were not there.  As they became more familiar with each other, the physicians began urging their guests to participate.  The family therapists began joining in on the interview of the patient, inevitably asking questions that the physicians would never have thought to ask.  Occasionally they would "get lucky," opening up areas of the patient’s relational context, which shed a very different light on the patient’s problem.  One physician's comment to his therapist collaborator may have represented how many of them felt, "After what happened today, I think you should be seeing 80% of my patients instead of me."  Shortly thereafter, scheduling problems developed in the health center, which made it impossible to continue the project.

To avoid such an outcome, a "learning environment" needs to be supported, in addition to the preparation for IPC described above.  This means that making learning a value for all staff is crucial for the kind of organizational culture in which change can be accepted.  The weekly meeting of internal CME, even if it is only an hour over breakfast or lunch, is essential.  If learning is a group norm, then discovering something new is an opportunity for exchange rather than an indictment of previous practices.

To help providers learn IPC, it helps to have training in skills that everyone needs and that no one discipline is expected to have already mastered.  The list above (1. speaking in front of the patient, 2, working as a team member, 3. interviewing family members, 4. practicing solution focused interviewing, and utilizing cognitive/behavioral interventions) can form the nucleus of a training program that all can join.  Sometimes the initial stages of the program can be framed as “discovering the problems of IPC.”  Then a series of two or three meetings can be assembled with the purpose of  sharing the problems, forming work groups to propose solutions, and devising trial procedures to be evaluated in the next meeting.  In this way, everyone has a part in the process of change and the possibility of people feeling left out or blamed is greatly reduced.

Crisis 3: The Creation of a New Cohesive Team within the Organization.

IPC may be implemented as a pilot program in a larger organization consisting of several primary care settings or in a practice with a small number of providers.  In either case, as the project goes forward, the surrounding organization will notice.  Unless proper steps are taken, the more successful the project is, the higher the morale and excitement of staff and the more they become successful at handling cases that before would have languished, with patients and providers frustrated and unsatisfied, the more the organization around the project may punish the project.

This is a common pattern in all organizations, not just those in the medical world.  A cohesive team that has a high morale and is developing its own way of working inevitably excludes people who are not part of the team.  People who feel "left out" are often disparaging of whatever it is they are "out" of.  In a large organization, it, the staff members of other health centers or middle and upper managers who are not directly involved in the implementation of IPC may be disparaging.  In a small practice, colleagues in the specialties or representatives of payors or regulatory agencies may look askance on the team's work.  This is heightened by the fourth crisis.

Crisis 4:  The Impact on People Who were Not in on the Development of these Ways of Understanding and Working When a Broader Implementation is Attempted

The same problems described in crisis 2 are back at this point, but this time they can be widespread and less manageable.  People who were not in on developing IPC in the organization are asked to change some of the ways they practice because of the project.  It is common for people in this situation to feel that they are being told that there is something wrong with the way they have been practicing and to avoid assenting to this idea by avoiding the new way of practicing.

Figure 2 illustrates the series of conversations that can be convened and maintained as the pilot project develops in order to make the move to full implementation possible when the pilot stage is over.  In order to mitigate crises 3 and 4, is important to turn the people who might be in a position to make things difficult for IPC into "stakeholders" in IPC.  In a large organization, all of the managers and providers who might be asked to implement IPC later on should be in on this process.  This is done by communicating with them early in the process, before they would hear about the project some other way.  A memo or announcement or newsletter should be written, explaining why IPC is being started in one setting, what sort of difficulties it is designed to address, and that it is an experiment.  It helps if there is some documenting of the need for a different approach in terms that other staff can understand.  One HMO did an internal study which remains proprietary in which they simply looked at all members and their families who were prescribed any sort of psychotropic medication.  The average overall medical cost for this group was three times the plan average.  This is the kind of tantalizing finding that can energize an experiment.  

After making the announcement that IPC is being tried on a pilot basis, hold regular facilitation and dissemination meetings to update the group on the progress of the "experiment."  It is important that key staff who are not in the pilot practice feel that they were in on the ground floor.  Communication should be frequent enough so that the project does not develop new ideas or procedures without the stakeholders understanding where they came from and how they work.  The updates should be candid, describing the blind alleys that the project staff tried as well as the successes.  In this way, stakeholders learn what the project staff learns without having to make all the same mistakes later.  It gives them the sense that they are in on the development of the project.  The updates should tell stories and not just talk in programmatic language.  They should describe the problem a patient presented, how it would have been dealt with in the past, what was tried differently this time, what happened, and what the providers think was learned.  People remember and make them feel they are part of what is happening.  

The facilitation and dissemination group is made up of the project providers, the office manager, and the manager representing administration.  It can be the source for the communication of material to the larger organization.  This probably should be done by the manager in the larger organization who will be responsible for the broader implementation.  By meeting regularly with this group, with the goal of eliciting and publishing the story of their development, the manager makes the broader implementation possible.

Regular discussion between the project group and the data management staff needs to occur as the process develops.  This “reporting” group designs the data reports that makes the pilot project able to be more effective and to run smoother.  IPC tends to require different reporting than the usual primary care service simply because new problems need to be addressed that once did not need to be identified. The field of data management for integrated primary care is very new and there is little agreement about what should be tracked or reported.  In a few centers a regular routine of reports about patients for medical and mental health providers has been developed, but the specifics of those reports tend to be proprietary.  The categories to be tracked must arise from a conversation about the ongoing development of the pilot(s). The manager who is going to be in charge of broader implementation will want to shepherd this process.

The following is an example of the kind of data that would allow the medical provider to assess when to take a more psychosocial approach to treatment or to look for the input of the MHP.  This is a report which could come off the computer and be available on the encounter form or in the chart at each patient visit.

• number of visits

• percentile in utilization

• number of visits by family members

• problem list (long- and short-term)

• pharmacy list, including refills

• most recent health status and lab data

• date of last health maintenance exam

• nurse triage calls

• visits to other providers in the system

• any alerts by other providers concerning drug seeking,  suspected depression, etc.

This is not easy to produce in most primary care practices.  It takes constant discussion between providers and information management personnel to develop such reporting as a regular feature of the primary care interaction.

Integrated primary care involves levels of communication between medical and behavioral health providers which is new to most settings.  Implementing IPC across a large health system requires new levels of communication in all of the domains described above.  This is the kind of communication that is required for Total Quality Management initiatives or other sorts of organizational re-engineering.  In this case, the re-engineering starts out addressing the immediate problems brought by a large number of the highest utilizers of care.  It goes on to offer upportunities for renewel in the routines of practice, the organization of social roles, and ultimately the explanatory model behind the expertise that is provided (Blount & Bayona, 1994).

There is reason to take very seriously the potential impact of IPC on health care as we know it.  On the other hand, no one has had much success selling fundamental fixes for health care in the recent past.  The fate of the Clinton health plan is an example of what can happen to even the most powerfully supported attempts at fundamental change.  Integrated primary care offers far-reaching possibilities for expanding the way primary medical care is delivered and for facilitating the development of new ways of conceptualizing and approaching human pain.  Whether these possibilities will be realized will be seen in the next decade or so as IPC becomes more common and better developed across the United States.  It will become more common, however, because it offers the possibility of solving very real problems that primary care providers face every day.  
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Notes

1. All of the collaboration described needs the consent of the patient.  In the many settings, the consent is built into the initial agreement between the patient and facility or between patient and health plan. 

2. The terms “mental health,” “behavioral health,” “psychological,” “psychiatric,” and “psychosocial” can be used almost interchangeably in this and other similar contexts throughout this chapter.  Each has some utility and some drawbacks.  I have tried to use the term that I thought would be most familiar to the most readers in a particular context.  

3. See p. 2

4.  For a much more detailed analysis of the reciprocal impact between a specialized project and the host organization, see Brule' and Blount (1989), Chapter 14.
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Figure 1.1.  Collaborative Care: the provider perspective.
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Figure 1.2.  Collaborative care: the patient perspective.
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Table 1. Impact of integrated approach on depression in primary care.

INTERVENTION:

-Patients recruited for a specific protocol to begin 4 to 6 weeks after depression first diagnosed.

-Visits 1 and 3 with physician, visits 2 and 4 (and 5 & 6 if needed) with a psychiatrist. The study was later replicated with similar results using psychologists.

-Patients were exposed to written and videotaped materials about depression and its treatment.

-Random assignment of recruited patients to treatment or control state.  Control state involved regular treatment by physician with all usual opportunities for referral to specialty mental health services at a different site. 

                                                                            TREATMENT               CONTROL

ADHERENCE TO MEDICATION        

major (n=91)     75.5%              50.0%


                                                               
minor (n=126)   79.7%              40.3%

LIKED THE QUALITY OF CARE        

major                 93.0%             75.0%

            
                                                    
minor                 94.4%             89.3%

RATED MEDICATION AS HELPING  

major                 88.1%             63.3%

                       
                                         
minor                 81.8%             61.4%

SHOWED SIGNIFICANT                      

major                 74.0%             43.8%  SYMPTOM REDUCTION





                                                                                 minor          approx. 60%  no sig. difference
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Figure 2.
Getting from the pilot program to full implementation.



