[image: image1.jpg]CAPTA Call
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March 27, 2001

Integration of Primary & Behavioral Care Services

K

irk Stroessel, a consultant who has previously worked with the Bureau of Primary Health Care (BPHC), addressed CAP Grantees in a conference call on March 27 about the pressing need for an interface between behavioral health and primary care services. Increasingly, primary care providers are the treatment source of choice for people experiencing mental health and chemical dependency problems. For ease of reference, these problems are categorized in this call summary as behavioral disorders. 

The incidence of behavioral disorders is alarmingly high:

· Recent studies indicate that 7 out of 10 people in community health center waiting rooms present for treatment due to mental disorders, including depression, anxiety disorders, substance abuse, or some combination of these.  

· A recent survey of 800 medical care providers was implemented to determine what percentage of patients in a typical clinic workweek presented with behavioral disorders. Using the most stringent coding standards, responses indicated that a full 50% of patients experienced these disorders. Using a more relaxed set of coding criteria increased positive responses significantly to at least 70% of primary care patients. 

· Among 2000 patients in a Chicago clinic complaining of headaches, dizziness or gastro-intestinal distress, only 1 in 10 was diagnosed with a non-behavioral illness at the end of the treatment period.

In addition to concerns about the alarming number of people who experience behavioral disorder symptoms, there is growing concern at the community level about uninsured patients who may not have a chronic illness but may be depressed, anxious, or beginning to abuse alcohol or other substances. Studies indicate that 50% of people with behavioral disorders never seek help, and that those who do seek help are likely to be shifted to the primary care system despite their need for specialized services. Because people with behavioral disorders typically use double the amount of service resources as other sick people, this shift to the primary care system is costly and inefficient as well as often ineffective.

In this era of managed care, primary care providers are expected to examine and diagnose patients in time blocks of 10-15 minutes.  Ironically, this time constraint is keenly felt among patients who are increasingly intent upon spending more time telling their providers about the various domestic, employment, and other environmental stressors in their lives. This information is particularly important to physicians as they consider behavioral and other physical disorders that may co-exist. The result of this conflict between available time and needed information is often a mismatch between patients’ perceived health issues and the care they receive. Given the high incidence rates cited above for behavioral disorders, this is clearly a problem of major proportion for both providers and their patients. 

The mission of the primary health care system focuses on population-based care with the goal of raising the health of the entire community. In contrast to this, the goal of the specialty model of care is to deliver a broad array of services to a relatively small percentage of the community. It is well documented that the higher volume and higher frequency of contacts that characterize the primary care system are essential for handling the influx of patients with behavioral disorders. One indication that this need is beginning to be addressed is the commitment demonstrated by the BPHC Technical Assistance Program, which has increased its Service Expansion Awards this year from 17 to 80 in support of health care centers interested in integrating services. These $100,000 permanent base allocation increases are specifically geared toward hiring behavioral health staff to assist primary caregivers in dealing with clients who present with behavioral disorders.

There are many challenges to integrating behavioral health and primary care services, one of which is the desire on the part of consumers for one-stop shopping. For various reasons that range from convenience to stigma related to behavioral disorders, patients are often unwilling to move from the primary care system to a behavioral care system that can best provide the treatment they need.  In fact, when primary care providers attempt to refer patients to behavioral care systems, fully 40-70% of patients fall through the cracks and are lost to treatment. Key factors that must be addressed to successfully integrate primary care and behavioral health services include:

· Location – Co-locating services to help keep behavioral care patients from falling through the cracks

· Consolidation – Reducing red tape and paperwork requirements related to payment and patient history

· Philosophical consistence – A clearly perceived sense that primary care and behavioral care providers are on the same page in the best interests of the patient

Since additional funding is unlikely to be forthcoming, creative solutions are needed to effectively address this issue. The mission of medical care must shift to finding ways to influence the behavioral health of the community with currently available resources. Primary care providers should strongly consider such strategies as: 

· Teaching primary health care providers to effectively intervene on behalf of patients with behavioral disorders by recognizing the existence of the disorder and providing clear next steps for those who need behavioral care

· Placing behavioral health providers in the medical practice area along with primary care physicians. The continuum of location-specific integration possibilities range from hiring part time behavioral health providers in specific primary care locations through using a “circuit-rider” approach where behavioral health providers serve a number of clinics in a specific geographic area. 

Clearly, the need to develop innovative ways to integrate behavioral health and primary care services is a critical health issue that requires immediate attention. Creative strategies that utilize current health services infrastructures and resource bases must be designed and implemented to provide quality health service delivery that addresses behavioral as well as primary health care needs. Those grantees interested in participating in training workshops and follow-up onsite help may contact Audrey Smolkin (asmolkin@hrsa.gov) for referrals and further information.
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