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  Abstract 
 Increasing awareness of mental illness ’ s impact on medical and psychiatric health has accelerated global efforts to integrate 
medical and behavioural health services. As the fi eld of integration has advanced, numerous integrated programmes have 
been implemented. In examining the impact of these programmes, it is important to maintain a standardized vocabulary 
to describe the various components of their integration. Additionally important is examination of how these programmes 
impact elements of patient care and the healthcare system. Specifi cally, what value do they bring? This article will discuss 
the importance of carefully assessing the value integrated services bring to patients, and questioning whether they do so in 
ways in which today ’ s segregated world of medical and behavioural health cannot. This article will also explore the various 
settings in which medical and behavioural integration can bring added value.   

  Introduction 

 Over the last two decades the fi eld of integrated care 
has undergone rapid growth and development. A 
multitude of models have been introduced, repli-
cated and disseminated. From these different mod-
els, various terms and defi nitions have emerged, 
resulting in a non-standardized vocabulary. 

 In order to improve effective communication 
among those involved in integrated care, the US 
Agency for Health Research and Quality (AHRQ) 
endorsed a consensus lexicon in 2013. This lexicon 
provides defi nitions of integrated care in the primary 
care setting and explains how various components 
transform practice as they are integrated (Peek  &  
National Integration Academy Council, 2013). At 
the most basic level, integrated care occurs when a 
team of co-located, multi-disciplinary behavioural 
health (BH) and medical professionals deliver coor-
dinated services to a common primary care outpa-
tient population, with the intent of improving health 
outcomes for the patients they serve. The lexicon 
focuses on integration in the primary care setting 
and has several target BH activities: addressing life 
stresses and crises, stress-related physical symptoms, 
unhealthy behaviours, and ineffective healthcare 
utilization. The lexicon also describes progressively 
increasing levels of clinically integrated service 

capabilities (the  ‘ how ’  parameters  –  Table 1) and the 
required system support for sustained integrated care 
delivery (the  ‘ supported by ’  parameters  –  Table 2). 

 For many medical and BH professionals in the 
health system, the lexicon provides the structure 
needed to understand outpatient integrated primary 
care service delivery. However, for those already 
more intimately involved in the delivery of integrated 
care, the lexicon needs to be expanded to provide the 
depth necessary to develop a system-wide integrated 
approach to medical and BH care. 

 This article will focus on delivery of BH care for 
mental health and substance use conditions; rather 
than activities such as education about healthy 
behaviours, assisting with life stresses, and altering 
ineffective use of medical services. It will expand 
upon the lexicon in order to clarify what integrated 
care is and can look like in actual practice. The 
article will discuss (1) the concept of  ‘ value-added ’  
services and their importance as integrated care ser-
vices are developed, and (2) additional settings in 
which medical and BH integration can contribute to 
improved health and lower cost. In doing so, this 
article will set the stage for subsequent articles 
which go into greater detail about specifi c clinical 
programmes in a wide range of clinical locations. 
These programmes could potentially be described as 
both  ‘ value-added ’  and  ‘ integrated ’ .   
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 Traditional versus non-traditional BH services 

 We will elaborate on a number of basic concepts 
about value-added  ‘ non-traditional ’  behavioural 
health services (Porter, 2010). The integrated ser-
vices are called  ‘ non-traditional ’  because they do not 
fi t conveniently into current payment or delivery 
system procedures. Non-traditional BH services are 
those that are primarily delivered in the medical 
and not the segregated BH setting. Conversely, non-
traditional medical services for BH patients are those 
that are easily accessible for BH patients in a nearby 
and connected medical setting, rather than medical 
services delivered in BH settings. 

 It is important to delineate traditional from non-
traditional BH and medical services because current 
payment procedures do not support delivery of inte-
grated care in either direction. Therefore, the transi-
tion from segregated BH and medical service delivery 
will require adaptation of the payment system such 
that delivery of concurrent care in a unifi ed clinical 
care system is supported. 

 In recognition that ineffectively treated patients 
with co-morbid conditions have substantially higher 

total healthcare costs, especially related to high 
medical service use, healthcare payment reform is 
being increasingly accepted (Kathol et   al., 2005). 
Transition to integrated payment needs to parallel 
transition to integrated service delivery (Manderscheid 
 &  Kathol, 2014).   

 Clinical enhancement versus added value 

 Unsuccessfully treated co-morbid medical and BH 
disorders are associated with persistent and deterio-
rating clinical conditions, both medical and BH; 
with substantially higher total healthcare costs; and 
with high social support system assistance needs and 
disability (Druss  &  Walker, 2011; Druss et   al., 2011; 
Katon  &  Seelig, 2008; Seelig  &  Katon, 2008). 
Integrated care is intended to reverse these adverse 
outcomes. While the lexicon describes progressively 
increasing levels of clinically integrated service capa-
bilities, it does not emphasize the need for integrated 
services to change the outcomes of those exposed 
to integrated care. Some integrated care models 
have been shown to enhance patient and provider 

  Table 1. Adapted  ‘ how ’  parameters for system-based integration.  

Medical and BH 
integration Current practice Clinical enhancement Value added

Range of care Discipline-specifi c but independent 
assessment and treatment

Base service assessment and 
treatment; cross-disciplinary support

 Full cross-disciplinary assessment 
and treatment 

Provider expertise * Independent; variable Full base service; cost-based cross-
disciplinary

 Full cross-disciplinary 

Physical setting Separate space Co-located  Co-located cross-disciplinary  ‘ team ’  
Type of collaboration Informal referral Haphazard communication  Fully synchronized communication 
Patient triage Intuition Population screening  Prioritizes complex patients 
Workfl ow protocols Independent Coordinated Single operation
Care plans Segregated Collaborative  Consolidated 
Follow-up Variable Discipline specifi c  Cross-disciplinary treat to target 

    Italics indicate components with the greatest predictive potential for improved outcome and decreased cost. Adapted from Peek, C.J.,  &  
National Integration Academy Council (2013).   
  * Parameter not included in Agency for Healthcare Research and Quality lexicon (Peek, C.J.,  &  National Integration Academy Council 
(2013)).   

  Table 2. Adapted  ‘ supported by ’  parameters for system-based integration.  

Medical and BH 
integration Current practice Clinical enhancement Value added

Community expectation Segregated care Confusion but appreciation Collaborative and coordinated
Practice organization Independent Co-located; collaborative Single operation
Leadership Discipline specifi c Independent but collaborative Uniform
Business model Independent Subsidized, cross disciplinary Single budget
Case management * Independent, if present Coordinated, if present  Multidisciplinary, if present 
Outcome measurement Discipline specifi c clinical 

and economic
Selective clinical; coordinated  Treat to target; total health cost assessment 

    Italics indicate components with the greatest predictive potential for improved outcome and decreased cost. Adapted from Peek, C.J.,  &  
National Integration Academy Council (2013).  
   * Parameter not included in Agency for Healthcare Research and Quality lexicon (Peek, C.J.,  &  National Integration Academy Council 
(2013)).   
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satisfaction, improve health, and reduce cost, which 
are the elements of the  ‘ triple aim ’  defi ned by Berwick 
(Berwick et   al., 2008; Earnest  &  Brandt, 2014). Given 
the administrative, clinical, and fi nancial support 
needed to design and implement effective integrated 
services, there is little reason to do so unless those 
services are associated with achieving the triple aim. 
It is for this reason that we have adapted lexicon para-
meters into those associated with current, clinically 
enhanced, and value-added services (Tables 1 and 2). 

 This article sets forth as a core principle that unless 
an integrated care activity can be expected to improve 
patient outcomes while conserving health resources, 
it should be viewed as a  ‘ clinical enhancement ’  and 
not a  ‘ value-added ’  service. Co-location of counsel-
lors into the primary care setting is an example of 
clinical enhancement. This model has been found to 
improve the patient ’ s experience of care, the fi rst of 
the triple aim. However, it does not measurably alter 
long-term clinical outcomes, and increases rather 
than decreases total cost of care (Bower et   al., 2011, 
2003). Value-added integrated services, on the other 
hand, contain components of care that will predict-
ably lead to desired clinical and cost outcomes 
(Kathol et   al., 2014a). The components with the 
greatest predictive potential for improved outcome 
and decreased cost are italicized in Tables 1 and 2. 
Not unexpectedly, many if not most  ‘ integrated ’  ser-
vices described in the lexicon would correctly fall 
into the category of clinical enhancement. 

 The national standard for BH integration in 
medical outpatient settings is to co-locate a social 
worker or other licensed mental health provider with 
medical practitioners in a primary care or specialist 
medical group practice. These BH professionals 
perform equivalent services as counsellors in the UK. 
More aggressive programmes additionally include 
universal screening for depression and, occasionally, 
other mental health and/or substance use disorders. 
Some may even have a consultative arrangement 
for psychiatric services for more challenging 
patients. Unfortunately, none of these additions to 
current practice have been shown to lead to health 
improvement or cost reduction (Bower et   al., 
2011). The presence, availability, and participation 
of a mental health professional in primary or special-
ist medical care settings does not necessarily lead 
to improved identifi cation and effective treatment of 
BH conditions. 

 Common challenges for isolated but co-located 
BH therapists include: (1) responsibility for BH 
needs in populations far larger than time would 
allow addressing, (2) limited assessment capabilities, 
especially for more complex patients, (3) restricted 
therapeutic capabilities, for example, often therapy 
only and using non-evidence-based approaches, (4) 
psychopharmacology naivety, (5) a focus on non-BH 

illness support and intervention, such as stress 
management or training in healthy behaviours, and/
or (6) reluctance to change from standard BH 
outpatient practices, for example, utilizing 50-minute 
therapy hours, thus leading to poor BH access for 
patients. Given these constraints, it is no wonder that 
even well-qualifi ed and well-intentioned BH person-
nel have not demonstrated long-term value to patients 
and the system, despite clearly providing enhanced 
clinical services. 

 Clinically enhanced but non-value-added inte-
grated services are also a national standard in inpa-
tient general hospital settings where BH access 
typically involves use of consultation psychiatrists or 
BH nurse practitioners. While consultation psychia-
trists and adequately supervised BH nurse practitio-
ners have the expertise needed to address common 
BH presentations in the general hospital setting, 
traditional consultation services are nearly always 
retrospective. Consultations are requested and per-
formed near the end of a general hospital stay, 
which has been associated with worse outcomes 
(Kishi et   al., 2004). There is no study that suggests 
clinical or fi scal value is brought to more than just a 
few of the patients served using this model (Gater 
et   al., 1998; Huyse et   al., 2001b; Levenson et   al., 
1992). Confounding matters, psychiatrists and nurse 
practitioners who provide consultations require 
subsidization to meet salary needs because BH pay-
ment procedures currently discourage delivery of 
BH services in the inpatient medical setting. 

 These two examples show how integrated services 
can meet access demands for primary care physicians 
and hospitalists and enhance the healthcare experi-
ence for patients suffering from BH co-morbidity in 
the medical setting. However, they do not include 
service characteristics that would be expected, based 
on current research, to improve long-term outcomes 
or lead to total health cost reduction. The following 
sections will describe integrated services with greater 
potential to accomplish these ultimate goals.   

 Strategic implementation of value-added 
integrated services 

 If health systems and the professionals within them 
are going to invest the effort to provide integrated 
care for the populations they serve, they should strive 
to prioritize value-added integrated services. It is 
important to consider the context of and strategy 
for the introduction of these value-added integrated 
services. 

 First, data indicates that opportunities for cost 
savings in patients with co-morbid medical and BH 
conditions is in reducing medical services, not BH 
services: (1) nearly 70% of BH patients are seen 
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either exclusively or primarily in the medical sector 
(Kathol et   al., 2006; Wang et   al., 2007), (2) for 
patients seen in the BH sector, medical expenses 
constitute the majority of the healthcare expenditure 
(Kathol et   al., 2005; Melek et   al., 2014), with the 
possible exception of those having psychotic disor-
ders, (3) over 80% of cost for total healthcare in 
patients with medical/BH co-morbidity is for medical 
services, (4) half of the BH expenditures are for 
medications, of which four fi fths are prescribed by 
non-psychiatrist physicians (Melek et   al., 2014), and 
(5) for patients with medical/BH co-morbidity the 
average annual cost of medical services is close to 
double that for medical patients without BH co-
morbidity (Kathol et   al., 2005; Thomas et   al., 
2005). 

 Strategically, for BH professionals to capture 
rewards from savings associated with value-added 
services, they need to deliver care as a part of the 
medical delivery system. With this integration it is 
likely that use of BH services will initially increase 
rather than decrease, since it is untreated concurrent 
BH conditions that are associated with additional 
medical service use. While this value-added inte-
grated service is easier to accomplish in the medical 
setting, it is also desirable to do so in a specialist BH 
sector that has become a part of the medical care 
delivery process, just as cardiac and surgical special-
ist care is. It is important to note that expanding 
access to traditional BH care is ineffective, since 
nearly 70% of patients with BH disorders refuse to 
access services in the standalone BH sector (Kessler 
et   al., 2005). Further, since the majority of health-
care service use in patients with BH conditions is for 
physical healthcare (Kathol et   al., 2005; Melek et   al., 
2014; Thomas et   al., 2005), cost saving potential is 
enhanced when medical and BH care is delivered in 
systems with a high level of co-located integration. 

 Second, as integrated care is implemented, strate-
gic utilization of the limited number of cross-
disciplinary practitioners available to treat them is 
crucial. In the medical setting there are many more 
medical patients with BH co-morbidity (40% of 
medical outpatients (Ansseau et   al., 2004; Rivelli  &  
Shirley, 2014) and 30% of medical inpatients (Kathol 
et   al., 2014b)) than BH specialists to assess and treat 
them. Of BH specialists, psychiatrists have a special-
ized skill set that makes them necessary and unique 
contributors to the care of these patients. However, 
they are among those with the least availability. Con-
versely, there are not enough effective and sustain-
able primary care services to adequately address the 
BH patients with medical co-morbidity (50% with 
more than one chronic medical illness and 75% with 
only one (Bradford et   al., 2008)). 

 To target patients with medical/BH co-morbidity, 
the system in which integrated care is to be delivered 

could take one of two approaches: (1) it could per-
form population-based screening and accept that 
many who screen positive will not receive outcome-
changing care from  ‘ within system ’  providers, as 
practitioners will be overstretched, or (2) it could 
prioritize and screen high risk/high cost patients with 
medical/BH co-morbidity and deliver integrated, 
outcome-changing care to those screening positive, 
i.e. evidence-based or best practices. 

 Option 1 provides greater access but may impair 
the ability to achieve outcomes, given the limited 
number of BH practitioners, let alone those working 
in the medical setting. Option 2 provides restricted 
access but would be associated with the potential for 
health improvement and cost reduction. Option 2 is 
a viable strategy as long as triage procedures allow 
rapid identifi cation of the 10% of patients with great-
est need, including the subset of medical or BH 
patients with greater likelihood of concurrent medi-
cal and BH illness (up to 80%) that utilize up to 70% 
of healthcare resources. If the integrated programme 
can improve health and reduce cost in only a small 
subset of this population, there will be a  ‘ win ’  for all 
exposed to the integrated programme, i.e. patients, 
providers, hospital and clinic systems, payers, pur-
chasers, and taxpayers. Targeting these high cost, 
complex patients as an initial strategy has the great-
est potential to reduce healthcare costs. 

 Third, it is strategically advisable for health profes-
sionals to work in multi-disciplinary teams when 
delivering integrated services to patients with medi-
cal/BH co-morbidity. Co-morbid patients can be 
challenging, as treatment resistance is not uncom-
mon for their chronic medical and psychiatric condi-
tions. Sorting medical from BH contributors to 
treatment non-response often requires additional 
involvement by primary care physicians and/or spe-
cialists working in collaboration with a psychiatrist. 

 Psychiatrists are an important component of the 
integrated care process since their education most 
equips them to alter outcomes in complicated co-
morbid BH patients. Not only are they trained to 
understand the interaction of medical and BH condi-
tions and to assess patients with BH symptoms in the 
medical setting, they also have the greatest breadth 
of intervention capabilities: psychotherapy, behav-
iour modifi cation, psychopharmacology, and other 
somatic treatments, as well as the legal mandate to 
deal with forensic issues. Among BH professionals, 
psychiatrists are the most able to assess for non-re-
sponse and advance the treatment plan when initial 
interventions are ineffective. This is particularly 
important in chronic and complex co-morbid patients 
for whom initial treatment is often ineffective. 

 In addition to the psychiatrist, additional BH 
members of the multi-disciplinary team include 
psychologists, nurses, and social workers. These 
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members expand the number of patients who can be 
assisted in the medical setting, as well as provide 
important psychotherapeutic expertise, social service 
support, crisis intervention, and education services 
for healthy behaviours. On the medical side, mid-
level providers can often deliver routine medical ser-
vices for BH patients, for example, screening and 
simple interventions. 

 Fourth, it is important that the clinicians involved 
in integrated programmes learn to work with care 
and case managers. Care/case managers are impor-
tant members of the integrated, multi-disciplinary 
team, helping patients to overcome barriers in a com-
plicated medical system (Kathol et   al., 2010). This 
new group of professionals, who are usually nurses 
or social workers, can utilize their understanding of 
illness and the health system to achieve health and 
cost successes that would otherwise not be possible. It 
is important that these facilitators of health outcomes 
use a unifi ed case/care management approach to 
address both medical and BH issues in the co-morbid 
patients with whom they work, thereby making hand-
offs from a medical to a BH provider, or vice versa, the 
exception rather than the rule. 

 Fifth, the care delivery setting can play a role in 
the value of care that can be brought to patients. This 
is particularly evident when provision of medical care 
is attempted in the BH setting. Medical care entails 
obtaining historical medical information, performing 
laboratory, imaging and other procedures, viewing 
results in a timely fashion, obtaining specialist con-
sultations, initiating treatment, and following patient 
outcomes over time. 

 When implementing medical services for BH 
patients seen in the BH sector, addressing these orga-
nizational and workfl ow issues can be challenging. 
The best way to address them is to arrange for med-
ical services with collaborative medical providers in 
a nearby medicine clinic, preferably one using a com-
mon medical record system. This facilitates access to 
specimen collections, basic imaging and procedures, 
multispecialist consultations, and more invasive test-
ing, while retaining necessary communication among 
providers. The ideal situation would be for integrated 
specialist BH clinics to be a part of multispecialist 
medicine clinics with physical health services located 
in other parts of the same building. 

 Finally, it is important to consider how the tradi-
tional medical versus BH payment system contrib-
utes to fragmentation of medical and BH care 
(Manderscheid  &  Kathol, 2014). For instance, (1) 
most behavioural health records are currently stored 
in non-communicating systems, (2) insurance is pur-
chased through vendors competing to maximize 
profi ts on the same patients, (3) providers practice 
in disparate locations, and (4) laws and regulations 
frustrate the need for and desire of medical and BH 

clinicians to communicate directly with each other 
to solve patients ’  health problems. These constitute 
built-in barriers to providing integrated services. 
Many are not easily overcome but should be system-
atically addressed as clinicians mature their inte-
grated services.   

 Value-added services across the healthcare 
spectrum 

 While much of the current literature focuses on the 
delivery of integrated services in the primary care 
setting, patients with co-morbid medical and BH 
conditions are seen throughout the care delivery con-
tinuum. These settings include specialist medical 
clinics, the medical emergency room, general hospi-
tal inpatient services, and post-acute care facilities. 
It is equally important that integrated services are 
available in these settings for co-morbid patients for 
whom integrated services are needed (Kathol et   al., 
2009).  

 Integrated care in outpatient primary and specialist 
medical settings 

 In the primary care setting, an integration approach 
that can be considered  ‘ value-added ’  is the depres-
sion collaborative care model. This model is an 
evidence-based approach for integrating physical 
and BH services, which has the most data supporting 
the ways in which it brings value to health systems 
(Katon et   al., 2006, 2010; Unutzer et   al., 2008). 
Although many integrated outpatient primary care 
programmes call themselves collaborative care 
programmes, they lack the core components of the 
collaborative care model (Table 3). They subse-
quently only provide clinical enhancement, and 
would not be considered value-added programmes. 

 The majority of studies related to collaborative 
care were performed in primary care patients with 
depression (Jacob et   al., 2012; Thota et   al., 2012). 
More recent studies expand the collaborative care 
intervention to patients with anxiety disorders 

  Table 3. Core components of collaborative care.  

 Psychiatrist-supervised systematic diagnostic assessment  •
with baseline symptom documentation
Initial agreed clinical and functional goals •
First line evidence-based intervention through primary care  •
clinician
Care management behavioural activation and follow-up  •
with outcome measurement under psychiatrist review
Treatment to target; care escalation based on follow-up  •
fi ndings (psychiatrist involvement and treatment change)
Symptom stabilization and return to primary care  •
follow-up
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(Muntingh et   al., 2014) and substance use disorder 
(Alford et   al., 2011). In addition to targeting depres-
sion, collaborative care interventions have also been 
used to simultaneously treat co-morbid medical 
diagnoses (e.g. diabetes and cardiovascular disease) 
(Katon et   al., 2010). In these situations both the 
medical and BH conditions improve to a greater 
extent than when care management focuses on the 
BH condition alone. 

 Based on the growing literature, collaborative care 
is an outpatient value-added model. As long as core 
principles are followed it has substantial potential for 
generalization to other medical populations and BH 
conditions. Inherent in those core principles are the 
application and delivery of evidence-based interven-
tions, whether psychotherapeutic or somatic. These 
core principles lead to documented health improve-
ment, especially in strategically targeted complex 
populations (Huyse et   al., 2001a; Kathol et   al., 2010). 
While the model has a role for psychiatrists at its 
centre, it is one in which other BH professionals and 
services play key roles, such as care management and 
administration of evidence-based non-pharmaco-
logic/non-somatic BH treatments.   

 Integrated inpatient general hospital settings 

 In addition to implementing value-added integrated 
care services in the outpatient medical setting, it is 
equally important to implement them in the inpa-
tient setting (Table 4). The majority of healthcare 
costs are associated with inpatient medical care. 
When co-morbid patients are admitted to general 
hospitals, (1) they predictably stay, on average, one 
day longer in the hospital, (2) many require constant 
observation from nurses ( ‘ one-to-ones ’ ) for protec-
tion, both in the emergency room and on inpatient 
units, (3) thirty-day readmission rates are 30 – 70% 
higher than for medical admissions without BH co-
morbidity, and (4) facility and professional reim-
bursement for medical patients with co-morbid BH 
disorders is consistently less than for admissions of 
those without (Kathol et   al., 2014b). 

 The majority of the cost for medical patients with 
concurrent BH conditions occurs as a result of these 
high cost, facility-based medical services. According 
to a recent assessment of Medicare, Medicaid, and 
commercial insurance enrollees with medical/BH 
co-morbidity, services in any medical setting during 
2012 totalled greater than US $ 440 billion for BH 
patients. This assessment did not include those 
without insurance, TriCare, veterans, or a number of 
other covered individuals. Total expenditures for the 
14% with BH conditions used nearly 30% of the 
total healthcare budget (Melek et   al., 2014). 

 For this reason it is no longer acceptable to 
approach support for BH issues in medical inpatients 
using traditional, psychiatric consultation services, 
i.e. services that would be considered as clinical 
enhancements, but lack evidence of either popula-
tion-based clinical or economic value. Value-added 
integrated general medical and BH services (Table 4) 
can offset adverse economic consequences associated 
with untreated or ineffectively treated BH conditions 
in medical patients. Unless general hospitals institute 
value-added services, they will be inhibited from 
competitive population-based risk-contracting asso-
ciated with the Affordable Care Act (ACA) by the 
excess cost of co-morbid BH patients. 

 Value-added general hospital inpatient services fall 
into three discrete but overlapping categories: (1) pro-
active psychiatric consultation services, including 
delirium prevention, evidence-based protocols for 
common BH presentations in general hospitals, and 
supervision of constant observation use (Desan et   al., 
2011; Inouye et   al., 1999; Marcantonio et   al., 2001; 
Rizzo et   al., 2001), (2) complexity intervention units 
(Kishi  &  Kathol, 1999), and (3) having routine psy-
chiatric services available in general hospital emer-
gency rooms (Larkin et   al., 2005; Little-Upah et   al., 
2013). The fi rst category includes not only the deliv-
ery of consultation services as a part of hospitalist 
groups but also development and implementation of 
value-added preventive and active intervention pro-
tocols for common BH conditions seen in the medi-
cal setting. Each of these has a literature or conceptual 
framework that can be used to support how they 
would contribute to better general hospital outcomes 
and lower short-term total health expenditures. In all 
three, psychiatrists and their BH teams interact as 
part of the medical intervention process, in close 
coordination with general medical and surgical col-
leagues, to maximize prevention of adverse events, 
clinical benefi t to patients, total health outcome 
improvement, and facilitate early hospital discharge.   

 Integrated post-acute care 

 Very little has been written about the integrated 
delivery of post-acute care in settings such as nursing 

  Table 4. Value-added integrated general hospital inpatient 
services.  

Psychiatric consultation team •
Psychiatrist-led BH team assesses all medical  o
admissions for BH co-morbidity with hospitalist 
groups
Evidence-based protocol development for common  o
BH conditions in medical inpatient settings, e.g. 
substance withdrawal, delirium prevention and 
treatment
Routine constant observation review o

Complexity intervention unit: medical inpatient unit with  •
full psychiatric safety features and capabilities
Psychiatric coverage in the general medical emergency  •
room
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homes and assisted living facilities. Many in- and 
outpatients with co-morbid medical and BH condi-
tions need higher levels of care than can be provided 
in typical in-home settings. However, similar to other 
care delivery locations, post-acute care settings are 
traditionally organized to address patient ’ s medical 
or BH issues but rarely both. Without integrated 
services, complex co-morbid patients often remain in 
high cost service locations, such as hospitals, and/or 
have care needs for one of the disciplinary conditions 
ignored, with predictable medical or BH conse-
quences. Therefore, it is essential that co-located and 
collaborative post-acute medical and BH services are 
developed for those in need.   

 Specialist BH sector integration 

 Improving access to medical care for BH patients 
seen in the BH sector is most commonly attempted 
utilizing the cross-referral and bidirectional models 
(Manderscheid  &  Kathol, 2014). Neither model suc-
cessfully accomplishes its goals. In the cross-referral 
model BH patients continue to have diffi culty access-
ing medical care due to insurance, geographic, 
fi nancial, and/or illness-related factors. This model 
also assumes that BH practitioners are aware of and 
are appropriately addressing physical illness in their 
BH patients. This is often not the case, and is perhaps 
the greatest impediment to this model ’ s ability to 
achieve value-added medical care. When BH patients 
receive the majority of their treatment in the BH 
sector their concurrent medical conditions and 
symptoms are largely untreated. As a result these 
patients have up to 25-year earlier mortality than 
comparable patients without BH co-morbidity (Colton 
 &  Manderscheid, 2006). 

 The bidirectional model is a recent addition in the 
BH sector and has grown since the publication of 
early mortality results (Chang et   al., 2011; Druss 
et   al., 2011). It is characterized by the addition of 
a medical practitioner for independent BH clinic 
operations. While this is theoretically a valuable addi-
tion to BH care, there are signifi cant limitations to 
this model. Medical practitioners working in BH 
settings typically dedicate only a small portion of 
their week to any specifi c BH clinic. This creates lim-
ited access and poor continuity. In addition, services 
required for comprehensive medical care are often 
not available, such as ancillary medical testing, imag-
ing, and access to consultations and procedures. 

 A more effective model is one in which specialist 
BH becomes a part of the total medical health sys-
tem. In this model, specialist BH clinics are con-
nected to and are within the same system as medical 
clinics and services. Patients can continue to receive 
primary BH care in the specialist BH sector but have 
access to primary and specialist medical services as 

part of their core care. Using this model, patients 
would have common insurance coverage, medical 
and BH care would be delivered in geographic prox-
imity, all practitioners would use the same clinical 
documentation system, and medical and BH provid-
ers would be a part of the same network of clinicians. 
In this manner, referral and communication would 
become much less cumbersome for patients and 
practitioners.    

 Conclusion 

 This article was written to set the stage for following 
articles in this special issue of the  International Review 
of Psychiatry  on integrated care. It expanded upon 
the lexicon (Peek  &  National Integration Academy 
Council, 2013) created to improve consistency of 
integrated care terminology by emphasizing that 
integrated services are important across the care 
delivery setting. More importantly, it emphasized 
the need to ensure that as integrated care practices 
are introduced they add value rather than simply 
enhance clinical services. Both clinical and cost 
outcomes are essential in today ’ s healthcare environ-
ment and integrated medical and BH care has much 
to contribute.            

  Declaration of interest:  The authors report no 
confl icts of interest. The authors alone are respon-
sible for the content and writing of the paper.   

 References 

    Alford ,  D.P. ,  LaBelle ,  C.T. ,  Kretsch ,  N. ,  Bergeron ,  A. , 
 Winter ,  M. ,  Botticelli ,  M. ,    &     Samet ,  J.H  .  (2011) .  Collaborative 
care of opioid-addicted patients in primary care using buprenor-
phine: Five-year experience .   Archives of Internal Medicine   ,  
  171  ,  425 – 431 .  

    Ansseau ,  M. ,  Dierick ,  M. ,  Buntinkx ,  F. ,  Cnockaert ,  P. ,  
De Smedt ,  J. ,  Van Den Haute ,  M. ,    &     Vander Mijnsbrugge ,  D  . 
 (2004) .  High prevalence of mental disorders in primary care . 
  Journal of Affective Disorders   ,    78  ,  49 – 55 .  

    Berwick ,  D.M. ,  Nolan ,  T.W. ,    &     Whittington ,  J  .  (2008) .  The triple 
aim: Care, health, and cost .   Health Affairs   ,    27  ,  759 – 769 .  

    Bower ,  P. ,  Knowles ,  S. ,  Coventry ,  P.A. ,    &     Rowland ,  N  .  (2011) . 
 Counselling for mental health and psychosocial problems in 
primary care .   Cochrane Database of Systematic Reviews   ,    9  , 
 CD001025 .  

    Bower ,  P. ,  Rowland ,  N. ,    &     Hardy ,  R  .  (2003) .  The clinical effective-
ness of counselling in primary care: A systematic review and 
meta-analysis .   Psychological Medicine   ,    33  ,  203 – 215 .  

    Bradford ,  D.W. ,  Kim ,  M.M. ,  Braxton ,  L.E. ,  Marx ,  C.E. , 
 Butterfi eld ,  M. ,    &     Elbogen ,  E.B  .  (2008) .  Access to medical care 
among persons with psychotic and major affective disorders . 
  Psychiatric Services   ,    59  ,  847 – 852 .  

    Chang ,  C.K. ,  Hayes ,  R.D. ,  Perera ,  G. ,  Broadbent ,  M.T. , 
 Fernandes ,  A.C. ,  Lee ,  W.E. ,  …    Stewart ,  R  .  (2011) .  Life expect-
ancy at birth for people with serious mental illness and other 
major disorders from a secondary mental health care case 
register in London .   PLOS ONE   ,    6 (5) ,  e19590 .  

In
t R

ev
 P

sy
ch

ia
tr

y 
D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
Y

al
e 

D
er

m
at

ol
og

ic
 S

ur
ge

ry
 o

n 
01

/0
7/

15
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.



    Integrated Care 627

    Colton ,  C.W. ,    &     Manderscheid ,  R.W  .  (2006) .  Congruencies in 
increased mortality rates, years of potential life lost, and causes 
of death among public mental health clients in eight states . 
  Preventing Chronic Disease   ,    3  ,  A42 .  

    Desan ,  P.H. ,  Zimbrean ,  P.C. ,  Weinstein ,  A.J. ,  Bozzo ,  J.E. ,    &   
  Sledge ,  W.H  .  (2011) .  Proactive psychiatric consultation services 
reduce length of stay for admissions to an inpatient medical 
team .   Psychosomatics   ,    52 (6) ,  513 – 520 .  

    Druss ,  B.G. ,    &     Walker ,  E.R  .  (2011) .  Mental disorders and 
medical comorbidity .   The Synthesis Project. Research Synthesis 
Report    (21) ,  1 – 26 .  

    Druss ,  B.G. ,  Zhao ,  L. ,  Von Esenwein ,  S. ,  Morrato ,  E.H. ,    &     
Marcus ,  S.C  .  (2011) .  Understanding excess mortality in 
persons with mental illness: 17-year follow up of a nationally 
representative US survey .   Medical Care   ,    49  ,  599 – 604 .  

    Earnest ,  M. ,    &     Brandt ,  B  .  (2014) .  Aligning practice redesign and 
interprofessional education to advance triple aim outcomes . 
  Journal of Interproffesional Care ,   1 – 4 .  

    Gater ,  R.A. ,  Goldberg ,  D.P. ,  Evanson ,  J.M. ,  Lowson ,  K. , 
 McGrath ,  G. ,  Tantam ,  D. ,    &     Million ,  L  .  (1998) .  Detection and 
treatment of psychiatric illness in a general medical ward: A 
modifi ed cost – benefi t analysis .   Journal of Psychosomatic Research   ,  
  45  ,  437 – 448 .  

    Huyse ,  F.J. ,  de Jonge ,  P. ,  Slaets ,  J.P. ,  Herzog ,  T. ,  Lobo ,  A. , 
 Lyons ,  J.S. ,  …   Rigatelli ,  M  .  (2001a) .  COMPRI  –  An instrument 
to detect patients with complex care needs: Results from a 
European study .   Psychosomatics   ,    42  ,  222 – 228 .  

    Huyse ,  F.J. ,  Herzog ,  T. ,  Lobo ,  A. ,  Malt ,  U.F. ,  Opmeer ,  B.C. ,  
Stein ,  B. ,  …   Tienari ,  P  .  (2001b) .  Consultation – liaison psychi-
atric service delivery: Results from a European study .   General 
Hospital Psychiatry   ,    23  ,  124 – 132 .  

    Inouye ,  S.K. ,  Bogardus ,  S.T. ,  Jr .,  Charpentier ,  P.A. ,  
Leo-Summers ,  L. ,  Acampora ,  D. ,  Holford ,  T.R. ,    &     
Cooney ,  L.M. , Jr .  (1999) .  A multicomponent intervention to 
prevent delirium in hospitalized older patients .   New England 
Journal of Medicine   ,    340  ,  669 – 676 .  

    Jacob ,  V. ,  Chattopadhyay ,  S.K. ,  Sipe ,  T.A. ,  Thota ,  A.B. , 
 Byard ,  G.J. ,  Chapman ,  D.P. ,    &       Community Preventive 
Services Task, F .  (2012) .  Economics of collaborative care for 
management of depressive disorders: A community guide sys-
tematic review .   American Journal of Preventive Medicine   ,    42  , 
 539 – 549 .  

    Kathol ,  R. ,  McAlpine ,  D. ,  Kishi ,  Y. ,  Spies ,  R. ,  Meller ,  W. , 
 Bernhardt ,  T. ,  …   Gold ,  W  .  (2005) .  General Medical and phar-
macy claims expenditures in users of behavioral health services . 
  Journal of General Internal Medicine   ,    20  ,  160 – 167 .  

    Kathol ,  R. ,  Perez ,  R. ,    &     Cohen ,  J  .  (2010) .   The Integrated Case 
Management Manual: Assisting Complex Patients Regain Physical 
and Mental Health  .  New York: Springer .  

    Kathol ,  R. ,  Saravay ,  S. ,  Lobo ,  A. ,    &     Ormel ,  J  .  (2006) .  Epidemio-
logic trends and costs of fragmentation .   Medical Clinics of North 
America,     90  ,  549 – 572 .  

    Kathol ,  R.G. ,  Degruy ,  F. ,    &     Rollman ,  B.L  .  (2014a) .  Value-based 
fi nancially sustainable behavioral health components in 
patient-centered medical homes .   Annals of Family Medicine   ,    12  , 
 172 – 175 .  

    Kathol ,  R.G. ,  Sargent ,  S. ,  Melek ,  S. ,  Sacks ,  L. ,    &     Patel ,  K.K.  . 
 (2014b) .  Non-traditional mental health and substance use 
disorder services as a core part of health in CINs and 
ACOs.   In:  Yale, K., Raskauskas, T., Bohn, J.M., Konschak, C . 
(Eds.) ,  Clinical Integration: Accountable Care and Population 
Health  (3rd ed.).  Virginia Beach, VA: Convurgent . 
(In press) . 

    Kathol ,  R.G. ,  Kunkel ,  E.J. ,  Weiner ,  J.S. ,  McCarron ,  R.M. , 
 Worley ,  L.L. ,  Yates ,  W.R. ,  …   Huyse ,  F.J  .  (2009) .  Psychiatrists 
for the medically complex: Bringing value at the physical 
health    &    mental health substance use disorder interface .   
Psychosomatics   ,    50  ,  93 – 107 .  

    Katon ,  W. ,  Russo ,  J. ,  Sherbourne ,  C. ,  Stein ,  M.B. ,  Craske ,  M. , 
 Fan ,  M.Y. ,    &     Roy-Byrne ,  P  .  (2006) .  Incremental cost-
effectiveness of a collaborative care intervention for panic 
disorder .   Psychological Medicine   ,    36  ,  353 – 363 .  

    Katon ,  W.J. ,  Lin ,  E.H. ,  Von Korff ,  M. ,  Ciechanowski ,  P. , 
 Ludman ,  E.J. ,  Young ,  B. ,  …   McCulloch ,  D  .  (2010) .  Collabora-
tive care for patients with depression and chronic illnesses .   New 
England Journal of Medicine   ,    363  ,  2611 – 2620 .  

    Katon ,  W.J. ,    &     Seelig ,  M  .  (2008) .  Population-based care of 
depression: Team care approaches to improving outcomes . 
  Journal of Occupational Environmental Medicine   ,    50  ,  459 – 467 .  

    Kessler ,  R.C. ,  Demler ,  O. ,  Frank ,  R.G. ,  Olfson ,  M. ,  Pincus ,  H.A. , 
 Walters ,  E.E. ,  …   Zaslavsky ,  A.M  .  (2005) .  Prevalence and 
treatment of mental disorders, 1990 to 2003 .   New England 
Journal of Medicine   ,    352  ,  2515 – 2523 .  

    Kishi ,  Y. ,    &     Kathol ,  R.G  .  (1999) .  Integrating medical and psychi-
atric treatment in an inpatient medical setting .  The type IV 
program.  Psychosomatics   ,    40  ,  345 – 355 .  

    Kishi ,  Y. ,  Meller ,  W.H. ,  Kathol ,  R.G. ,    &     Swigart ,  S.E  .  (2004) .  
Factors affecting the relationship between the timing of 
psychiatric consultation and general hospital length of stay .   
Psychosomatics   ,    45  ,  470 – 476 .  

    Larkin ,  G.L. ,  Claassen ,  C.A. ,  Emond ,  J.A. ,  Pelletier ,  A.J. ,    &   
  Camargo ,  C.A  .  (2005) .  Trends in U.S. emergency department 
visits for mental health conditions, 1992 to 2001 .   Psychiatric 
Services   ,    56  ,  671 – 677 .  

    Levenson ,  J.L. ,  Hamer ,  R.M. ,    &     Rossiter ,  L.F  .  (1992) .  A 
randomized controlled study of psychiatric consultation guided 
by screening in general medical inpatients .   American Journal of 
Psychiatry   ,    149  ,  631 – 637 .  

    Little-Upah ,  P. ,  Carson ,  C. ,  Williamson ,  R. ,  Williams ,  T. ,  
Cimino ,  M. ,  Mehta ,  N. ,  …   Kisiel ,  S  .  (2013) .  The Banner 
Psychiatric Center: A model for providing psychiatric crisis 
care to the community while easing behavioral health holds 
in emergency departments .   Permanente Journal   ,    17  ,  45 – 49 .  

    Manderscheid ,  R. ,    &     Kathol ,  R.G  .  (2014) .  Fostering sustainable, 
integrated medical and behavioral health services in medical 
settings .   Annals of Internal Medicine   ,    160  ,  61 – 65 .  

    Marcantonio ,  E.R. ,  Flacker ,  J.M. ,  Wright ,  R.J. ,    &     Resnick ,  N.M  . 
 (2001) .  Reducing delirium after hip fracture: A randomized 
trial .   Journal of Amiercan Geriatric Society   ,    49  ,  516 – 522 .  

    Melek ,  S. ,  Norris ,  D.T. ,    &     Paulus ,  J  .  (2014) .  Economic impact of 
integrated medical-behavioral healthcare: Implications for 
psychiatry .  Arlington VA: American Psychiatric Assoication .  

    Muntingh ,  A. ,  van der Feltz-Cornelis ,  C. ,  van Marwijk ,  H. , 
 Spinhoven ,  P. ,  Assendelft ,  W. ,  de Waal ,  M. ,  …   van Balkom ,  A  . 
 (2014) .  Effectiveness of collaborative stepped care for anxiety 
disorders in primary care: A pragmatic cluster randomised 
controlled trial .   Psychotherpeutic Psychosomatics   ,    83  ,  37 – 44 .  

    Peek   ,   C.J .,    &    National Integration Academy Council.  (2013) . 
  Lexicon for Behavioral Health and Primary Care Integration: 
Concepts and Defi nitions Developed by Expert Consensus   .   
Rockville, MD: Agency for Healthcare Research and Quality. 
Retrieved from   http://integrationacademy.ahrq.gov/sites/default/
fi les/Lexicon.pdf   

    Porter ,  M.E  .  (2010) .  What is value in health care?    New England 
Journal of Medicine   ,    363  ,  2477 – 2481 .  

   Rivelli ,  S .,    &     Shirley ,  K.G .  (2014) .  Prevalence of psychiatric 
symptoms/syndromes in medical settings .  In:  Summergrad, 
P.K.    &    Kathol, R.G . (Ed.) ,  Integrated Care in Psychiatry: Redefi n-
ing the Role of Mental Health Professionals in the Medical Setting . 
 New York: Springer .  

    Rizzo ,  J.A. ,  Bogardus ,  S.T. ,  Jr .,  Leo-Summers ,  L. ,  Williams ,  C.S. , 
 Acampora ,  D. ,    &     Inouye ,  S.K  .  (2001) .  Multicomponent 
targeted intervention to prevent delirium in hospitalized older 
patients: What is the economic value?    Medical Care   ,    39  ,  
740 – 752 .  

In
t R

ev
 P

sy
ch

ia
tr

y 
D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
Y

al
e 

D
er

m
at

ol
og

ic
 S

ur
ge

ry
 o

n 
01

/0
7/

15
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.



628 H. Huang et al.  

    Seelig ,  M.D. ,    &     Katon ,  W  .  (2008) .  Gaps in depression care: Why 
primary care physicians should hone their depression screening, 
diagnosis, and management skills .   Journal of Occupational 
Environmental Medicine   ,    50  ,  451 – 458 .  

    Thomas ,  M.R. ,  Waxmonsky ,  J.A. ,  Gabow ,  P.A. ,  Flanders-
McGinnis ,  G. ,  Socherman ,  R. ,    &     Rost ,  K  .  (2005) .  Prevalence 
of psychiatric disorders and costs of care among adult enrollees 
in a Medicaid HMO .   Psychiatric Services   ,    56  ,  1394 – 1401 .  

    Thota ,  A.B. ,  Sipe ,  T.A. ,  Byard ,  G.J. ,  Zometa ,  C.S. ,  Hahn ,  R.A. , 
 McKnight-Eily ,  L.R. ,  …    Community Preventive Services Task 
Force .  (2012) .  Collaborative care to improve the management 
of depressive disorders: A community guide systematic review 

and meta-analysis .   American Journal of Preventive Medicine   ,    42  , 
 525 – 538 .  

    Unutzer ,  J. ,  Katon ,  W.J. ,  Fan ,  M.Y. ,  Schoenbaum ,  M.C. , 
 Lin ,  E.H. ,  Della Penna ,  R.D. ,    &     Powers ,  D  .  (2008) .  Long-term 
cost effects of collaborative care for late-life depression .   
American Journal of Managed Care   ,    14  ,  95 – 100 .  

    Wang ,  P.S. ,  Simon ,  G.E. ,  Avorn ,  J. ,  Azocar ,  F. ,  Ludman ,  E.J. , 
 McCulloch ,  J. ,  …   Kessler ,  R.C  .  (2007) .  Telephone screening, 
outreach, and care management for depressed workers and 
impact on clinical and work productivity outcomes: A 
randomized controlled trial .   Journal of the American Medical 
Association   ,    298  ,  1401 – 1411 .    

In
t R

ev
 P

sy
ch

ia
tr

y 
D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
Y

al
e 

D
er

m
at

ol
og

ic
 S

ur
ge

ry
 o

n 
01

/0
7/

15
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.


