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Although most patients with psychological disorders are diagnosed and treated within
the primary care setting, there are few guidelines to help primary care physicians and
managed care plan administrators construct programs of behavioral health care that
are compatible with the primary care environment. We report the findings from a re-

view of the literature from 1970 to 1996 on factors that predict the use of mental health and sub-
stance abuse services with specific reference to primary care. We use a heuristic framework of ser-
vice use that includes the characteristics of patients, primary care physicians, practice settings, and
managed care plans. Recognizing that the factors associated with the use of services center on the
primary care practice, we argue that programs of behavioral health care will work best when they
are decentralized to account for variations among primary care patients, physicians, and practices;
when they are integrated clinically, financially, and administratively within the primary care set-
ting; and when primary care physicians are active leaders in the design and implementation of these
services, for clinical and financial reasons. Arch Fam Med. 1997;6:324-333

Editor's Note: Mental health care is an integral part of family
practice. In a push to cost-efficiency, managed care took the dol¬
lar amounts previously paid to psychiatrists and mental health
workers andmade that a "carve-out." Some familyphysicians have
thought that thismeans they should not provide behavioral care
and refer it instead into the mental health system. However, gen¬
erally managed care companies have continued to pay family phy¬
sicians for the mental health care they provided previously, al¬
beit often hidden through family physicians coding amedical in¬
stead of a psychiatric diagnosis or implicitly through capitation.
I have heardofcompanies refusing to pay family physicianswhen
the diagnosis code for the visitwas depression, but that reimburse¬
ment rule seems rare and doomed to fail, as noted by Fisher and
Ransom. From the managed care perspective, the companies are
most likely to changeand respond ifwe could provide them aproved
better model that was at least as or more cost-effective than their
current efforts. Is havingmental health providers in family phy¬
sician offices as suggestedby FisherandRansom the answer?Manyfamily practice residencies and some practicing family physicians
already incorporate mental health providers directly into their
offices. I believe this model has potential and hear rumors that
some plans may try it, but I hope family practice researchers will
also consider finding and publishing evidence that can be used
by all. The more appropriate care can be provided in the family
physician office, the better off the patient will be.

Marjorie A. Bowman, MD, MPA

During the past 10 years the shift to man¬

aged care has introduced notable changes
in the way mental health care is provided
in the public and private sectors. In the pri¬
vate sector, these changes have largely been
market driven, as the explosive growth of
psychiatric hospitalization and spiraling
outpatient services in the 1980s set a num¬
ber of countervailing forces into motion.
These changes started with initial peer re¬
view and expanded later to full-risk capi¬
tation by for-profit, "carved-out," man¬

aged behavioral health care companies that
promised to control costs and improve
quality.<A Because mental health and sub¬
stance abuse care (ie, behavioral health
care) are so intertwined with patients' gen¬
eral health and well-being5 and because the
costs for behavioral health care services are
linked with the costs for health care over¬

all,6 it is not surprising that serious con¬
cerns have been raised about the speed and
direction of changes in behavioral health
care services and the implications these
changes hold for the primary care physi¬
cian and patient.5·7"11

Four issues can be abstracted from the
discussion concerning the relationship be¬
tween primary care and behavioral health
care. First, what role should primary care
physicians play in the provision of behav¬
ioral health care services? Should they be-
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come active participants in triaging
patients and developing and provid¬
ing some kinds of behavioral health
care services as part of their pri¬
mary care practices? Or do the day-
to-day demands of busy managed
care practices preclude such involve¬
ment so that these responsibilities
should be shifted to others? Sec¬
ond, how should behavioral health
care services be organized and pro¬
vided so that they meet the mul¬
tiple needs of primary care patients
and, at the same time, meshwith the
various needs and styles of primary
care practice? Third, how should the
capitated financial resources for pri¬
mary and behavioral health care be
allocated and managed? Should
funding streams be combined, kept
separate, or linked in ways that lead
to shared risk between primary care

and behavioral health care provid¬
ers? Fourth, how should the admin¬
istrative requirements of clinical
care, such as use review, quality im¬
provement, and information man¬

agement, be structured? Should pri¬
mary care and behavioral health care

administrative systems be com¬

bined, separated, or linked?
One way to address these ques¬

tions is to take a step back from the
current, and often heated, debate
about managed care and examine the
research literature for guidance. Are
there any data on factors linked to
the use of mental health services to
inform primary care physicians, be¬
havioral health care specialists, and
managed care administrators how to

design a clinically sensible and cost-
efficient system of behavioral health
care within the context of primary
care that will meet subscriber, plan
purchaser, and primary care physi¬
cians' needs? To address this ques¬
tion, we reviewed the literature on

the use of mental health services
from 1970 to 1995, using several
computerized searches, tracking
down the primary sources of re¬
cent review articles, and scanning the
table of contents of severaljournals
that have dealt with these issues
(eg, Archives of Family Medi¬
cine, General Hospital Psychiatry,
Health Affairs, JAMA, and Medical
Care). What we found is that none
of the 4 questions can be answered
definitively from the available evi¬
dence. However, the literature that

exists on the use of mental health
services within the broad context of
primary care provides a vehicle for
understanding some of the essen¬

tial dynamics of use, thus enabling
us to adopt some new perspectives
for designing systems of care. Sev¬
eral lines of investigation provide
compelling evidence for primary care
clinicians to take these issues seri¬
ously for the benefit of their pa¬
tients and their practices (Table I ).
We will summarize this literature
and its implications, and then out¬
line the directions we would like to
see new planning efforts take.

FACTORS ASSOCIATED
WITH THE USE OF MENTAL

HEALTH SERVICES

From our reading it is clear that there
is no standard criterion against
which the rates of use of behavioral
health care services can be com¬

pared outside of the context inwhich
the care takes place. The use of be¬
havioral health care services is not
necessarily linked with the preva¬
lence or severity of patient symp¬
toms, and where such an expect¬
able relationship can be found, its
strength is rarely impressive.26·27 For
example, one review article28 re¬

ported that only 12% to 25% of the
use of medical services can be at¬
tributed to objectively assessed dis¬
ability or morbidity. Furthermore,
reports studying one aspect of the
system of care, such as how patient
characteristics affect use, rarely con¬

sider other aspects of the system of
care, such as how physician charac¬
teristics or the type of care plan also

influence use. This has led to a seg¬
mentation of the literature and has
omitted studies that address the
kinds of interactions among pa¬
tient, physician, clinical setting, and
care plan influences that we see in
actual clinical practice. It is help¬
ful, therefore, not to focus on a single
correlate of use but, instead, to con¬

sider an interdependent system of
factors that influences use of ser¬
vices in specific clinical settings.

To reduce the volume and com¬

plexity of the literature we re¬

viewed, we grouped the studies into
shared content domains.We then ar¬

ranged these domains into a func¬
tional framework, similar to that of
Mechanic,27 that provides a realis¬
tic representation of the main con¬

tributors to the use ofmental health
services (Figure). The domain on
the left of the Figure reflects how the
characteristics of care plans and the
ways services are provided and re¬

imbursed affect the use of services.
The large rectangles at the top and
bottom refer to characteristics of pa¬
tients and physicians, respectively,
that account for variation in use. The
domain in the center addresses as¬

pects of the actual clinical encoun¬
ter that mediate detection, referral,
and, ultimately, use. The arrows re¬

flect potential paths of influence.We
describe these domains, present rep¬
resentative studies, and summarize
the essential findings.

Patient Characteristics and
Service Use

Before summarizing how the type
and severity of behavioral disorder,
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Patient Characteristics
Severity, Acute vs Chronic Condition, Presence of Physical Disorder, Minority Status, Sex, Social Class,

Psychological Mindedness, Personal Characteristics and Beliefs, Age, Attention to Bodily
Processes, and Previous Rate of Primary and Specialty Care Use

Characteristics
of Care Plan

Who Holds Risk,
Capitation,

Reimbursement,
Copayments, and
Carve-out vs
Integrated Plan

Clinical
Encounter

Use and Quality
of Care

Primary Care Use,
Specialty Care Use,
and Inpatient or
Outpatient Use

Primary Provider Characteristics

Satisfaction, Work toad, Attitudes Toward Mental Health, Preferences for Collaboration,
Awareness of Burdens of Mental Health Problems, Concerns About Stigma, Ability to Identify

Nonverbal Signs of Distress, and Training in Mental Health Issues

Factors associated with the use of mental health and substance abuse services.

patient sex, age, social class, and eth¬
nicity, urban vs rural clinical set¬
ting, and patient characteristics af¬
fect the use of behavioral health care

services, it is useful to draw distinc¬
tions among 4 types of studies
prominent in the literature:

1. Epidemiological studies
documenting the number of pa¬
tients in a community or catch¬
ment area whose mental health
problems are diagnosable.29 These
patients are not identified through
a specific health care facility and may
not receive care for their problems.

2. Studies assessing the num¬

ber of patients in primary care set¬
tings who display mental health
problems but who may or may not
receive mental health care.1315·30

3. Studies assessing the ability
of the primary carephysician to rec¬

ognize the presence of diagnosable
mental healthproblems during a clini¬
cal encounter. These studies often re¬

cord the accuracy ofphysician detec¬
tion in patientswhose mental health
problems are documented separately
by specialists.31

4. Studies assessing the num¬

ber of patients enrolled in insur¬
ance plans that actually use mental
health services.32

Each of the 4 study types yields
different statistical rates. For ex¬

ample, the prevalence of diagnos¬
able psychological, behavioral, and
substance abuse problems in com¬

munity samples has been reported
to be approximately 28%, with con-

siderable variation from study to

study (incidence per year, 6.6%; and
relapses, 5.7%).29·33 Prevalence rates
among patients in primary care set¬
tings are reported to be as high as

50% to 75%.12·24·34'37 Rates of detec¬
tion of mental health problems
within a clinical encounter by phy¬
sicians are between 20% and
45%.38"44 These values vary consid¬
erably by clinical setting, patient dis¬
order, and previousmental health di¬
agnosis.43 Rates of actual use of
mental health services per year are
much lower, between 4% and 6%.45

Crow et al45 summarized most
of the large-scale mental health use

studies to date. The values reported
are for insured patients with at least
1 outpatient mental health visit per
year, regardless of referral source.
Across all patient groups, use rates
varied from a high of 5.5%46 to a low
of 4.3%.47"49 The average number of
visits for insured patients who saw a

mental health specialist at least once
a year were between 8.2 and 5.5.47"49
These rates vary by type ofplan, type
of treatment, provider of treatment,
and year of assessment. They also ag¬
gregate data across several impor¬
tant patient, physician, and plan char¬
acteristics that affect use.

Type and Severity of Disorder.
There are relatively few studies of the
use of mental health services based
on diagnosis or type of behavioral
problem. Excluding the severely and
chronically mentally ill, patientswith

depression and somatization disor¬
ders tend to use more outpatient
mental health services than pa¬
tients with other mental health con¬

ditions.50 Low rates ofmental health
specialty care are found most often
with patients with situational, de¬
velopmental, or life stress prob¬
lems. The more severe the mental
health disorder, the greater the prob¬
ability that the patient will be re¬

ferred for specialist care.51
Sex. In general, more women than
men use mental health services and
use them more often,D2 but the dif¬
ferences in use based on sex are usu¬

ally not statistically significant (5.3%-
9.1% vs 3.5%-8.7%).45·46 However,
Verbrugge documented that al¬
though men and women reported
mental distress to their physician as

their main problem with equal fre¬
quency, physicians referred dis¬
tressed men more frequently to spe¬
cialty care than distressed women,
thus treatingwomenmore often than
men in the primary care prac¬
tice.53·54

Age. Children and adolescents use

mental health services at approxi¬
mately one third the rate of adults
(2.2% vs 6.6%) across all sources of
referral.45 Most studies suggest a gen¬
eral increase in use of behavioral
health care services from early adult¬
hood until age 30 to 35 years 5.4%).
Rates peak between the ages of35 and
49 years (6.6%), followed by a

gradual decline.47·48 Although the
prevalence of mental health prob¬
lems in the elderly is thought to be
relatively high, the elderly do not use
specialty mental health services at a
high rate (2.8%) ,49

Social Class and Ethnicity. Cul¬
ture and ethnicity are notably cor¬

related with the probability of ser¬
vice use but not with the amount of
service use.45White persons who are

not Hispanic display the highest fre¬
quency of outpatient mental health
service use (4.6%)49; use by African
Americans is somewhat lower
(4.2%).47·48 No data for Hispanics,
Asians, or other ethnic groups were
available in these studies, but Taube
et al49 included a category for all
ethnic minorities combined (fre¬
quency of use, 2.3%). This consid-
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erably lower value suggests that
ethnicminorities use mental health
services far less often than majority
groups. Rates of use tend to in¬
crease with education and as newly
emigrated ethnic minorities be¬
come acculturated.45·49

Urban vs Rural Setting. The use of
mental health services is higher per
capita in urban comparedwith rural
settings. There is considerable varia¬
tion in use among urban settings, sug¬
gesting other operating factors, but
such factors have not been studied
systematically.50 It is known that ru¬
ral physicians refer fewer patients
than urban physicians for specialty
mental health care services51 and that
rural patients are less inclined to use

specialty mental health services af¬
ter referral by their primary care phy¬
sician than urban patients.5
Personal Characteristics of Pa¬
tients. Several personal traits of pa¬
tients have been linked to the use of
mental health services. These include
personal beliefs about the cause of
symptoms, style ofstressmanagement,
andmood. In general, these studies in¬
dicate that a personal focus on inter¬
nal physiological and psychological
states,27·56 58 patient beliefs about the
cause of their symptoms (somatic vs
other) ,59 and patient negativemood60
are positively linkedwith use ofmen¬
tal health services. Furthermore, be¬
tween 33% and 50% of primary care

patientswho are given a referral for spe¬
cialtymental health care do not com¬
plete the referral, suggesting the op¬
eration of additional patient psycho¬
logical and situational factors.61·62

Physician Characteristics and
Service Use

Amajor source ofvariation in patient
use ofbehavioral health care services
is the ability of the physician to de¬
tect, diagnose, and respond to an emo¬
tional or behavioral problem during
a clinicalencounter.Although there
has been considerable recent inter¬
est in documenting the problems as¬
sociated with detection in primary
care among all physicians,38·41·43·44
there has also been a growing recog¬
nition of the variability among phy¬
sicians to detect and diagnose these
problems.63·64We review several as-

pects of the primary care setting and
physician style that are associatedwith
use ofbehavioral health care services.

Physician Demographics. The rates
of patient referrals to mental health
specialists by postresidency primary
care physicians increase with physi¬
cian age and number ofyears in prac¬
tice.65 Furthermore, primary care phy¬
sicians with large workloads refer
more patients for mental health care
services than primary care physi¬
cians with small workloads.66 If the
frequency of "unnecessary medical
visits" is viewed as a surrogate mea¬
sure for lack of detection of psycho-
social problems, Sihvonen and
Kekki67 showed that the physician-
rated frequency of these visits was in¬
versely related to physician duration
of time at that practice site, physi¬
cian report of work satisfaction, and
what the authors called physician
"task identity." We found no study
that specifically addressed differ¬
ences in detection or referral formen¬
tal health services based on physi¬
cian sex.

Primary Care Specialty. Two stud¬
ies found few differences in the accu¬

racy of detection between family
physicians and general internists, al¬
though both documented consider¬
able variability in accuracywithinboth
groups.68·69 Kessler et al43 showed that
family physicians had lower rates of
detection and referral for emotional
and behavioral problems than general
internists. The differences were ex¬

plained inpartby the fact that the fam¬
ily physicians in the studyhad a larger
number ofpatients to see per halfday
and had less time to see each patient
than did the general internists. It may
be that there are few differences in rates
ofdetection between these 2 primary
care specialties when both have the
same length of time with the patient
to make the diagnosis or that family
physicians make the diagnosis over

time rather than at a specific visit.

Physician Beliefs and Practice
Styles. Several personal characteris¬
tics ofphysicians and physician prac¬
tice style preferences have been posi¬
tively linked with the detection of
patient mental health problems, re¬
ferral, and use of mental health ser¬
vices: beliefs about the "psychogen-

esis" of symptoms,70 trust in clinical
ability to make an accurate diagno¬
sis of depression,64 personal sensitiv¬
ity to patient psychological issues and
nonverbal indicators ofdistress,71 and
an affective style of interviewing.38
Negative linkages include physician
concerns about stigmatizing pa¬
tients,70·72·73 perceptions of burden
and discomfort experienced by pa¬
tients with depression, and beliefs
that the patient will refuse a mental
health referral.65

Furthermore, deGruy3 noted
that physician practice preferences
vary along several dimensions that are
linked to use ofbehavioral health care

services: some physicians include
children and adolescents in their
caseload, and some include only
adults; some clinical practices are

large with considerable in-house re¬

sources, and some are single physi¬
cian offices with orwithout a family
nurse practitioner; some physicians
practice in generalist settings, and
others practice with a specific focus
(eg, obstetrics, geriatrics, or adoles¬
cent medicine); some practices are

procedure oriented, whereas others
refer patients needing procedures;
some practices are organized around
unique cultural or community needs,
and others are more diverse in their
orientation and patient variety; and
some practices include major teach¬
ing programs, and others do not.

These studies suggest that phy¬
sicians cannot be considered a uni¬
form group of practitioners. Beliefs
about psychosocial issues, comfort
in dealing clinically with depres¬
sion and related conditions, style of
interviewing, and practice prefer¬
ences have substantial effects on

physician accuracy in detecting, re¬
ferring, and treating psychological
and behavioral problems. Despite
these differences, clinicians rarely
miss or neglect psychosocial prob¬
lems when they are presented di¬
rectly.74
Care Plan Characteristics and

Service Use

Despite the obvious relevance, there
have been few empirical studies that
address the variation in the rates of
use ofmental health services based
on characteristics of health care

plans. Two areas in which more di-
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* ffafes are approximate and vary from study to study These figures are included to demonstrate
variability based on different age groups.

rected research has been done are in
the structural aspects of care, such
aswhether the behavioral health care

benefit has been carved out, and the
effect of the size of the patient's co-

payment.

Carve-outs vs Integrated Service
Plans. The term carve-out refers to
a managed care plan that pays for
and provides behavioral health care

services separately from the gen¬
eral health plan that covers medi¬
cal services. Several authors75 79 have
argued against carve-outs on prac¬
tical and clinical grounds. Some of
the arguments against carve-outs are
that they lead to fragmentation, re¬
duce comprehensive evaluation of
the patient's condition, prevent ef¬
ficient use of resources, increase
cross-professional conflicts, and in¬
crease duplication ofcare.80"83 Few em¬

pirical studies of the effects ofbehav¬
ioral health care carve-outs and use

of general health and behavioral
health care services have been done,
but our overview of the field suggests

general support for integrated care
when quality of care and costs for to¬
tal health care are considered.80·83"85
For example, Carrand Donovan86 de¬
veloped and implemented several
kinds of collaborative arrangements
between physicians andmental health
practitionerswithin primary care set¬

tings. They reported that 88% ofphy¬
sicians recorded a reduction of refer¬
rals to mental health specialty care
over time, and a similar number re¬
ported an increase in personal con¬
fidence when handlingmental health
issues in their practices. These find¬
ings suggest that collaborative, inte¬
grated care may lead to a reduction
of referrals for some kinds ofbehav¬
ioral health care services. This par¬
allels other research that indicates that
emergency, hospital, and specialty
care decreases as the availability of
servicewithin primary care settings

Patient Copayment. Copayments are
fixed patient fees established by the
health care plan to contain the cost

ofservice. Several studies have found
a negative correlation between the
size of a copayment and the use of a
service, a so-called barrier to care.45·88
For example, Cherkin et al89 showed
that an increase in copayments of $5
led to a 10.9% reduction in primary
care visits and a 3.3% reduction
in specialty visits in a federal em¬
ployee health maintenance organi¬
zation (HMO) plan. Increases in
patient copayment tended to affect
low-income patientsmore than high-
income patients.90 Furthermore, an
increase in copayment charges was

associatedwith an increase in the use

of services outside the plan for pa¬
tients with a high socioeconomic
status but not for those with a low so¬

cioeconomic status.91 In contrast, the
review of results byWells88 from sev¬

eral different care plans suggested few
or no effects of copayments on
service use in noncapitated or fee-
for-service plans.

There is some evidence that
overall health care service use may
not decrease with an increase in pa¬
tient behavioral health copayments
in all cases; it may only become dis¬
tributed in other forms, either to pri¬
mary care physicianswithin the plan
or to specialists outside the plan.92
This observation led Wells88 to con¬

clude that "individuals with the
greatest psychological distress or

poor people may achieve worse out¬
comes under greater cost contain¬
ment."

How the structure of mental
health services within medical care
plans influences the delivery of
services, or at least its reporting, is
well illustrated by a recent study
by Rost et al.73 These investigators
found that 50% of 444 primary care

physicians surveyed reported that
they had substituted a general
medical diagnosis for a psychiatric
diagnosis of depression during
the 2 weeks of practice before the
interview because of their uncer¬
tainty about diagnosis, their
concerns about reimbursement, and
their reluctance to stigmatize their
patients andjeopardize their employ¬
ment and insurance options. This
practice, which we believe is com¬

mon, reduces the validity of detec¬
tion data and increases the proba¬
bility of underreporting mental
illnesses.
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OVERVIEW

A summary of factors affecting the use

of mental health services is provided
in Table 2. The use of services var¬

ies by at least 7 patient characteris¬
tics, 4 physician and practice charac¬
teristics, and 2 plan characteristics.
This means that the number and type
ofmental health services used varies
among patients and from primary care
practice to primary care practice,
based on variations among the main
and interactive effects of these de¬
fined characteristics. It is helpful to
view these factors not as indepen¬
dent contributors to use but as an in¬
terrelated system of influences cen¬
teredwithin the primary care context.
For example, the findings summa¬

rized in Table 2 identify relatively high
behavioral health care use rates for pa¬
tientswho in various studies have so-
matization and affective disorders, are
between 36 and 49 years old, are well
educated, live in urban areas, are not
from ethnic minorities, are somati-
cally focused, and have low copay¬
ments. The data also suggest an as¬

sociationwith relatively high rates in
practices that have been variously de¬
scribed as having physicianswho have
highworkloads, are experienced and
older, are relatively less concerned
about stigmatization, believe that psy¬
chological issues play a role in many
physical symptoms, believe that it is
important for patients to follow
through on referrals, are comfort¬
able making psychological and be¬
havioral diagnoses, are comfortable
discussing patients' psychological
concerns, and use an affective style of
interviewing. Furthermore, rates of
use vary as a function of practice
structure, with relatively low rates in
procedure-focused practices and prac¬
tices that emphasize services to chil¬
dren and the elderly.

In addition, the review sug¬
gests that there is considerable vari¬
ability in the role physicians play as

detectors, providers, and interme¬
diaries when behavioral health care

services for their patients are con¬

cerned. How behavioral health care

problems are handled depends in
part on the physician's preferences
formanaging commonmental health
problems personally, for obtaining
and using consultation from behav¬
ioral health care specialists, and for

arranging for specialist-provider
mental health serviceswithin the pri¬
mary care practice rather than in the
community.

IMPLICATIONS

These findings lead us to a general
observation concerning the 4 ques¬
tions we posed at the outset. Data
linking use with a single patient,
practice, or physician characteris¬
tic, and compiled across all pa¬
tients, physicians, clinical settings,
and geographic areas, should be used
with considerable caution. There is
no single, generic patient, physi¬
cian, practice setting, locale, and
health plan from which to build an

optimal behavioral health care sys¬
tem that is compatiblewith all of the
clinical practices and patients in the
system. This suggests that types of
behavioral health care services and
systems of service provision should
be tailored to meet the needs of lo¬
cal practices and patient case mixes
and not developed on a system-
wide or regional basis that does not
consider this kind of patient, prac¬
tice, and community variability. To
meet these ends, we argue that the
behavioral health care service sys¬
tem must be integrated within the
primary care environment.7·10·76,92 As
in politics, all clinical care is local.

Such integration is surpris¬
ingly rare. A 1996 poll93 indicated
that of an estimated 181 million
Americans with health insurance,
approximately 68% were enrolled in
some type of specialty managed be¬
havioral health program. Approxi¬
mately 21% were covered by risk-
based, managed behavioral health
care plans that were independently
serviced by carve-out companies,
and this value is expected to in¬
crease in 1997. Should this trend
continue, primary care physicians'
ability to provide care that is rel¬
evant and compatible with the pa¬
tients and practice settingwill be in¬
creasingly limited.

How did this disintegration of
health care come about in the first
place? In brief, HMOs and medical
groups, which were allocated the
mental health portion of the health
care premium, failed to control costs
and provide quality inmental health
services at a crucial period of man-

aged care development. Between
1986 and 1990, spending by em¬

ployers for mental health coverage
increased by 50%.9 This increase was
largely due to a dramatic surge in un¬

necessary and uncontrolled hospi¬
talization, especially for adoles¬
cents.2 Fee-for-service plans were

especially vulnerable to these in¬
creasing costs and were ripe for uti¬
lization review and selective con¬

tracting, 2 early managed care

technologies. Full-scale managed be¬
havioral health care companies were
not far behind. Mental health and
substance abuse care were seen as
costs to be reduced rather than as ba¬
sic resources that could strengthen
comprehensive patient care. Carve-
out companies entered the field,
promising results that could be re¬

flected on the balance sheet. The en¬

suing cost reduction was notable,
primarily due to the reduced use of
psychiatric hospitalization.94

Large HMOs that offered men¬

tal health and substance abuse care

contained costs largely by control¬
ling access to care, but they paid in¬
sufficient attention to the quality of
care and to the development of cre¬
ative new services that fit the needs
of a rapidly changing health care en¬

vironment. In northern California,
for example, where it has 2.4 mil¬
lion members, Kaiser Permanente
saw many of its largest customers
(eg, Bank ofAmerica, Chevron, Pa¬
cific Bell, Wells Fargo, and the
Teamsters Union) sign contracts
with managed behavioral health care

companies to provide mental health
care under separately funded and ad¬
ministered programs.9 Other net¬
work model HMOs and medical ser¬
vice provision groups under contract
with HMOs also saw mental health
benefits carved out, or they will¬
ingly carved them out themselves.

We believe that mental health
benefits were carved away from gen¬
eral medical plans during the ex¬

pansion years of the late 1980s and
early 1990s because key decision
makers (who were not primary care

physicians) did not see the value of
investing in these services and were
driven by the marketplace to re¬

duce spiraling mental health costs.
As a result, these decision makers
turned to emerging behavioral health
care carve-out companies that prom-
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ised and provided substantial cost
control. Unfortunately, this short-
term solution was accompanied by
a fragmentation of care that did not
consider the kinds of factors that in¬
fluence the use of services that we
summarized in this article.

The Role of the Physician and
the Structure of Services

Let us return to the first 2 questions
posed at the outset: (1) What role
should primary care physicians play
in the provision ofbehavioral health
care services? (2) How should behav¬
ioral health care services be orga¬
nized and provided?

The ability to coordinate care
across a spectrum of specialists,
along with the potential for effec¬
tive integration and collaboration,
is compromised by programs that
remove behavioral health care

from the primary care physician's
purview. This observation is not
an argument against the use of
carve-outs per se, because at its
best a carve-out is simply a way of
paying for services. In their practi¬
cal application, carve-out plans, or
other arrangements that create
separate and parallel clinical and
administrative structures, tend to

fragment care and duplicate costs.

deGruy5 explains the heart of
the clinical problem in a recently
published report on managed care

commissioned by the Institute of
Medicine. According to deGruy,
the relationship between physical
and mental problems is one in
which emotional distress and
behavioral symptoms are usually
embedded in a matrix of reported
physical symptoms. This relation¬
ship is documented by consider¬
able research.95 Primary care clini¬
cians deal with mental symptoms
as part of something—part of a

larger, more general health prob¬
lem. Conversely, psychologically
distressed patients experience
increased physical symptomatol¬
ogy.96 deGruy observes:

systems of care which force the separa¬
tion of "mental" from "physical" prob¬
lems consign the clinicians in each arm
of this dichotomy to a misconceived and
incomplete clinical reality which pro¬
duces duplication of effort, under¬
mines comprehensiveness of care, ham-

strings clinicians with incomplete data,
and ensures that the patient cannot be
completely understood.3

deGruy5 also notes that pri¬
mary care patients do not view their
mental diagnoses as something apart
from their general health, and they
will not tolerate physicians doing so.
One third to half of primary care pa¬
tients refuse referral to a mental
health professional,61·62 and these pa¬
tients cut across all demographic and
diagnostic groups.97 It makes sense,
therefore, to integrate selective men¬
tal health resources within the pri¬
mary care environment, either by
supporting the primary care physi¬
cian through consultation or direct
and familiar linkages to commu¬

nity resources or by bringing men¬

tal health providers directly into the
primary care context. As deGruy ob¬
serves,

Mental health care cannot be divorced
from primary medical care, and all at¬
tempts to do so are doomed to failure.
Primary care cannot be practiced with¬
out addressing mental health con¬

cerns, and all attempts to do so result in
inferior care.5

Thus, we argue that to assure the
provision of relevant and effective
behavioral health care to their
patients, primary care physicians
must acknowledge the important
role they play in the system of
care and contribute actively to the
development and implementation
of programs of care that make
sense for their patients and prac¬
tices. How that care is organized
and structured is among the
responsibilities of a provider of
comprehensive primary care. No
one else has more experience with
the patient or family, the commu¬

nity, and the coordination of
available resources than the pri¬
mary care physician. This does
not assume that a single strategy
has to be adopted by all primary
care physicians in a single medical
group, no matter how large or

small. A menu that includes
in-house mental health care, con¬
sultation with a mental health
specialist, or community referral
could be developed. What is
essential is that physician-led
plans consider the factors known

to influence the use of behavioral
health care services so that plans
are decentralized to meet patient,
physician, and community needs.

Financial and Administrative
Arrangements

Questions 3 and 4 addressedhow capi¬
tated finances forprimary care and be¬
havioral health care should be man¬

aged and how administrative require¬
ments, such as utilization review, for
primary and behavioral health care

should be structured. We argue that
financial and administrative arrange¬
ments should follow clinical arrange¬
ments and suggest that the financial
and administrative portions ofbehav¬
ioral health care services be integrated
with the general health plan structure.
This kind of integration avoids at least
5 often unrecognized problems that
separate, parallel systems create.

First, primary care physicians
have unwittingly subsidized the suc¬

cess ofcarve-out companies by doing
a substantial share ofmental health-
relatedworkwithout compensation.25
This work includes providing basic
counseling and support, prescribing
psychotropic medications, fielding
calls about psychosocial issues from
patients and familymembers who are

encouragedby health plans to turn to
their primary care physician first for
all their health needs, and dealingwith
increased office visits because of in¬
complete or unsatisfying care from a

carve-out provider. An integrated fi¬
nancial system can direct these cost

savings back into the system that is
managed by the medical group.

A second financial problem is
that separate administrative sys¬
tems introduce financial disincen¬
tives that work against maximizing
efficiencies and savings. Because 2
independent pots ofmoney are cre¬

ated, any savings on the health care

side are achieved independently
from their effect on the medical side
and on the primary care physi¬
cian's expenses. The carve-out com¬
pany decides what is medically nec¬

essary and sufficient care. Patients
can get "turfed" back to their pri¬
mary care physician for less than op¬
timal reasons.

These independent pots of
money create a third financial prob¬
lem, namely that neither plan can
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"flex" the benefit to do what is best
for the patient and the primary care

clinician's management strategy
while also doing what is wise for to¬
tal patient care and cost. When pri¬
mary care clinicians and behavioral
health care specialists work to¬

gether, and when there is only one

pool of resources, the potential for
such flexibility is built in for the ben¬
efit of patient and physician.

A fourth financial problem is
that separate administrative sys¬
tems create 2 independent propri¬
etary databases. These dual data¬
bases make it difficult to target high-
risk patients for special intervention,
tomonitor integrated quality of care,
to assess the reciprocal medical-
behavioral cost-offset effects, and to
monitor possible risk-sharing ar¬

rangements between behavioral
health care providers and primary
care physicians.

Finally, several administrative
functions and costs are duplicated
when parallel systems are intro¬
duced. Health plan purchasers end
up paying twice for functions de¬
signed to select and credential fa¬
cilities and providers, authorize
treatment, manage and review use,
improve quality, measure and re¬

port outcomes and other processes
of interest, and pay providers. Less
obvious is the cost of dividing these
functions from one another, locat¬
ing the providers required in differ¬
ent places with different manage¬
ment information systems, and
introducing parallel worlds that do
not communicate with one another
or understand each other's needs and
concerns. As managed care ma¬

tures, these functions need to be in¬
tegrated, clinically and administra¬
tively, to eliminate the lingering
mind-body split and to create a per¬
suasive, cost-efficient alternative.

Extrapolating from the review
of service use data, we conclude that
funding for primary and behavioral
health care services should be
pooled, and decisions for allocat¬
ing resources should be placed in the
hands of the clinicians and manag¬
ers who have responsibility for the
comprehensive care of the patient.
This may require that behavioral
health care specialists and primary
care physicians share financial risks
as part of a single or linked group

of health care specialists. Collabo¬
ration and responsibility among pro¬
viders of care at the clinical level
need to be linked with collabora¬
tion and responsibility at the finan¬
cial level so that primary care phy¬
sicians and behavioral health care

specialists have the same incen¬
tives to provide the highest quality
of care and the most cost-effective
care possible.

We are not suggesting that pri¬
mary care physicians themselves
should provide more mental health
and substance abuse care within the
managed care setting; we seek only
to acknowledge and strengthenwhat
they are already doing. Recogniz¬
ing that primary care is best con¬
ceived as a single system of care, our
position is the same as that taken in
the "AAFPWhite Paper on the Pro¬
vision of Mental Health Care Ser¬
vices by Family Physicians,"7
namely, that mental health and sub¬
stance abuse services should re¬

mainwithin a uniform benefits pack¬
age and should not be split off and
that the necessary, desirable, and
cost-effective role of family physi¬
cians in providing primary mental
health services should be recog¬
nized and supported.

To reach these goals, primary
care physicians need to assume

greater leadership in managed care

systems. Concerning behavioral
health care, such leadership might
include increasing control of plan
design and plan resources, select¬
ing and contracting with local be¬
havioral health care facilities and
professionals, collaboratingwith be¬
havioral health care specialists to

support the primary clinical man¬
agement plan, initiating flexible ways
to provide services that support pa¬
tient and plan needs as a whole, and
integrating the management ser¬
vices operations of the medical and
behavioral health care functions of
the plan within a single informa¬
tion system.

In conclusion, we suggest that
basic behavioral health care ser¬
vices ideally should be integrated
within and become an extension of
a program of comprehensive pri¬
mary care. Manymanaged care plans
do not provide the range of needed
services, the philosophy of service,
and the flexibility for physicians to

contribute to programs of care that
address the specific patient, prac¬
tice, and physician needs sug¬
gested by this review. Primary care

physicians, medical groups, behav¬
ioral health care specialists, man¬
aged care companies, and purchas¬
ers ofmanaged care plans must play
active roles in designing systems of
behavioral health care that address
these crucial treatment issues. Our
hope is that the physician leaders of
the future will be wiser managers of
behavioral health care resources than
were their forebearers.
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