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QuestionsQuestions

•• How should behavioral disorders / psychosocial How should behavioral disorders / psychosocial 
problems in primary care be defined?problems in primary care be defined?

•• What are the expectations for screening / What are the expectations for screening / 
identification/followidentification/follow--up?up?

•• What are the expectations for PCP/MHS roles in What are the expectations for PCP/MHS roles in 
treatment?treatment?

•• What are the optimal practice organizations for What are the optimal practice organizations for 
meeting these expectations?meeting these expectations?

•• What financing mechanisms need to be put in What financing mechanisms need to be put in 
place?place?
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OverviewOverview

•• Why Why –– Prevalence and ImpactPrevalence and Impact

•• What What –– DefinitionsDefinitions

•• Why Not Why Not –– Problems and BarriersProblems and Barriers

•• How How –– Systems InnovationsSystems Innovations

•• When When –– Crossing the Quality ChasmCrossing the Quality Chasm
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Why Now?Why Now?

•• High prevalence/High prevalence/PharmaPharma (NCHS)(NCHS)

•• Surgeon GeneralSurgeon General’’s Reports Report

•• PresidentPresident’’s New Freedom Commissions New Freedom Commission

•• Disaster Response (9/11, Katrina)Disaster Response (9/11, Katrina)

•• FDA activitiesFDA activities

•• Media (suicide/Media (suicide/antipsychoticsantipsychotics))

•• IOM IOM Crossing the Quality Chasm Crossing the Quality Chasm –– Behavioral Behavioral 
Health Adaptation (more on this later)Health Adaptation (more on this later)
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Why Behavioral Health and Why Behavioral Health and 
General Health Care?General Health Care?

•• DepressionDepression

•• Preventive / chronic illness care for people Preventive / chronic illness care for people 
with Severe Mental Illnesswith Severe Mental Illness

•• Disaster responseDisaster response
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Why Depression?Why Depression?

•• PrevalentPrevalent

•• Significant personal, social and economic Significant personal, social and economic 
impactimpact

•• Strong clinical science baseStrong clinical science base

•• Strong evidence on care improvement Strong evidence on care improvement 
interventions interventions 

•• Depression as a chronic diseaseDepression as a chronic disease

•• Large gap between evidence and actionLarge gap between evidence and action
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2020 World Health Organization 2020 World Health Organization 
Burden of Disease (DALYs)Burden of Disease (DALYs)

1.1. Ischaemic heart diseaseIschaemic heart disease
2.2. Unipolar major depressionUnipolar major depression
3.3. Road traffic injuriesRoad traffic injuries
4.4. Cerebrovascular diseaseCerebrovascular disease
5.5. Chronic obstructive pulmonary diseaseChronic obstructive pulmonary disease
6.6. Lower respiratory infectionsLower respiratory infections
7.7. TuberculosisTuberculosis
8.8. WarWar
9.9. Diarrhoeal diseasesDiarrhoeal diseases
10.10. HIVHIV

DALY = DisabilityDALY = Disability --adjusted life yearadjusted life year Source:  WHO, Evidence, Information and Policy, 2000Source:  WHO, Evidence, Information and Policy, 2000
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Leading Causes of Years of Life Lived with Leading Causes of Years of Life Lived with 
Disability (YLD) in 15Disability (YLD) in 15 -- to 44to 44 --YearYear--OldsOlds

(WHO, Mental Health:  New Understanding, New Hope, 2001)(WHO, Mental Health:  New Understanding, New Hope, 2001)

4.74.7Bipolar affective disorderBipolar affective disorder55

4.94.9IronIron--deficiency anemiadeficiency anemia44

4.94.9SchizophreniaSchizophrenia33

5.55.5Alcohol use disordersAlcohol use disorders22

16.416.4Unipolar depressive disordersUnipolar depressive disorders11

% total% total
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The State of Health Care Quality 2006The State of Health Care Quality 2006, NCQA, NCQA

There are, however, disturbing There are, however, disturbing 
exceptions to this pattern of [overall exceptions to this pattern of [overall 
health care quality] improvement.  The health care quality] improvement.  The 
quality of care for Americans with mental quality of care for Americans with mental 
health problems remains as poor today health problems remains as poor today 
as it was several years ago.  Patients on as it was several years ago.  Patients on 
antidepressant medication are about as antidepressant medication are about as 
likely to receive appropriate care today likely to receive appropriate care today 
as they were in 1999.as they were in 1999.

www.ncqa.orgwww.ncqa.org
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Antidepressant Medication Management:Antidepressant Medication Management:
Optimal Practitioner ContactsOptimal Practitioner Contacts

Trends, 1998Trends, 1998 --20052005
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Antidepressant Medication Management:Antidepressant Medication Management:
Effective Acute Phase TreatmentEffective Acute Phase Treatment

Trends, 1998Trends, 1998 --20052005
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Antidepressant Medication Management: Antidepressant Medication Management: 
Effective Continuation Phase TreatmentEffective Continuation Phase Treatment

Trends, 1998Trends, 1998 --20052005
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Scope of the Problem:  Recognition and Treatment of  Scope of the Problem:  Recognition and Treatment of  
Depression in Primary Care Settings*Depression in Primary Care Settings*

Legend

A. See a primary care physician
B. Have Major Depressive Disorder (MDD)
C. MDD recognized
D. MDD appropriately recognized and treated
E. MDD not recognized, not treated
F. MDD recognized, not appropriately treated
G. “Recognized” but not MDD (false positive)
H. Have MDD but do not see a primary care

physician

A

C
G

F

E
B

D
H

*   Adapted from Goldberg & Huxley, 1980.
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Prevalence of Major Depression Prevalence of Major Depression 
in Patients with Physical Illnessesin Patients with Physical Illnesses

0% 10% 20% 30% 40% 50%

General populationGeneral population

Myocardial infarctionMyocardial infarction

DiabetesDiabetes

HypertensionHypertension

EpilepsyEpilepsy

StrokeStroke

CancerCancer

HIV/AIDSHIV/AIDS

TuberculosisTuberculosis

WHO, 2003.

Up to 10%

Up to 22%

Up to 27%

Up to 29%

Up to 30%

Up to 31%

Up to 33%

Up to 44%

Up to 

46%
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ComorbiditiesComorbidities Among Depressed PatientsAmong Depressed Patients

9.3%9.3%Menstrual ProblemsMenstrual Problems

13.7%13.7%Skin ProblemsSkin Problems

14.9%14.9%DiabetesDiabetes

15.2%15.2%AsthmaAsthma

20.1%20.1%Bowel ProblemsBowel Problems

23.5%23.5%MigrainesMigraines

29.7%29.7%High CholesterolHigh Cholesterol

34.7%34.7%HypertensionHypertension

42.1%42.1%Heartburn / Acid RefluxHeartburn / Acid Reflux

48.1%48.1%ArthritisArthritis

% of Depressed Patients % of Depressed Patients 
with Comorbiditywith Comorbidity

ComorbidityComorbidity

Source: http://www.medstat.com/healthcare/depression4.asp
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General Medical General Medical ComorbidityComorbidity in in 
Patients with Severe Mental IllnessPatients with Severe Mental Illness

•• Diabetes: 20% in VA sample with bipolar Diabetes: 20% in VA sample with bipolar 
disorderdisorder (Kilbourne et al. (Kilbourne et al. Bipolar DisorderBipolar Disorder, 2004), 2004)

•• Cardiovascular disease:  HBP 34%, Cardiovascular disease:  HBP 34%, 
Heart 15.6%Heart 15.6%

•• Weight gain and obesity (2x)Weight gain and obesity (2x)
•• Smoking (2x)Smoking (2x)
•• Other:  breast cancer (9.5x), HIV (8x), Other:  breast cancer (9.5x), HIV (8x), 

Hepatitis B (5x) and C (10x)Hepatitis B (5x) and C (10x)
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Mental-Health Challenge Emerges 
As Victims Face Multiple Traumas

BATON ROUGE, La. –

“… Post-traumatic stress disorder, depression and anxiety are common after major 
disasters, mental-health experts say, because disasters frighten people and disrupt 
their lives.  But Hurricane Katrina poses special challenges…”

“… The hurricane’s upheaval also has exacerbated the symptoms of some people who 
suffer from developmental disabilities and mental illnesses such as schizophrenia…”
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What?What?

DiseasesDiseases

IllnessesIllnesses

DisordersDisorders

ConditionsConditions

ProblemsProblems

FactorsFactors

IssuesIssues

TreatmentsTreatments

InterventionsInterventions

Health Health 

VariationVariation

MorbidityMorbidity

MentalMental

BehavioralBehavioral

EmotionalEmotional

SocialSocial

PsychologicalPsychological

PsychosocialPsychosocial

BiopsychosocialBiopsychosocial

Addictive/substanceAddictive/substance--relatedrelated

CognitiveCognitive

StressStress--relatedrelated

MaladaptiveMaladaptive

BrainBrain

Nervous Nervous 

DevelopmentalDevelopmental

““NewNew””

NounsNounsAdjectivesAdjectives

Selected Terms Used to Describe the Subject of this  PresentationSelected Terms Used to Describe the Subject of this  Presentation
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““ NonNon --BehavioralBehavioral ”” ConditionsConditions

•• Medical DisordersMedical Disorders

•• Organic DiseasesOrganic Diseases

•• Physical IllnessesPhysical Illnesses

•• General Medical ConditionsGeneral Medical Conditions

•• Other Medical ConditionsOther Medical Conditions
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Conceptual Issues:Conceptual Issues:
Primary Care vs. Mental Health SpecialtiesPrimary Care vs. Mental Health Specialties

•• Different perspectivesDifferent perspectives
–– Definitions / clinical measures (i.e., no lab tests)Definitions / clinical measures (i.e., no lab tests)
–– Majority of literature comes from specialty (and often Majority of literature comes from specialty (and often 

tertiary) care settingstertiary) care settings
–– Diagnostic systems such as DSMDiagnostic systems such as DSM--IV often seen as too IV often seen as too 

complex and specialtycomplex and specialty--focusedfocused
–– But DSM PC unsuccessful?But DSM PC unsuccessful?

•• Linkages between and among various systems Linkages between and among various systems 
(SUD, social services, schools, consumer, (SUD, social services, schools, consumer, 
directed, etc.)directed, etc.)
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Psychiatry/DSM 
Identified Mental 

Disorder

Primary Care Identified Mental Health Condition

PCP vs. DSM FrameworksPCP vs. DSM Frameworks
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WhatWhat ’’s Unique about Behavioral Health?s Unique about Behavioral Health?

•• MindMind--body dualismbody dualism

•• StigmaStigma

•• Role of the stateRole of the state

•• Legal / regulatory distinctions (e.g., privacy, Legal / regulatory distinctions (e.g., privacy, 
competency)competency)

•• Multiple complex systems intrinsically Multiple complex systems intrinsically 
involved (e.g., social services, criminal involved (e.g., social services, criminal 
justice, education, consumerjustice, education, consumer--directed, etc.)directed, etc.)

•• Different diagnostic systemsDifferent diagnostic systems
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WhatWhat ’’s Unique about Behavioral Health?s Unique about Behavioral Health?
(continued)(continued)

•• Separate delivery systemsSeparate delivery systems
•• More heterogeneous work force / greater More heterogeneous work force / greater 

solo practicesolo practice
•• Few proceduresFew procedures
•• Separate financing systems / different Separate financing systems / different 

market structuremarket structure
•• Less developed quality improvement / Less developed quality improvement / 

performance measuresperformance measures
•• Less linkage to IT innovationsLess linkage to IT innovations



North Carolina Institute of Medicine Annual Meeting   
August 9, 2007

30

Why Not? (Barriers)Why Not? (Barriers)
•• HistoricalHistorical

•• ConceptualConceptual

•• Patients / ConsumersPatients / Consumers

•• ProvidersProviders

•• Practices / Delivery SystemsPractices / Delivery Systems

•• Plans Plans –– Managed Care Organizations (MCO)/ Managed Care Organizations (MCO)/ 
Managed Behavioral Health Organizations Managed Behavioral Health Organizations 
(MBHO)(MBHO)

•• Purchasers Purchasers –– Public / PrivatePublic / Private

•• Population / CommunityPopulation / Community
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•• TimeTime
•• InterestInterest
•• Tools:  DSMTools:  DSM--PC, PHQPC, PHQ--9 9 
•• TrainingTraining

Provider BarriersProvider Barriers
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Mapping Training to RolesMapping Training to Roles
Longitudinal f/u and monitoring

Note - did not include child (e.g. ADHD)
geriatric (e.g.. dementia)

D
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Primary Care For GMC

Extended B/P/S interventions

2nd level or higher meds

Brief B/P/S interventions

Initial Medications

Diagnosis/Comprehensive 
P/S assessment

Counseling/Psychoeducation

Recognition/Limited P/S assessment
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Longitudinal f/u and monitoring Pr Pr Pr Pr Pr/Ps Pr/B/Ps Pr/Ps Pr/B/Ps B2/Ps Ps/B2

Extended B/P/S interventions B1 B1 B B B B B2 B2 B2 B2

2nd level or higher meds Pr Ps Ps Ps Ps Ps Ps Ps Ps Ps

Brief B/P/S interventions Pr/B1 Pr/B1 Pr/B1 Pr/B1 B1/Pr B /Pr B/Ps B/Ps B/Ps B/Ps

Initial Medications Pr Pr Pr Pr/Ps Pr/Ps Ps/Pr Ps Ps/Pr Ps Ps

Diagnosis/Comprehensive Pr Pr Pr Pr/B1 B1/Pr B1//Pr B/Ps B /Ps B/Ps Ps
P/S assessment

Counseling/Psychoeducation Pr Pr Pr Pr/B1 B1//Pr B1/Pr B/P s B B B

Recognition/Limited P/S assessment Pr Pr Pr Pr Pr Pr Pr Pr P r Pr

Primary Care For GMC Pr Pr Pr Pr Pr Pr Pr* Pr* Pr* Pr*

Primary Care Provider
* = in specialty setting
B1 - Behavioral health

Specialist in PCP setting
B2 - Behavioral Health 

specialist in specialty 
setting

Psychiatrist

Note - did not include child (e.g. ADHD)
geriatric (eg. dementia)
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•• Organization does not enhance patientOrganization does not enhance patient --
provider interactions & promote successful provider interactions & promote successful 
outcomesoutcomes

•• WhoWho is responsible for care?is responsible for care?
–– Limited communication and teamwork between Limited communication and teamwork between 

primary care and mental health specialtiesprimary care and mental health specialties

•• HowHow should care be provided?should care be provided?
–– Consultative? Collaborative? Integrated?Consultative? Collaborative? Integrated?

•• WhenWhen should care be provided?should care be provided?
–– Lack of longitudinal focusLack of longitudinal focus

Practices / Delivery System IssuesPractices / Delivery System Issues
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Who?  Responsibility for CareWho?  Responsibility for Care

PCP

BHS
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Referral

Consultative Care

Collaborative Care

Integrated Team

Independent

Autonomous (PCP)

Autonomous (MHS)

How?How?
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When?When?

Continuing Continuing 
CareCare

ShortShort--termterm

ManagementManagement
Diagnosis/Diagnosis/

AssessmentAssessment
Risk Factor Risk Factor 

Identification/Identification/

PreventionPrevention
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Health Plan IssuesHealth Plan Issues

•• Traditional / indemnity models rare Traditional / indemnity models rare 

•• Managed care and behavioral carveManaged care and behavioral carve--outs outs 
for over 80% of Americansfor over 80% of Americans

•• Shifts in incentive structuresShifts in incentive structures

•• Impact on coordination and communicationImpact on coordination and communication

•• Growth of disease management industryGrowth of disease management industry
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Health Plans Money Flow, Risk Health Plans Money Flow, Risk 

and Communicationand Communication

No risk

Health Plan

Indemnity Model

C.  Integrated Model

Mental 
Health 
Plan

Shared 
risk

B.  Carve-out Model

No Shared 
Risk

Legend

Primary Care Provider

Behavioral Health Specialist

High communication

Low communication

Money Flow
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Purchaser IssuesPurchaser Issues
•• Depression not on radarDepression not on radar

•• Stigma, bias, misinformation related to value of Stigma, bias, misinformation related to value of 
mental health caremental health care

-- e.g., uninformed regarding indirect costs, i.e., productivity e.g., uninformed regarding indirect costs, i.e., productivity 
and disabilityand disability

•• Do not use (mental health) quality measures in Do not use (mental health) quality measures in 
purchasing decisions purchasing decisions 

•• Inattention to growing complexity / Inattention to growing complexity / ““siloismsiloism””

•• No clue as to perverse incentivesNo clue as to perverse incentives

•• National Business Group on Health tool kitNational Business Group on Health tool kit
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How?  StrategiesHow?  Strategies

•• Chronic (Planned) Care ModelChronic (Planned) Care Model

•• The Robert Wood Johnson FoundationThe Robert Wood Johnson Foundation’’s s 
national program on Depression in Primary national program on Depression in Primary 
Care: Linking Clinical Systems and StrategiesCare: Linking Clinical Systems and Strategies

•• Models of linkage/integrationModels of linkage/integration

•• Institute of Medicine / Crossing the Quality Institute of Medicine / Crossing the Quality 
ChasmChasm
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Wagner, Improving Chronic Illness Care, 2002
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Chronic Disease Clinical ModelsChronic Disease Clinical Models

•• Hypertension Hypertension 
•• Congestive heart failure (CHF) / Coronary artery Congestive heart failure (CHF) / Coronary artery 

disease (CAD)disease (CAD)
•• StrokeStroke
•• COPD (Chronic Obstructive Pulmonary Disease)COPD (Chronic Obstructive Pulmonary Disease)
•• DM (Disease Management)DM (Disease Management)
•• AsthmaAsthma
•• Multiple comorbiditiesMultiple comorbidities
•• Transitional care managementTransitional care management
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Depression Clinical ModelsDepression Clinical Models

•• Chronic (planned) care model Chronic (planned) care model –– WagnerWagner

•• Collaborative care Collaborative care –– KatonKaton

•• Partners in Care (AHRQ) Partners in Care (AHRQ) –– WellsWells

•• PROSPECT PROSPECT –– Alexopoulous, Katz, ReynoldsAlexopoulous, Katz, Reynolds

•• Telephone care management Telephone care management –– Simon, HunkelerSimon, Hunkeler

•• IMPACT (Hartford) IMPACT (Hartford) –– UnutzerUnutzer

•• RESPECT (MacArthur) RESPECT (MacArthur) –– DietrichDietrich

•• Quality Improvement for Depression (NIMH) Quality Improvement for Depression (NIMH) ––
Rost, Ford, RubensteinRost, Ford, Rubenstein

•• Child models Child models –– Campo, Campo, AsarnowAsarnow, GLAD, GLAD--PCPC
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A national program supported by The Robert Wood Johnson Foundation

www.depressioninprimarycare.org

The Robert Wood Johnson Foundation
Constance Pechura, PhD, Senior Program Officer

Clinical Model Team
Bruce L. Rollman, MD, MPH
Bea Herbeck Belnap, PhD 
Amy M. Kilbourne, PhD
Herbert C. Schulberg, PhD

Economic Team
Richard Frank, PhD
Haiden Huskamp, PhD
Tom McGuire, PhD
Colleen Barry, MPP

Evaluation Team
Daniel E. Ford, MD, MPH
Lisa A. Cooper, MD, MPH
Gail L. Daumit, MD, MHS
Michael J. Kaminsky, MD, MBA
Darrel Gaskin, PhD
Laura L. Morlock, PhD
Alan Langlieb, MD

National Advisory Committee
Frank deGruy, MD, Chair

National Program Office
Harold Pincus, MD, Director
Jeanie Knox Houtsinger, BA, Deputy Director
Gail Wrobleski, Administrative Specialist
Susanne Salem-Schatz, ScD, Quality Improvement Consultant 
John Bachman, PhD, Communications Consultant
Donna Keyser, PhD, Communications Consultant
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““ 6 P6 P”” Conceptual FrameworkConceptual Framework
Patient /
Consumer

Practice /
Delivery Systems

Purchasers 
(Public / Private)

• Enhance self-management / participation
• Link with community resources
• Evaluate preferences and change behaviors

• Improve knowledge / skills
• Provide decision support
• Link to specialty expertise and change behaviors

• Establish chronic care model and reorganize practice
• Link with improved information systems
• Adapt to varying organizational contexts

• Enhance monitoring capacity for quality / outliers
• Develop provider / system incentives
• Link with improved information systems

• Educate regarding importance / impact of depression 
• Develop plan incentives / monitoring capacity
• Use quality / value measures in purchasing decisions

Populations 
and Policies

• Engage community stakeholders; adapt models to local needs
• Develop community capacities
• Increase demand for quality care enhance policy advocacy

Providers

Plans



North Carolina Institute of Medicine Annual Meeting   
August 9, 2007

47

Incentives DemonstrationIncentives Demonstration

• Partnerships of health plans (Health Management 
Organizations [HMO] and Managed Behavioral 
Health [MBHOs]) and practice groups (and 
purchasers)

• 8 sites
• Commercial, Medicaid
• Implementation of: 

– Clinical Model
– Economic Model
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Clinical Model:  Clinical Model:  Major ComponentsMajor Components

Information on and for consumer groups and other se rvicesInformation on and for consumer groups and other se rvices

Access to nonAccess to non --provider sources of careprovider sources of care
Community Community 
resourcesresources

Patient preferences/WRAPPatient preferences/WRAP

Information on depression, medicationsInformation on depression, medications
Self management Self management 
supportsupport

GuidelinesGuidelines

Provider trainingProvider training

Expert / specialist consultationExpert / specialist consultation
Referral pathwaysReferral pathways

Decision supportDecision support

Red flagsRed flags

Feedback to provider on clinical progressFeedback to provider on clinical progress
Support depression care managerSupport depression care manager

Clinical Clinical 
information information 
systemssystems

Patient registryPatient registry
ProtocolsProtocols

Depression care managerDepression care manager

Practice designPractice design

Accountability Accountability 
Vision Vision 

ResourcesResources

LeadershipLeadership
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Phases of Depression TreatmentPhases of Depression Treatment

Kupfer DJ. J Clin Psychiatry. 52(5s):28-34,1991.

Treatment Phases

Relapse
Recurrence

Recovery

Acute Continuation Maintenance

Syndrome

Symptoms

Remission

Response

No Depression
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RWJF/DPC Economic ModelRWJF/DPC Economic Model

•• Reinforce clinical modelReinforce clinical model

•• Realign financial and nonRealign financial and non--financial incentivesfinancial incentives

•• Alter contractual / organizational arrangementsAlter contractual / organizational arrangements

•• Pay for:Pay for:
–– PCP depression carePCP depression care

–– MHS consultationMHS consultation

–– Care managementCare management

–– Distinguished performanceDistinguished performance

•• Unique issues in local contextUnique issues in local context



North Carolina Institute of Medicine Annual Meeting   
August 9, 2007

51

Methods of Paying for Care ManagementMethods of Paying for Care Management

Health
Plan

Fee for service

PC Practice

Plan based CM

Practice based CM under contract to 
Health Plan

Flexible infrastructure support for 
chronic care (e.g., P4P)

Global Capitation

Third party based under contract to Health Plan

Hybrid model
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The Four Quadrant ModelThe Four Quadrant Model

SAMHSA Report to Congress on the Prevention and Treatment Co-
Occurring Substance Abuse Disorders and Mental Health Disorders (2002)
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Stable SPMI would be served in either setting. Plan for and deliver services based upon the needs of the individual, consumer choice and the 
specifics of the community and collaboration.

Physical Health Risk/Status

*PCP*PCP--based BH provider might work for the PCP organization, a specialbased BH provider might work for the PCP organization, a specialty BH provider, or as an individual practitioner, is competent ity BH provider, or as an individual practitioner, is competent in both MH and SA assessment and treatmentn both MH and SA assessment and treatment

Physical Health Risk/StatusPhysical Health Risk/Status
LowLow

Quadrant IIIQuadrant III

BH BH ��        PH PH ��
••PCP (with standard screening tools and BH practice PCP (with standard screening tools and BH practice 
guidelines)guidelines)
••Care/Disease ManagerCare/Disease Manager
••Specialty medical/surgicalSpecialty medical/surgical
••PCPPCP--based BH (or in specific specialties)*based BH (or in specific specialties)*
••ERER
••Medical/surgical IPMedical/surgical IP
••SNF/home based careSNF/home based care
••Other community supportsOther community supports

Quadrant IQuadrant I

BH BH ��        PH PH ��
••PCP (with standard screening tools and BH practice PCP (with standard screening tools and BH practice 
guidelines)guidelines)
••PCPPCP--based BH*based BH*

Quadrant IVQuadrant IV

BH BH ��        PH PH ��
••PCP (with standard screening tools and BH practice PCP (with standard screening tools and BH practice 
guidelines)guidelines)
••BH Case Manager w/ responsibility for coordination w/ PCP BH Case Manager w/ responsibility for coordination w/ PCP 
and Disease Mgrand Disease Mgr
••Care/Disease ManagerCare/Disease Manager
••Specialty medical/surgical Specialty medical/surgical 
••Specialty BH Specialty BH 
••Residential BHResidential BH
••Crisis/ ER Crisis/ ER 
••BH and medical/surgical IPBH and medical/surgical IP
••Other community supportsOther community supports

The Four Quadrant Clinical Integration ModelThe Four Quadrant Clinical Integration Model
Quadrant II

BH �    PH �
•Behavioral Health (BH) Case Manager w/ responsibility for 
coordination w/ Primary Care Provider (PCP)
•PCP (with standard screening tools and BH practice 
guidelines)
•Specialty BH
•Residential BH
•Crisis/ER
•Behavioral Health IP
�Other community supports

Stable SPMI would be served in either setting. Plan  for and deliver services based upon the needs of t he individual, consumer choice 
and the specifics of the community and collaboratio n.
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Models of Linkage / IntegrationModels of Linkage / Integration

Embedded PCP in BHSEmbedded PCP in BHS CoCo--location of BHS in PCPlocation of BHS in PCP

B
P

UnifiedUnified Coordination / CollaborationCoordination / Collaboration

B

P
B

B PP
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““ Crossing the Quality ChasmCrossing the Quality Chasm ””
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Studies Documenting the Studies Documenting the ““ Quality GapQuality Gap ””

•• Literature reviews conducted by RANDLiterature reviews conducted by RAND
–– Over 70 studies documenting quality shortcomings Over 70 studies documenting quality shortcomings 

•• Large gaps between the care people should receive Large gaps between the care people should receive 
and the care they do receiveand the care they do receive
–– true for preventive, acute and chronictrue for preventive, acute and chronic

–– across all health care settingsacross all health care settings

–– all age groups and geographic areasall age groups and geographic areas

•• Only 50% chance of getting appropriate careOnly 50% chance of getting appropriate care

(Schuster et al, MMFQ,1998; updated 2000; McGlynn et al, NEJM 20(Schuster et al, MMFQ,1998; updated 2000; McGlynn et al, NEJM 2003)03)
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To Err Is Human: To Err Is Human: 
Building A Safer Health SystemBuilding A Safer Health System

•• First ReportFirst Report

•• Committee on Committee on 

•• Quality of  Health Quality of  Health 
CareCare

•• in Americain America

•• To order: www.nap.eduTo order: www.nap.edu
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Crossing the Quality ChasmCrossing the Quality Chasm

•• Second ReportSecond Report

•• Committee on Quality Committee on Quality 
of Health Care in of Health Care in 
AmericaAmerica

•• To order: www.nap.eduTo order: www.nap.edu
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CommitteeCommittee ’’s Conclusions Conclusion

The American health care delivery system The American health care delivery system 
is in need of fundamental change.  The is in need of fundamental change.  The 
current care systems cannot do the job.  current care systems cannot do the job.  
Trying harder will not work.  Changing Trying harder will not work.  Changing 
systems of care will. systems of care will. 
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Six Aims For ImprovementSix Aims For Improvement

•• SafeSafe

•• EffectiveEffective

•• PatientPatient--centeredcentered

•• TimelyTimely

•• EfficientEfficient

•• EquitableEquitable
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What People Should Expect from the What People Should Expect from the 
Health Care System (10 rules)Health Care System (10 rules)

•• Continuous healing relationshipsContinuous healing relationships
•• SafetySafety
•• Cooperation Cooperation 
•• ScienceScience
•• IndividualizationIndividualization
•• ControlControl
•• InformationInformation
•• AnticipationAnticipation
•• TransparencyTransparency
•• ValueValue
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EvidenceEvidence --Based Chronic (Planned) Care Based Chronic (Planned) Care 
Approaches for Treating Depression Approaches for Treating Depression 

Are EffectiveAre Effective

Prepared, Proactive
Practice Team

Informed, Empowered 
Patient and Family

Productive Interactions
Patient-Centered     Coordinated

Timely and               Evidence-
Efficient Based and Safe

Improved Outcomes

Delivery
System
Design

Decision
Support 

Clinical
Information

Systems

Self-
Management 

Support

Health SystemCommunity 

Health Care OrganizationResources and Policies



North Carolina Institute of Medicine Annual Meeting   
August 9, 2007

63



North Carolina Institute of Medicine Annual Meeting   
August 9, 2007

64

Six Problems in the Quality of Six Problems in the Quality of 
M/SU Health CareM/SU Health Care

•• Problem 1: Obstacles to patientProblem 1: Obstacles to patient--centered carecentered care

•• Problem 2: Weak measurement and Problem 2: Weak measurement and 
improvement infrastructureimprovement infrastructure

•• Problem 3: Poor linkages across MH/SU/GHProblem 3: Poor linkages across MH/SU/GH

•• Problem 4: Lack of involvement in National Problem 4: Lack of involvement in National 
Health Information Infrastructure (NHII)Health Information Infrastructure (NHII)

•• Problem 5: Insufficient workforce capacity for QIProblem 5: Insufficient workforce capacity for QI

•• Problem 6: Differently structured marketplaceProblem 6: Differently structured marketplace
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Overarching Recommendation 1Overarching Recommendation 1

The aims, rules, and strategies for redesign The aims, rules, and strategies for redesign 
set forth in set forth in Crossing the Quality ChasmCrossing the Quality Chasm
should be applied throughout M/SU health should be applied throughout M/SU health 
care on a daycare on a day--toto--day operational basis but day operational basis but 
tailored to reflect the characteristics that tailored to reflect the characteristics that 
distinguish care for these problems and distinguish care for these problems and 
illnesses from general health care. illnesses from general health care. 
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Preparing for the FuturePreparing for the Future

Standardize Practice ElementsStandardize Practice Elements
–– Clinical assessmentClinical assessment
–– InterventionsInterventions
–– IT infrastructureIT infrastructure

Develop GuidelinesDevelop Guidelines
–– Mental healthMental health
–– Substance useSubstance use
–– General healthGeneral health

Measure PerformanceMeasure Performance
–– For each For each ““6P6P”” levellevel
–– Across silosAcross silos

Improve PerformanceImprove Performance
–– LearnLearn
–– RewardReward

Strengthen Evidence BaseStrengthen Evidence Base
–– Document stakeholder valueDocument stakeholder value
–– Evaluate effective strategiesEvaluate effective strategies
–– Translate from bench to bedside   Translate from bench to bedside   

to communityto community

Consumer ParticipationConsumer Participation

Leadership Leadership 
(PCP/MH/SUD) (PCP/MH/SUD) 

SupportSupport

Clinical Clinical 
(PCP/MH/SUD) (PCP/MH/SUD) 
PerspectivesPerspectives

Integrative ProcessesIntegrative Processes
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Overarching Recommendation 2Overarching Recommendation 2

Health care for general, mental, and Health care for general, mental, and 
substancesubstance--use problems and illnesses must use problems and illnesses must 
be delivered with an understanding of the be delivered with an understanding of the 
inherent interactions between the mind / inherent interactions between the mind / 
brain and the rest of the body.brain and the rest of the body.
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Relative Degree of Involvement of PCPs Relative Degree of Involvement of PCPs 
and Behavioral Health Specialists (BHS)and Behavioral Health Specialists (BHS)

None Subthreshold Simple Complex Severe

PCP

BHS in 
Specialty 
Settings

Type of Problem / Disorder

BHS in
Primary Care

Settings
PCP
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““ 10 P10 P”” FrameworkFramework

•• Patients / ConsumersPatients / Consumers

•• ProvidersProviders

•• Practices / Delivery Practices / Delivery 
SystemsSystems

•• Plans Plans –– MCO / MBHOMCO / MBHO

•• Purchasers Purchasers –– Public / Public / 
PrivatePrivate

•• Populations / CommunityPopulations / Community

•• Professors (Educators, Professors (Educators, 
Researchers)Researchers)

•• Policy Makers (Regulators, Policy Makers (Regulators, 
FundersFunders))

•• PoliticiansPoliticians

•• Purveyors (Purveyors (““expertsexperts””, , 
consultants)consultants)
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RenRenéé DescartesDescartes
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DonDon ’’ t Split Mind and Bodyt Split Mind and Body



North Carolina Institute of Medicine Annual Meeting   
August 9, 2007

72

QuestionsQuestions

•• How should behavioral disorders / psychosocial How should behavioral disorders / psychosocial 
problems in primary care be defined?problems in primary care be defined?

•• What are the expectations for screening / What are the expectations for screening / 
identification/followidentification/follow--up?up?

•• What are the expectations for PCP/MHS roles in What are the expectations for PCP/MHS roles in 
treatment?treatment?

•• What are the optimal practice organizations for What are the optimal practice organizations for 
meeting these expectations?meeting these expectations?

•• What financing mechanisms need to be put in What financing mechanisms need to be put in 
place?place?


