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È Principles of the Patient-Centered Medical Home

Á Personal physician

Á Physician directed medical practice (team care that collectively 
takes responsibility for the ongoing care of patients)

Á Whole person orientation

Á Care that is coordinated and/or integrated

Á Quality and safety (including evidence based care, use of 
information technology and performance measurement/quality 
improvement)

Á Enhanced access to care

Á Payment structure that reflects these characteristics beyond the 
current encounter-based reimbursement mechanisms 

The American Academy of Family Physicians, American Academy of Pediatrics, 
American College of Physicians, and American Osteopathic Association

http://www.pcpcc.net/

http://www.pcpcc.net/


È Most articles on the medical home do not 

include behavioral health interventions even 

though they are linked to  increased positive 

health outcomes 

È A large portion of psychiatric medications 

(~70%) are prescribed in primary care

È A large proportion of primary care visits are for 

behavioral health issues



È Persons with serious mental illness (SMI) are 

dying 25 years earlier than the general 

population

È While suicide and injury account for about 30-

40% of excess mortality, 60% of premature 

deaths in persons with schizophrenia are due 

to medical conditions such as cardiovascular, 

pulmonary and infectious diseases  

(NASMHPD, 2006)



È Higher rates of modifiable 

risk factors: 

Á Smoking

Á Alcohol consumption

Á Poor nutrition / obesity

Á Lack of exercise

ÁñUnsafeò sexual behavior

Á IV drug use

Á Residence in group care facilities and 

homeless shelters

È Vulnerability due to higher rates of:

Á Homelessness

Á Victimization / trauma

Á Unemployment

Á Poverty

Á Incarceration

Á Social isolation



No mental disorder 61.4%

Somatoform 14.6%

Major Depression 11.5%

Dysthymia 7.8%

Minor Depression 6.4%

Major Depression (partial remission) 7.0%

Generalized Anxiety 6.3%

Panic Disorder 3.6%

Other Anxiety Disorder 9.0%

Alcohol Disorder 5.1%

Binge Eating 3.0%

Prevalence of Psychiatric Disorders in Primary Care

in Primary Care: The PRIME-MD 1000 Study.  Journal of the American Medical Association, 272:1749, 1994.

Source:  Spitzer RL, Williams JBW, Kroenke K, et al .  Utility of a New Procedure for Diagnosing Mental Disorders

PrevalenceDisorder



Prevalence of Psychiatric Disorders 
in Low-income Primary Care Patients

35% of low-income patients with a psychiatric diagnosis saw their PCP 
in the past 3 months 

90% of patients preferred integrated care 

Based on findings, authors argue for system change

Source:  Mauksch LB, et. Al.  Mental Illness, Functional Impairment, and Patient Preferences for Collaborative

Care in an Uninsured, Primary Care Population.  The Journal of Family Practice, 50(1):41-47, 2001.

At Least One Psychiatric Dx 51% 28%

Mood Disorder 33% 16%

Anxiety Disorder 36% 11%

Alcohol Abuse 17% 7%

Eating Disorder 10% 7%

Low-Income 
PatientsDisorder

General PC 
Population*



MH/Primary Care Integration Options 
 

 
 

Function 

 
Minimal 

Collaboration 

 
Basic Collaboration 

from a Distance 

Basic 
Collaboration On-

Site 

 
Close Collaboration/ 

Partly Integrated 

 
 

Fully Integrated/Merged 

THE CONSUMER  and STAFF  PERSPECTIVE/EXPERIENCE 

Access Two front doors; 
consumers go to 
separate sites and 
organizations for 
services 

Two front doors; cross 
system conversations on 
individual cases with 
signed releases of 
information  

Separate reception, but 
accessible at same 
site; easier 
collaboration at time of 
service 

Same reception;  some 
joint service provided with 
two providers with some 
overlap 

One reception area where 
appointments are scheduled;  
usually one health record, one 
visit to address all needs; 
integrated provider model 

Services Separate and distinct 
services and treatment 
plans; two physicians 
prescribing 

Separate and distinct 
services with occasional 
sharing of treatment 
plans for Q4 consumers 

Two physicians 
prescribing with 
consultation; two 
treatment plans but 
routine sharing on 
individual plans, 
probably in all 
quadrants;  

Q1 and Q3 one physician 
prescribing, with 
consultation; Q2 & 4 two 
physicians prescribing 
some treatment plan 
integration, but not 
consistently with all 
consumers 

One treatment plan with all 
consumers, one site for all 
services; ongoing consultation 
and involvement in services; one 
physician prescribing for Q1, 2, 3, 
and some 4;  two physicians for 
some Q4: one set of lab work 

Funding Separate systems and 
funding sources, no 
sharing of resources 

Separate funding 
systems; both may 
contribute to one project 

Separate funding, but 
sharing of some on-site 
expenses 

Separate funding with 
shared on-site expenses, 
shared staffing costs and 
infrastructure 

Integrated funding, with 
resources shared across needs; 
maximization of billing and 
support staff; potential new 
flexibility 

Governance Separate systems with 
little of no 
collaboration; 
consumer is left to 
navigate the chasm 

Two governing Boards; 
line staff work together 
on individual cases 

Two governing Boards 
with Executive Director 
collaboration on 
services for groups of 
consumers, probably 
Q4 

Two governing Boards that 
meet together periodically 
to discuss mutual issues 

One Board with equal 
representation from each partner 

EBP Individual EBPôs 
implemented in each 
system; 

Two providers, some 
sharing of information but 
responsibility for care 
cited in one clinic or the 
other 

Some sharing of EBPôs 
around high utilizers 
(Q4) ; some sharing of 
knowledge across 
disciplines 

Sharing of EBPôs across 
systems; joint monitoring of 
health conditions for more 
quadrants 

EBPôs like PHQ9;  IDDT, 
diabetes management; cardiac 
care provider across populations 
in all  quadrants 

Data Separate systems, 
often paper based, little 
if any sharing of data 

Separate data sets, 
some discussion with 
each other of what data 
shares 

Separate data sets; 
some collaboration on 
individual cases 

Separate data sets, some 
collaboration around some 
individual cases; maybe 
some aggregate data 
sharing on population 
groups 

Fully integrated, (electronic) 
health record  with information 
available to all practitioners on 
need to know basis; data 
collection from one source 

 

 



È One organization does the full range of 

services

È Partnership models

Á FQHCôs & CMHCôs working together

ÁPrivate  Practitioners and Behavioral Health working  

together

ÁAcademic Medicine Centers and Behavioral Health 


