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•
M

ental illness and substance use (behavioral health 
problem

s)are m
ajor drivers of disability & costs 

•
Effective treatm

ents exist, but currently no m
ore than 1 

in 4 of people in need receive indicated care

•
N

ot enough specialty providers to address this gap

•
Effective

integration of behavioral health care w
ith 

prim
ary care can achieve:

-
Better access

to care
-

Better health outcom
es

-
Low

er costs

K
ey Points
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•
C

om
m

on
-

>1 in 4 Am
ericans struggle w

ith a m
ental health or substance 

use problem
 at som

e point in their lives
-

N
o fam

ily goes untouched

•
D

isabling
-

C
ause nearly 25%

 of all disability w
orldw

ide
-

Prem
ature m

ortality, via suicide &
 m

edical com
orbidity

•
C

ostly
-

H
ealth care costs

-
Productivity:  unem

ploym
ent, absenteeism

, “presenteeism
” 

-
Social costs:  hom

elessness, crim
inal justice system

B
urden of B

ehavioral D
isorders
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2004

Suicide up
17%

H
eart D

isease -D
ow

n
16%

Stroke -D
ow

n
19%

2014

P
ercent change in the fraction of total U

S
 deaths due to selected m

edical and behavioral causes: 2004-2014  
A

dapted from
: W

ilson, T
W

; C
arneal G

U
., H

arbin H
T

. Issue B
rief: T

op 10 causes of death +
 opioid related  

deaths in the U
nited S

tates: 2004 -
2014 w

w
w

.phiinstitut.org C
ancer -D

ow
n

5%

D
iabetes -D

ow
n

7%

DEATH RATECHANGESFROM
 2004 TO

2014
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2004
2014 O

pioids up
>200%

Suicide up 17%
  

C
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ow
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n
7%

H
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Im
pact of M

H
SU

D
 on M

edicalC
osts

7
M

elek S, N
orris D

, Paulus J: Econom
ic Im

pact of Integrated M
edical-Behavioral H

ealthcare: 
Im

plications for Psychiatry. Edited by M
illim

an I. D
enver, CO

, Prepared for A
m

erican 
Psychiatric A

ssociation; 204. pp. 1-39.
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M
itchell et al, J H

osp M
ed 2010

D
epression increases risk of 30-day 

readm
ission     by nearly 40%



Relative risk of m
edical adm

ission w
ith & w

ithout M
H and SU com

orbidity

N
one

+
M
H

+
SU

+
M
H
+
SU

D
iabetes

Relative Risk
--M

aryland M
edicaid Adults, 2011



A
cross these top 9 chronic conditions, 

depression and anxiety go U
N

D
IA

G
N

O
SED

 
85%

 of the tim
e. M

ed
ical C

o
sts p

er D
isease

State

C
hronic

M
edical

C
ondition                                 

PM
PM

 W
ith

B
ehavioral 

C
ondition

PM
PM

 W
ithout 

B
ehavioral 

C
ondition

%
 Treated For 

D
epression or A

nxiety
Expected

D
epression or 

A
nxiety Prevalence

%
 M

issed

A
rthritis

$871.88
$564.76

7.1%
32.3%

77.9%

A
sthm

a
$861.99

$470.05
6.8%

60.5%
88.8%

C
ancer (M

alignant)
$1,180.96

$1,018.45
5.7%

39.8%
85.7%

C
hronic Pain

$1,210.56
$884.70

5.9%
61.2%

90.4%

C
oronary A

rtery
$1,305.00

$958.34
5.7%

48.2%
88.1%

D
iabetes

$1,110
$828.18

5.2%
30.8%

83.2%

H
eart Failure

$2,242.85
$1,888.11

7.0%
43.8%

84.1%

H
ypertension

$880.33
$588.04

5.5%
30.5%

82.0%

Ischem
ic Stroke

$1,461.57
$1,254.68

7.7%
52.4%

85.2%

Source: U
nited H

ealthcare

C
ost B

urdens from
 unrecognized/undiagnosed/M

ental H
ealth 

C
ases.



•
Half or m

ore of people with 
m

ental disorders get NO
 

CARE*

•
O

f those who receive any 
care, half receive sub-
therapeutic or even 
contraindicated care*

•
~30 m

illion people receive a 
prescription for a 
psychotropic m

edication in 
prim

ary care each year; only 
25%

 im
prove

U
sual C

are is Poor

11

*W
ang PS et al., Arch G

en Psychiatry, 2005

N
o (Specific)
Treatm

ent

Inadequate 
Treatm

ent

M
inim

ally 
Adequate 
Treatm

ent



•
D

evelop better treatm
ents

•
Train & retain m

ore m
ental health 

professionals (>50%
 of U

S counties don’t 
have a single practicing m

ental health 
professional)

•
Im

prove delivery of existing treatm
ents, via 

integration & m
easurem

ent-based care

H
ow

 D
o W

e C
lose the G

ap? 
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•
Screen routinely, & assess positive screens

•
If positive assessm

ent, start appropriate treatm
ent

-
Indicated m

edication at appropriate dosage
-

Indicated psychotherapy

•
Assess clinical progress at defined intervals

•
If patient isn’t im

proving, adjust treatm
ent

•
Expect >=X%

 of patients to achieve target outcom
e in 

defined tim
efram

e

Proactive, M
easurem

ent-B
ased C

are
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•“Integration” approaches that aren’t enough: 
�

Screening w
ithout adequate treatm

ent

�
R

eferral to specialty care w
ithout close coordination:  

50 %
 fall through the cracks

�
C

o-located behavioral health specialists, w
ithout 

effective oversight or evidence-based treatm
ents

�
Treatm

ent w
ithout m

easurem
ent:  patients ‘fall 

through the cracks’ or stay on ineffective treatm
ent 

for too long

N
ot A

ll Program
s A

re Effective 
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EXISTIN
G

 
TR

EA
TM

EN
TS

•M
edications

•Psychotherapy
D

ELIVER
ED

 VIA: 

C
ollaborative C

are –
A

n evidence-based m
odel for 

treating behavioral health conditions in prim
ary care
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•
Paym

ent of core com
ponents

-
C

are m
anagem

ent (especially via telephone)
-

Psychiatric consultation
-

Paym
ent for C

ollaborative C
are via C

PT 99492, 99493, &
 

99493
(previously HCPCS G

0502/3/4)
-

Also paym
ent for “general BH

I” via C
PT 99484

(G
0507)

•
M

easurem
ent / Treatm

ent to target
-

At m
inim

um
:

o
U

niversal screening via standardized instrum
ent

o
Benchm

ark for %
 of cases w

ho rem
it w

ithin 12 m
onths 

-
CM

S requires for depression in M
edicare ACO

s, as of 2015; 
also part of HEDIS

-
Pay for Perform

ance

Incentivizing C
ollaborative C

are
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•
C

are Team
-

Treating (billing) practitioner
-

C
are m

anager –
designated individual w

ith behavioral 
health training; m

ust be available
for face-to-face Pt contact

-
Psychiatric consultant–

m
edical professional trained in 

psychiatry & qualified to prescribe full range of m
edications; 

can be located rem
otely

•
Eligible C

onditions –
Any m

ental, behavioral health, or 
psychiatric condition being treated by the billing practitioner, 
including substance use disorders, that, in the clinical judgm

ent 
of the billing practitioner, w

arrants BH
I services

•
Service C

om
ponents

-
(Elem

ents of m
easurem

ent-based care described earlier)

Paym
ent for C

ollaborative C
are (99492/3/4)
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