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Consultant	  &	  Advisor	  
•  Group	  Health	  Research	  Ins#tute	  
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Key	  points	  

•  Mental	  illness	  and	  substance	  use	  (behavioral	  health	  problems)	  
are	  major	  drivers	  of	  disability	  &	  costs.	  	  

•  Fewer	  than	  half	  of	  those	  in	  need	  have	  access	  to	  effec#ve	  
specialty	  behavioral	  health	  care.	  

•  Effec#ve	  integra#on	  of	  behavioral	  health	  care	  with	  primary	  care	  
has	  several	  advantages:	  
•  BeLer	  access	  to	  care	  
•  BeLer	  health	  outcomes	  
•  Lower	  costs	  
=	  the	  Triple	  Aim	  of	  health	  care	  reform	  



Burden	  of	  Mental	  Illness	  
1	  in	  4	  Americans	  struggle	  with	  a	  mental	  health	  or	  substance	  use	  problem	  at	  some	  
point	  in	  their	  lives.	  No	  family	  goes	  untouched.	  	  

Behavioral	  health	  disorders	  cause	  nearly	  25	  %	  of	  all	  disability	  worldwide	  
Depression	  alone	  accounts	  for	  10	  %	  of	  health	  related	  disability.	  

	  Years	  Lost	  to	  Disability	  (YLD)	  from	  depression	  =	  	  
	  3x	  diabetes;	  8x	  heart	  disease;	  40x	  cancer	  
	  (Murray	  C	  et	  al;	  Global	  Burden	  of	  Disease	  ;	  Lancet,	  2012)	  

For	  governments:	  high	  health	  care	  costs,	  high	  rates	  of	  unemployment,	  homelessness,	  
and	  involvement	  in	  the	  criminal	  jus#ce	  system.	  

For	  employers,	  mental	  health	  &	  substance	  use	  problems	  are	  
•  Major	  drivers	  of	  absenteeism	  and	  presenteeism.	  	  
•  Major	  drivers	  of	  health	  care	  costs	  	  



Suicide	  

•  One	  suicide	  every	  15	  minutes	  	  
•  More	  suicides	  than	  homicides	  or	  motor	  vehicle	  
fatali#es	  	  

	  

Tragedies	  that	  may	  be	  prevented	  by	  be[er	  
access	  to	  the	  right	  care	  at	  the	  right	  5me!	  
	  



High	  Health	  Care	  Costs	  
Popula5on	   %	  with	  

behavioral	  
health	  
diagnosis	  	  

PMPM	  without	  
BH	  diagnosis	  

PMPM	  with	  BH	  
diagnosis	  

Increase	  in	  total	  
PMPM	  with	  BH	  
diagnosis	  

Commercial	   14%	   $	  340	   $	  941	   276	  %	  

Medicare	   9%	   $	  583	   $	  1429	   245	  %	  

Medicaid	   21%	   $	  381	   $	  1301	   341	  %	  

All	  insurers	   15%	   $	  397	   $	  1085	   273	  %	  

Mental health specialty care accounts for only 3 % of overall costs. 
More effectively integrated mental health care could save billions.  
* APA Milliman report; Melek et al; 2013 



Mental	  and	  Medical	  Disorders	  
are	  Tightly	  Linked	  	  
•  Katon	  Slide	  e.g., Depression & Diabetes 



Access	  to	  Care	  

•  Even	  with	  insurance,	  
the	  average	  wait	  #me	  is	  
25	  days	  to	  see	  a	  mental	  
health	  specialist.	  

•  2/3	  of	  primary	  care	  
providers	  report	  poor	  
access	  to	  mental	  health	  
care	  for	  their	  pa#ents.	  

•  Only	  1/10	  Americans	  
with	  a	  substance	  use	  
disorder	  receive	  
specialty	  care.	  	  

	  

“We	  couldn’t	  get	  a	  psychiatrist,	  but	  
perhaps	  you’d	  like	  to	  talk	  about	  your	  
skin.	  Dr.	  Perry	  here	  is	  a	  dermatologist.”	  	  	  



                                                                     Of all people living with mental disorders 



12% see a psychiatrist  



20 % see any mental health specialist  



40 % get mental health treatment in primary care 



Most get no formal treatment.  



Mental	  Health	  Workforce	  

•  Mental	  health	  professionals	  are	  concentrated	  
in	  urban	  areas.	  	  

•  More	  than	  half	  of	  coun#es	  in	  US	  don’t	  have	  a	  
single	  prac#cing	  psychiatrist	  or	  psychologist	  



“The	  50	  minute	  hour”	  

• Ideal	  

50	  minutes	  

• Urban	  US	  

6	  minutes	  

• Rural	  US	  

	  
	  
	  
	  
	  
	  

1.5	  minutes	  

Talk fast! Assuming	  that	  3	  %	  of	  popula#on	  
could	  benefit	  from	  psychiatric	  
care.	  	  



Quality	  of	  Care	  

•  ~	  30	  million	  people	  
receive	  a	  prescrip#on	  
for	  a	  psychiatric	  
medica#on	  in	  primary	  
care	  each	  year	  but	  only	  
25%	  improve.	  

•  Pa#ents	  with	  serious	  
mental	  illness	  die	  10	  –	  
20	  years	  earlier	  due	  to	  
poor	  medical	  care.	   “Of	  course	  you	  feel	  great.	  These	  things	  

are	  loaded	  with	  anAdepressants.”	  	  	  



Services	  are	  poorly	  coordinated	  

Community	  
Mental	  Health	  

Substance	  
Abuse	  
Treatment	  

Social	  
Services	  



How	  do	  we	  close	  the	  gap?	  

•  Train	  and	  retain	  more	  mental	  health	  
professionals	  

•  Work	  smarter:	  leverage	  mental	  health	  
professionals	  through	  

•  Collabora5on	  (e.g.,	  primary	  care)	  

•  Technology	  



Task sharing. 
“You have no idea how much lunch there is.” 

	  
	  

Hospital 
Outpatient	  	  

	  

	  
Collaborative Care 

Mental Health Consultation 
 

Peer/Family/Community Support 
Self Care/Self Management 

Mental Health 
Specialty Care 

Primary Care 

Community 



Collabora5ve	  Care	  

Primary Care Practice  
•  Primary Care Provider 
•  Patient 
     +  
•  Behavioral Health Professional 
•  Psychiatric Consultant 

Outcome  
Measures 

Treatment  
Protocols 

Population 
Registry 

Psychiatric  
Consultation 



Evidence	  Base	  

More	  than	  80	  randomized	  controlled	  trials	  have	  
shown	  Collabora#ve	  Care	  to	  be	  more	  effec#ve	  than	  
usual	  care	  for	  common	  mental	  health	  condi#ons	  
such	  as	  depression	  and	  anxiety.	  	  

First	  demonstrated	  in	  the	  IMPACT	  Trial	  



Collabora5ve	  Care	  achieves	  
The	  Triple	  Aim	  of	  health	  care	  reform	  

-‐  Be[er	  care	  experience	  
-‐  Access	  to	  care	  
-‐  Sa5sfac5on	  

-‐  Be[er	  clinical	  outcomes	  
-‐  Less	  depression	  
-‐  Less	  physical	  pain	  
-‐  Be[er	  func5oning	  

	  
-‐	  	  	  	  Lower	  health	  care	  costs	  	   “I got my life back” 





Replica5on	  studies	  show:	  	  	  
the	  model	  is	  ‘robust’	  	  

Clinical Setting Target  
Clinical Conditions Reference 

Primary Care for Adolescents Adolescent Depression Richardson 2009, 2014 

Adult primary care 
Depression & Diabetes 
Depression, Diabetes, Heart 
Disease 

Katon et al., 2004 
Katon et al, 2010 

Latino patients in safety net clinics Diabetes and depression Gilmer et al., 2008 
Ell et al 2010 

Public sector oncology clinic Cancer and depression Ell et al., 2010 

Women’s health care clinics  
(IDAWN) Depression, PTSD Melville 2014 

Katon 2014 

Adult primary care Anxiety Disorders including 
PTSD Roy-Byrne et al 2012 

Older adults in primary care Arthritis and depression Unützer et al., 2008 

Primary Care / Cardiology  
(COPES) Heart disease and depression Davidson et al., 2010 





A1c 
  
Blood pressure 
  
Cholesterol (LDL) 
  
Depression 



	  
Adjustment	  to	  an5depressant	  pharmacotherapy	  was	  10	  5mes	  
higher	  in	  collabora5ve	  care	  versus	  usual	  care	  in	  the	  first	  60	  
days	  

	  	  	  	  	  	  	  	  	  (Time	  to	  first	  treatment	  adjustment)	  

78.9%	  

7.7%	  

Lin et al. Ann Fam Med. 2012 



Care Of  
Mental, Physical And Substance-use Syndromes* 

Center	  for	  Medicare	  and	  Medicaid	  Services	  (CMMI)	  	  	  	  	  	  	  	  
3	  Year	  Innova#on	  Grant.	  	  
	  Lead	  by	  Ins#tute	  for	  Clinical	  Systems	  Improvement	  
(ICSI)	  



COMPASS	  Consor5um	  Partners	  	  



Core	  Elements	  of	  COMPASS	  

•  Thorough	  Ini5al	  Evalua5on	  &	  Treatment	  
Plan	  

•  Computer	  Registry	  to	  Track	  all	  Pa5ents	  
•  Care	  Manager/Coordinator	  
•  Physician	  Consultants:	  Psychiatrist	  and	  

PCP	  
•  Treatment	  to	  Target	  /	  Intensifica5on	  
•  Regular	  (weekly)	  systema5c	  caseload	  

review	  
•  Relapse	  Preven5on	  



Outcomes	  COMPASS**	  
vs.	  TEAMCare	  RCT	  *	  

 	   TEAMcare 
Intervention Group-  
6 months*	  

COMPASS 
10 weeks**	  

Depression 
Severity Percent 
Response	  

59%	   60%	  

Change A1c	   0.72	   0.70	  
Change LDL	   14.9	   17.3	  
Change Systolic BP	   3.8	   20.4	  
*Katon	  WJ,	  NEJM	  2010	  Dec	  **	  D.	  Katzelnick,	  MD;	  Mayo	  Clinic	  



But	  not	  all	  integra5on	  efforts	  are	  effec5ve	  	  

•  Approaches	  that	  don’t	  work:	  	  
•  Screening	  without	  adequate	  treatment	  
•  Referral	  to	  specialty	  care	  without	  close	  coordina#on	  
•  Co-‐located	  behavioral	  health	  specialists	  without	  

systema#c	  tracking	  of	  outcomes	  or	  evidence-‐based	  
treatments	  

	  
Pa#ents	  ‘fall	  through	  the	  cracks’	  or	  stay	  on	  ineffec#ve	  
treatment	  for	  too	  long.	  	  



Principles	  of	  Collabora5ve	  Care	  

Evidence-‐Based	  Care.	  Providers	  use	  treatments	  that	  have	  research	  
evidence	  for	  effec#veness.	  	  

Popula5on-‐Based	  Care.	  A	  defined	  group	  of	  pa#ents	  is	  tracked	  in	  a	  
registry	  so	  that	  no	  one	  falls	  through	  the	  cracks.	  

Treatment	  to	  Target.	  Progress	  is	  measured	  regularly	  and	  treatments	  
are	  ac#vely	  changed	  un#l	  clinical	  goals	  are	  achieved.	  

Pa5ent-‐Centered	  Collabora5on.	  Primary	  care	  and	  mental	  health	  
providers	  collaborate	  effec#vely	  using	  shared	  care	  plans.	  	  

Accountable	  Care.	  Providers	  are	  accountable	  and	  reimbursed	  for	  
quality	  of	  care	  and	  clinical	  outcomes,	  not	  just	  volume	  of	  care.	  



Effec5ve	  integra5on	  requires	  prac5ce	  change	  	  



Trained	  over	  5,000	  providers	  



Behavioral	  Health	  Integra5on	  Program	  
(BHIP)	  at	  UW	  Medicine	  

15 Participating Clinic Sites 
§  Harborview Medical Center (HMC): 
§  University of Washington Medical Center (UWMC) 
§  University of Washington Neighborhood Clinics (UWNC)   
 

3 HMC 

2008 2010 2012 2013 
1 UWNC 4 UWNC 

1 UWMC 
1 
UWNC 
1 HMC 

2014 
3 UWNC 

2014	  APA	  Award	  of	  	  
Dis#nc#on	  for	  	  
Model	  Program	  

20% of UW Medicine Primary Care Patients have at least 
one visit with a mental health diagnosis 



UWNC	  Primary	  Care	  Physician	  
Sept	  2013	  	  

“You	  have	  no	  idea	  how	  helpful	  it	  is	  for	  a	  provider	  to	  
have	  a	  resource	  like	  you	  in	  the	  clinic.	  I	  prac9ced	  for	  
16	  years	  without	  it	  and	  I	  will	  never	  go	  back!	  You	  
are	  such	  a	  great	  support	  for	  all	  of	  us.”	  



Wall	  Street	  Journal,	  Sept	  2013	  



• 	  Washington	  State	  Healthcare	  Authority	  
• 	  Community	  Health	  Plan	  of	  Washington	  
• 	  Public	  Health	  SeaLle	  &	  King	  County	  	  
	  
hLp://integratedcare-‐nw.org	  



Mental	  Health	  Integra5on	  Program	  
>	  50,000	  clients	  served	  in	  over	  150	  primary	  care	  clinics	  



Care	  Management	  Tracking	  System	  
(CMTS©)	  

•  Access from anywhere. 
•  Population-based. 
•  Supports effective care 
•  Keeps track of ‘caseloads’. 
•  Facilitates consultation. 
•  Allows research on highly  

representative populations 

Licensed in 14 US states & Alberta 
Supporting care of over 100,000 



MHIP	  Common	  Client	  Diagnoses	  
Diagnoses	   %	  

Depression	   71	  %	  

Anxiety	  (GAD,	  Panic)	   48	  %	  

PosLrauma#c	  Stress	  Disorder	  
(PTSD)	  

17	  %	  

Alcohol	  /	  Substance	  Abuse	   17	  %*	  

Bipolar	  Disorder	   15	  %	  

Thoughts	  of	  Suicide	   45%	  
… plus acute and chronic medical problems, chronic pain, substance use, prescription 
narcotic misuse, homelessness, unemployment, poverty. 



MHIP:	  Pay	  for	  Performance	  ini5a5ve	  	  
cuts	  median	  5me	  to	  depression	  treatment	  response	  in	  half	  	  
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Par5cularly	  effec5ve	  in	  high	  risk	  moms	  



Leverage	  

Psychiatrists reach many more patients:  
“I	  am	  helping	  so	  many	  more	  people	  than	  I	  used	  to	  see	  in	  
tradi9onal	  office	  prac9ce.”	  

“The	  greatest	  benefit	  of	  the	  MHIP	  consulta9on	  program	  may	  
be	  in	  the	  diagnosis	  and	  treatment	  of	  pa9ents	  that	  aren’t	  even	  
in	  the	  program.”	  



Leverage	  through	  Technology	  	  



Task	  sharing	  with	  technology	  





Washington State 
Department of Social 

& Health Services SOURCE: DSHS | Planning, Performance and Accountability ● Research and Data Analysis Division ● JANUARY 2011 

Today 
n = 277,423/month 
Based on June 
2009 caseload 
count 

ACA	  &	  Medicaid	  expansion	  	  
• 	   Up	  to	  60	  million	  Americans	  	  eligible	  for	  new	  or	  beLer	  MH	  coverage.	  
• 	   Strain	  on	  exis#ng	  specialty	  mental	  health	  provider	  network	  
•  	  Primary	  care	  prac#ces	  not	  sufficiently	  resourced	  to	  provide	  behavioral	  health	  
care	  	  	  
	  =>	  pa#ents	  are	  falling	  through	  the	  cracks.	  	  

Accountable	  Care	  (ACOs)	  
•  Pa#ents	  with	  BH	  condi#ons	  have	  2-‐3	  #mes	  higher	  health	  care	  costs	  	  

Pa#ent	  Centered	  Medical	  Homes	  (PCMH)	  and	  Health	  Plans	  
•  NCQA:	  measurement	  of	  depression	  screening	  and	  remission	  rates.	  	  

State	  Medicaid	  Programs	  are	  working	  towards	  integrated	  care: 	  	  
•  WA	  State	  	  
•  Fully	  Integrate	  Purchasing	  &	  Delivery	  of	  Behavioral	  Health	  and	  Medical	  Services	  by	  2020	  
•  Integrated	  Care	  Psychiatry	  Training	  Program	  at	  UW	  	  
•  Funding	  for	  Telemedicine	  /	  Telepsychiatry	  	  

In	  2015	  



Resources:	  h[p://aims.uw.edu	  



publicShortcuts

James D. Ralston

 
 

unutzer@uw.edu	  
hLp://uw.aims.edu	  
	  
	  

Thank you  


