Integrated Health Studies


	
	Study
	Population/

Program
	Method/Measures
	Results

	1. 
	Arean Ayalon, et al

(2008)
	Older minorities (65+) with Psych Dx (major depression, minor depression, dysthymia,

depression NOS, generalized anxiety disorder, panic

disorder, anxiety NOS, or alcohol misuse)

	Secondary data analysis of PRISMe study (a multi-site randomized, controlled study conducted in ten different primary care clinics.  Subjects from the ten study sites were

randomly assigned to either integrated care or

enhanced referral care and followed for up to

6 months) evaluating access to services and clinical outcomes in ethnic minorities.
The purpose of this study : to compare mental health/substance abuse service (MH/

SA) integration in primary care to brokerage case management on: (a) access to services; and (b) treatment outcomes for older minorities and Whites.
General Health Questionnaire (GHQ); Blessed Mini Mental Status Exam; MINI Neuropsychiatric Interview

Service use outcomes:

(a) access: whether or not first MH/SA appointment took place

(b) participation: overall number of MH/SA appointments

(c) time from initial evaluation to first MH/

SA visit. 

Clinical outcomes:

(a) depression level as measured by the CES-D

(b) anxiety level as measured by the BAI

(c) alcohol symptoms as measured by the G-MAST

(d) physical functioning as measured by

the SF-36. 

The screening GHQ used to control for distress in the outcomes analysis.

	Integration of MH/SA services results in far better access to those services among older minorities as well as among Whites, but the treatment accessed by these populations does not appear to be sufficient to overcome MH/SA problems.  

	2. 
	Asarnow Jaycox, et al
(2008)
	Adolescents 

(age 13 through 21

years and presenting at clinic for primary

care visit)

	Data gathered from 5 health care organizations selected to include managed care, public sector, and academic medical center clinics.

Usual care or a  6-month quality improvement intervention (Integrated Health model).
(including expert leader teams at each site, care managers who supported primary care clinicians in evaluating and managing patients’ depression, training for care managers in cognitive-behavior therapy for depression) 

Depressive symptoms assessed by Center for Epidemiological Studies-Depression Scale (CES-D) score. 

Secondary outcomes were mental

health–related quality of life assessed by Mental Health Summary Score (MCS-12)

Satisfaction assessed with mental health care assessed using a 5-point scale.

	A 6-month quality improvement intervention aimed at improving access to evidence-based depression treatments through primary care was significantly more effective than usual care for depressed adolescents from diverse primary care practices. The greater uptake of counseling vs medication under the intervention reinforces

the importance of practice interventions that include resources to enable evidence-based psychotherapy for depressed adolescents.


	3. 
	Ayalon, Arean, LInkins, et al.
(2007)
	Elderly with MH/SA dx
	Comparative study:  A site-specific analysis of a multisite clinical trial to compare participation of black and white elderly in an integrated model of care (all MH/SA services are provided at primary care clinics) versus an enhanced referral model of care (all MH/SA services are provided at specialized MH clinics). 
In all, 183 elderly (56% black) diagnosed with depression (82%), anxiety (32%), and/or problem drinking (22%) were randomized.

Outcome variables: whether a participant had at least one MH/SA visit within the six-month follow up period of this study, total number of visits, and time between baseline assessment and attendance of first MH/SA visit.


	An integrated model of care is particularly effective in

improving access to and participation in MH/SA treatment among black primary care patients.
Results suggest that

integrating MH/SA services into primary care clinics

is particularly effective in engaging black elderly in

MH/SA services. Rates of participation in MH/SA services in both ethnic groups remained low even in the integrated arm. Thus, further research is needed to identify systems of care that do not only engage older

adults in MH/SA services, but also increase their

participation in MH/SA services.



	4. 
	Druss, Rohrbaugh, et al
(2001)
	Veterans with SMI Dx
	Patients with serious mental disorders were randomized to receive primary medical care through an integrated care initiative located in the mental health clinic or through the VA general medicine clinic.

Patients had multiple chronic conditions or urgent needs  interviews at baseline, 6-month, and 12-month follow-up.

Satisfaction with medical care rated using a 47-item questionnaire that covered: access, provider

characteristics (information, attention to patient preferences, emotional support, and courtesy), coordination, continuity of care, and overall care.

Physical health:  36-Item Short-Form Health Survey (SF-36) 

Mental Health: Symptom Checklist–90 and the Addiction Severity Index


	Patients treated in the integrated care clinic were significantly more likely to have made a primary care visit and had a greater mean number of primary care visits than those in the usual care group. Patients assigned to the integrated care clinic had a significantly greater improvement in health.

There were no significant differences between the 2 groups in any of the measures of mental health symptoms or in total health care costs.



	5. 
	Foley, Levant, Kleiver, et al

(2006)
	Community at large
	To begin to address a knowledge gap regarding the advantages of integrated care, the authors developed, offered, and assessed a 2-hr community outreach program, which included lectures highlighting the benefits of providing psychological services within

general health care, a demonstration of stress-reduction techniques, and first-person accounts of the

benefits of psychological health care.

Participants were solicited from health food stores, medical clinics and hospitals, bookstores, and support groups for people suffering from chronic illness.

A posttest-only assessment was administered to participants that addressed the perceptions of psychology after the 2-hr community outreach workshop, the likelihood of advocacy for the field as a result of the perceived benefits of this new health care model, and intention to follow up with behavioral health care practices.
	The preliminary results of the evaluation were positive. It is recommended that similar programs be disseminated in diverse communities.  The authors suggest replicating the program targeted toward specific audiences to promote awareness of integrated care & importance of mental health services.


	6. 
	Funderburk, Maisto, et al

(2008)
	Integrated Health Care Models
	Study to assess the degree of fit between alcohol brief interventions and models of integrated health care. 

Literature review of alcohol brief interventions in primary care & comparison to integrated health care model practices.

.
	Several individual elements of alcohol brief interventions match models of integrated care.  There are also inconsistencies that may exacerbate difficulties in the translation of efficacious alcohol brief interventions into integrated care clinical practice; this may be due to the need for more effectiveness research.
Future effectiveness research should consider variables of system, provider, and patient.

	7. 
	Gask
(2005)
	HMO Health Care Professionals
(Primary care, mental health)
	Qualitative data study:  exploration of the impact of quality improvement initiatives for two common disorders in primary care, depression and diabetes, in a large, group model HMO in the United States through conducting 45 semi-structured interviews.
	Overt (financial) and covert (attitudinal and conceptual) barriers to the integration of mental health and primary care were identified.
The nature and quality of inter-professional conversation in an organization may be important mediating factors in addressing covert barriers to integration.

	8. 
	Guck, Guck, et al
(2007)
	Adult s 

(Ethnically diverse, lower-middle income)in urban, university-affiliated family medical clinics
	No-show rates were examined in coordinated (primary and M.H. in different locations) and co-located integrated models (primary and M.H. in the same location) and compared to previously published no-show rates.
	Significantly lower no-show rates were found in both coordinated and co-located as compared to previous rates in the literature.  No show rates for co-located were significantly lower than the coordinated care group for Medicaid (but not for non-Medicaid) patients.  The more integrated the care, the better the results for the at-risk population.

	9. 
	Katon, Schoenbaum,

et al

(2005)
	Older adults (60+) 
with major depression, dysthymic disorder,

or both.


	Randomized controlled trial included patients from eighteen primary care clinics from 8 health care organizations in 5 states.  The study purpose was to determine the incremental cost-effectiveness of the Improving Mood Promoting Access to Collaborative Treatment (IMPACT) collaborative care management program for late-life depression 

 Patients were randomly assigned to the IMPACT intervention or to usual primary care.

Intervention patients were provided access to

a depression care manager supervised by a psychiatrist and primary care physician. Depression care managers offered education, support of antidepressant medications

prescribed in primary care, and problem-solving

treatment in primary care (a brief psychotherapy).

Outcome measures:  total outpatient costs, depression-free days, and quality-adjusted life-years.

	Relative to usual care, intervention patients experienced 107 more depression-free days over 24 months. 

Total outpatient

costs were $295 higher during this period. The incremental outpatient cost per depression-free day was $2.76 and incremental outpatient costs per quality-adjusted life year ranged from $2519.

Results of a bootstrap

analysis suggested a 25% probability that the IMPACT intervention was “dominant” (ie, lower costs and greater effectiveness).

The IMPACT intervention is a high value investment for older adults; it is associated with high clinical benefits at a low increment in health care costs.


	10. 
	Knott, Dieperink, Willenbring
(2006)
	Veterans with chronic Hep C
	Integrated care consisted of screening for psychiatric problems with Alcohol Use Disorders

Identification Test-Consumption (AUDIT-C), Beck Depression Inventory (BDI), Urine Drug Screen (UDS), and Primary Care Posttraumatic Stress Disorder (PC-PTSD) screens.

Referral was based on specified cutoff scores to an established mental health (MH) provider, to a co-located psychiatric clinical nurse specialist (PCNS), or both.

Retrospective data collection by chart review.


	Patients receiving integrated

care with a co-located PCNS were significantly more likely to complete evaluation for and start

antiviral treatment than other patients with positive screens, and at a rate similar to that of patients with negative screens. Patients with positive screens followed by any MH provider had significantly greater adherence to antiviral therapy than patients without positive screens.

	11. 
	Krahn, Bartels, Coakley, et al

(2006)
	Elderly

primary care patients with depression, anxiety, or at-risk alcohol onsumption


	Comparative study:  Primary Care Research in Substance Abuse and Mental Health for the Elderly, was a multisite, randomized trial that compared service use, outcomes, and costs for older primary care patients who received either integrated mental health services or enhanced referral to specialty mental health clinics.

Severity of depressive symptoms measured by

the Center for Epidemiological Studies

Depression Scale (CES-D),

Mental functioning measured by the mental component score (MCS) of the Medical Outcomes Study 36-Item Short Form (SF-36), at the three- and six-month

follow-ups. 

Secondary outcomes were remission, the categorical presence or absence of depressive syndromes, as measured by the MINI at the six-month follow-up, and

the presence or absence of a 50 percent

decrease in depressive symptoms

on the CES-D.


	Six-month outcomes were comparable for the two models. For the subgroup with major depression, reduction in symptom severity was superior for those randomly assigned to the enhanced specialty referral group.


	12. 
	Roy-Burne, Craske, Stein, et al
(2005)
	Adults in primary care with panic disorder dx
	Study to implement and test the effectiveness of

a combined pharmacotherapy and cognitive-behavioral intervention for panic disorder tailored to the primary care setting.

Randomized, controlled study comparing intervention

to treatment as usual.

232  participants received either treatment as usual or an intervention consisting of a combination of up to 6 sessions (across 12 weeks) of cognitive behavioral

therapy (CBT) modified for the primary care

setting.
Measures:  Proportion of subjects remitted

(no panic attacks in the past month, minimal anticipatory anxiety, and agoraphobia subscale on Fear Questionnaire) and responding (Anxiety Sensitivity Index score _20) and change over time in World Health Organization Disability Scale and short form 12

	The combined 

intervention resulted in sustained and gradually increasing improvement relative to treatment

as usual, with significantly higher rates at all points of

both the proportion of subjects remitted and responding and significantly

greater improvements in World Health Organization

Disability Scale and short form 12 mental health functioning scores. These

effects were obtained in spite of similar rates of delivery of guideline-concordant  harmacotherapy to the 2 groups.


	13. 
	Sakolsky & Birmaher

(2008)
	Children with dx of anxiety
	Epidemiologic review:  Anxiety disorders are common in children and adolescents, with prevalence rates varying from 6 to 20%. These disorders can result in significant academic, social, and familial impairment. Early identification in pediatric primary care and effective management may help improve outcomes.
Substantial evidence supports the use of cognitive

behavioral therapy and selective serotonin reuptake inhibitors in the treatment of

pediatric anxiety disorders.


	Although evidence-supported treatments have emerged for pediatric anxiety disorders, their effectiveness in pediatric primary care has not been evaluated. 

Future research should assess the delivery of manual-based cognitive behavioral therapy for anxiety disorders by mental health professionals  integrated into the primary care settings and the use of collaborative models for providing anxiety treatments for children and adolescents in primary care settings.


	14. 
	Skultety, Zeiss
(2008)
	Older adults (55+) with depression (in primary care)
	A literature search was conducted using PsycINFO and Medline to identify relevant, English language studies published from January 1994 to April 2004. 

Studies were required to be randomized controlled trials that compared psychosocial interventions conducted within the primary care setting with “usual care” conditions.

Two treatment models were evident: Geriatric Evaluation Management (GEM) clinics and an approach labeled integrated health care models. 


	Support was found for each model, with improvement in depressive symptoms and better outcomes than usual care; however, findings varied by depression severity, and interventions were difficult to compare.

Further efforts to improve research and clinical care of depression in the primary care setting for older adults are needed. The authors recommend the use of interdisciplinary teams and more implementation of psychosocial treatments shown to be effective for older adults.



	15. 
	Snyder, Dobscha, Gazini

(2007)
	Veterans 

in VA primary care clinic
	Patients who received integrated medical and psychiatric care in a primary care clinic compared to patients who received medical care in a primary care clinic and psychiatric care in a separate mental health clinic.

The outcomes of this study were measures of psychiatric health status, clinician adherence to preventive health screenings and recommendations, patient satisfaction, numbers of new medical diagnoses, and healthcare utilization.

Instruments:

Psychiatric health status:  DSM-IV diagnoses were confirmed by clinical interview and medical record review for all subjects. Prevalence and severity of psychiatric symptoms were measured with the Positive and Negative Syndrome Scale (PANSS)

Clinician adherence to preventive health screenings & recommendations:  measured using a subset of criteria from the 1998 Survey of VHA Health Promotion and Disease Prevention Recommendations.  

Numbers of new medical diagnoses:  Chart review conducted to identify the number of general medical diagnoses given by clinicians.

Healthcare utilization:   measured by tracking attendance of medical and psychiatric appointments and the number of new medical subspecialist referrals made during the study period. 

Patient satisfaction (with medical and mental health care):  measured by questionnaires adapted from Ware

	Integrated care, provided to the chronically mentally ill in a primary care setting, had outcomes comparable to that of a standard care model, as well as high satisfaction in patients.

Both care models

provided important health screening and preventive care. Integrated care provided this level of  service with similar utilization and overall patient visits compared to standard care. 

Although integrated care was associated with fewer primary care and mental health visits, patients compensated by using more subspecialty care.



	16. 
	Valleley, Kosse, Schemm, et al

(2007)
	Children in rural IH clinic setting
	Study to examine whether referred children and their families attended initial appointments with IH provider  at 3 rural IH offices.  Item from the referral forms were coded:  Attendance at appointment, length of time on waiting list, severity of the problem, referral reasons, and parent stress.


	At all clinics, 88% of children referred by primary care physician for behavioral health services were scheduled for an initial appointment; 81% attended.

Integrated care may increase access to continuity of care in a rural setting.



	17. 
	Westheimer & Steinley-Bumgardner

(2008)
	Primary care providers 

(at University of Texas Austin’s Counseling & Mental Health Center and  University Health Clinic)
	This study examined the experiences of 10 primary care providers participating in an integrated healthcare service between mental health and primary care in a university health center.  

The program was evaluated using a self-designed descriptive survey based on prior study instruments; included both Likert scale and open-ended questions
	Findings indicated that, although primary care providers valued behavioral health as a resource, a gap exists between what they believe behavioral health can assist with and the actual referral practice.

There is a need for further communication about the roles that mental health can play in the collaborative treatment of physical symptoms.

	18. 
	Zolnierek, C. (2008)
	IH program policies (Global)
	Author reviews policy development and care approaches to address mental health needs around the world.  Selected articles were reviewed to represent varied approaches to address mental health needs in countries with diverse resources and infrastructures.


	Strategic approaches must consider existing healthcare delivery networks as well as the social, cultural,

political and historical contexts of the people for whom health care is designed. 

To be effective, mental health services cannot be merely added on top of existing services. Education, skill development, and specialty resources are necessary to support successful implementation of integrated models. 

Outcomes must be measured not only quantitatively (severity of symptoms, frequency/length of hospitalization) but also by the individual’s experience of the system of care and their resultant quality of life experience. 
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