Integrated Primary Care in VISN 2: A Critical Model of Healthcare Delivery

Background 

Primary Care was developed to better patient care through improving coordination and access to a broader continuum of care at the point patients typically seek care.1 Yet until recently, there has been an almost singular focus on providing healthcare in the classic medical model. The goal of traditional primary medicine was to identify and treat physical diseases. Tests and procedures were heavily focused on discovering organic causes for patient complaints. Underpinning this approach was the assumption that psychological and physical health are separate entities. The net result of this model is the exclusion of mental healthcare from the process of general medicine. 

Recent research however does not support this classic model of primary medicine. For example, studies of primary care have found that more than 80% of patient visits are for symptoms without a discoverable organic cause.2 Other research suggests that 70% of visits to primary care have a psychosocial component.3, 4 and that 20%-24% of the primary care population has a diagnosable psychiatric problem.5,6,7   Within the VA, a recent survey found a 40% incidence of depression, post traumatic stress disorder, or an alcohol related disorder in the primary care setting.8  However, primary care providers often fail to diagnose or treat effectively these disorders even when provided specialized training.9
Epidemiologic studies have typically found that 20%-28% of the general population has a diagnosable psychiatric disorder in any 12 month period.10  Fully 50% to 70% of these individuals will not seek any mental health treatment. But instead, these individuals do receive treatment in primary care during the year.11, 12  This finding led Reiger (1993) to remark that the “de facto mental health system in the United States is the primary care clinic”.  

Reasons cited for this pattern of utilization include the fear of stigmatization from accepting services in a mental health setting; funding practices that discourage the use of specialty services and the convenience of receiving services in primary care.13   Unpublished utilization management data from a large community health center suggests that even if referral outside of primary care is made, only 21% of patients actually attend a an initial evaluation at a specialized mental health clinic.14    An additional factor is that often the psychiatric disorder is not recognized in the primary care setting.15 Given this, one might think that screening patients for mental health issues would be an essential part of any yearly physical. As anyone can attest, this is not the case.

The failure to recognize psychological disorders contributes to an increased utilization of medical services.16  Research shows that 50% of the highest utilizers have mental and/or addictive disorders. The top 10% of these high utilizers consume 33% of ambulatory care services and 50% of hospital services.17  Since most patients present in primary care with organic complaints, lack of attention to the psychosocial/psychiatric issues sets up a pattern of misutilization of services as the primary care provider attempts to relieve the problem biologically.18  Overall, psychologically distressed patients use approximately 2-3 times more health services annually compared to non-distressed patients with the same degree of medical severity.19

Integrated Primary Care

Managed Care organizations, particularly on the West Coast, have conducted extensive research on the advantages of using an integrated model of primary care service delivery. The integrated model is characterized by the inclusion of behavioral health practitioners as members of the primary care team. Behavioral health is not seen as a specialty service but as an integral part of primary care services. Behavioral health providers are located in the primary care practice area so that access to behavioral health occurs without a cumbersome referral process. 

Controlled studies of integrated behavioral primary care show significantly improved patient outcomes with conditions such as depression. 20,21,22,23 Notable in these studies are significant improvement in consumer satisfaction, medical provider satisfaction and a decrement in patient drop out rate (less than 10%). Within the VA, integrated service delivery programs such as UPBEAT, have demonstrated that identification and treatment of mental health disorders improves both physical and mental health outcomes in the elderly.24
In addition to improving treatment effectiveness, several studies have demonstrated that the integrated service delivery model lowers medical costs below those for patients receiving no treatment or non-integrated primary care treatment.25,26,20   For example, Von Korff, et al. (1998)27 found a cost effectiveness index of $491 per case of depression treated in an integrated care model. Cost-savings associated with integrated primary care are estimated to be in the range of 20-40%.28,29   A recent meta-analysis of medical cost savings associated with the provision of behavioral care revealed an average of 27% net return on investment in 57 controlled studies.30    Similarly, Aniol (2000)31 in a meta analysis of the medical cost-offset literature looking at both VA and non-VA mental health patients, found that increased reduction in medical costs was associated with increasing levels of integrated service delivery; the greatest cost savings were associated with the most fully integrated interventions. 

VISN 2 Model

Implementation in VISN 2 of the integrated model of primary care began in 1997 when the Network leadership met to develop an organizational structure for primary care. Rather than placing it within any Product/ Care line, primary care was conceptualized as a biopsychosocial service provided by a team that includes resources (staff and services) from all care lines: Behavioral Health Care Line, Geriatrics and Extended Care Line, Medical Care Line, and Diagnostics and Therapeutics Care Line. The role of behavioral health is to assist the primary care provider in the identification and treatment of psychosocial/psychiatric issues in that setting.

Despite research that suggests approximately 40% of veteran in a primary care setting need behavioral health services8 in VISN 2 only 16 % of the population was seen in 1997.32 To improve the identification of psychiatric disorders, the VISN 2 Behavioral Health Care Line championed the use of the General Health Questionnaire33 as an annual screen for psychological distress. This measure has been used in primary care settings worldwide as a population screen to identify potential cases of a wide range of anxiety and depressive disorders. When a patient scores in the elevated range on this measure, the behavioral health provider meets with the patient to do an in-depth evaluation (usually within the same visit). If the patient needs more services, the behavioral health provider works with the Primary Care Provider to develop a treatment plan that may include medication, brief therapy within the primary care setting, or referral out to specialty mental health services.

Changes in screening alone however do not have much of an impact on quality of care unless service delivery changes.  To improve the quality of treatment, behavioral health providers implemented the use of empirically based, short-term cognitive-behavioral treatment protocols. These include interventions for conditions such as depression as well as behavioral medicine interventions such as behavioral interventions for pain management, and lifestyle interventions such as smoking cessation groups. In addition to the use of protocols, behavioral health providers have become much more flexible in terms of scheduling. Appointment lengths of 15-30 minutes are not uncommon. The average service utilization per patient is three to four visits.

 Improved efficiency of service delivery also occurs through “curbside” consultation. Since the behavioral health staff is located in primary care practice setting, they are readily available to assist team members with management of difficult cases. In particular, they are seen as experts in management of non-adherence with treatment regimes, issues of lethality and case management services for patients with multiple comorbidities.

Starting in 2000, behavioral health staff are assigned to all primary care teams and all but one community-based outpatient clinics (in process) in the VISN. Staff assigned includes psychologists, social workers, and psychiatric nurse practitioners. Psychiatry staff are available as needed for consultation with Primary Care Provider around prescribing practices. On-site staff are supplemented with telemedicine services. Staffing levels have varied, especially at the Community Based Outpatient Clinics, as these tend to vary in size and patient complexity. Typically, however, staffing is based on the primary care practice panel size.

Outcomes

Prior to the initiation of the use of the General Health Questionnaire, the percentage of patients receiving behavioral health services in the primary care teams and outpatient clinics varied dramatically from 0% to about 15%. Since the introduction of VISN-wide screening in primary care, the number of patients identified in need of services has issues has gone up 25%. 

As primary care teams become familiar with the services that behavioral health can provide, the use of additional service increases. Interventions such as Quit Smart, the VISN-wide smoking cessation program have helped educate primary care providers about the utility of behavioral health interventions beyond traditional mental health needs. At many sites, behavioral health providers deliver services as components of disease management programs in hypertension, COPD, diabetes and chronic pain in conjunction with medical and nursing colleagues. Behavioral health disease management programs focusing on PTSD and substance abuse have also been enhanced through the improved identification and early intervention of these disorders in the primary care setting.  

VISN 2 Integrated Primary Care was recognized in 2000 by the VA Employee Education System’s Primary Care Multidisciplinary Education committee as an innovative model.  Feedback from the review team identified the model as having strengths in the areas of continuity of care, timely access of services, good shared resource allocation, strong administrative support, use of prevention activities and good teaching, research and staff development/retention activities. 

Of note, during this period of time from 1997- present, patient satisfaction increased dramatically in VISN 2.  In 1998, VISN 2 was scored by veterans receiving primary care services in the top range of patient satisfaction measures relative to the other 22 VISNs in only two of the eight general domains: access and courtesy.  By 2001, VISN 2 scored in the top range in six of the eight domains: access, courtesy, overall coordination of care, patient education/ information, preferences, and visit coordination.32 This score placed it in the top tier of all VISNs. While these results are not solely related to integrated primary care, the results are consistent with other studies of integrated primary care. 

Obstacles


Despite the support of the Network Care Line Managers early on, the development of integrated primary care has not been problem-free. Educating primary care providers as to the benefits of screening and use of behavioral health providers required a paradigm shift. Similarly, behavioral health providers were ill prepared in many instances to understand how to deliver services in the fast-paced environment of primary care.  Development of formal training programs and written protocols is now under way to assist both groups in the cultural changes required. 


 An additional issue has been the role of screening in primary care. Since implementing the GHQ, the number of patients identified and treated for mental health is continuing to grow rapidly.  Without a generic screening tool in place, large numbers of mental health issues such as PTSD and other anxiety disorders will not be identified. Yet getting a global screening in place has been difficult.  Fear of extra workload and concerns about stigma have been hardy adversaries. Overcoming these organizational barriers is an ongoing effort both at a local and a national level. In the meantime the absence of such a measure and the resulting failure to identify the treatment needs of veterans may continue to lead decision makers to underestimate and underfund this critical area of veteran healthcare. 

A more formidable obstacle to the use of the integrated model is the role of funding formulas employed. At a macro level, the VERA implications for integrated primary care and the long-term cost savings of this model of treatment may be misunderstood by decision-makers. In VISN 2, the initial data used to fund behavioral health underestimated the increased demand for services needed when behavioral health staff were assigned to the primary care team. This funding/FTE issue is still not fully resolved. Decision makers often do not see the link between assigning behavioral health staff to community based outpatient clinics, medical cost offset and the ability to care for complex VERA patients at facilities near their home. Funding for staffing had to occur through staff reductions in other behavioral health services. Although one of the outcomes of integrated primary care is reduced use of specialty services, moving staff in this way can only occur for so long before this adversely  effects specialty services. Thus, education of the organization at all levels in regards to adequate staffing levels and to the overall quality of care issues that result from integrated primary care is an essential step in the full implementation of this critical model of healthcare delivery. 
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