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Executive Summary

Integration of behaviord hedth and medicd care higtoricaly has been a problemétic
clinical issue. However, many menta hedth care providers have provided consultations to
medicd practitioners either as afocus of their practice or asaway to develop apracticein a
community. As aresult of the carve-out of menta health benefits from general medica benefits,
thistype of care often will fal between the cracks, as behaviord hedth care may not routingly be
covered as part of amedica inpatient stay. Furthermore, if patients are receiving care in an
outpatient setting, coordination of care between medica and menta health settings may be
difficult and may lead to severd discontinuities of care secondary to the utilization of different
sysems of care where access to psychiatric care may be severely limited. Patients experiencing
both medica and mentd illness concomitantly represent a Sgnificant proportion of dl medica and
psychiatric patients. The presence of co-morbid medica and psychiatric disorders leads to
sgnificantly greater morbidity and mortdity for both disorders, aswell as Sgnificant impact on
functiond capacity. Studies have shown that coordinated intervention between medica and
behaviord hedth care ddivery systems can maximize both clinical and economic outcomes for
such patients.

Asthereis ample evidence to suggest that integrated careis critica to ensuring maxima
clinica and economic benefit, the lack of policy and funding is Sgnificantly problemétic. Thereis
clearly aneed to drive the process forward and to offer the evidence that the clinica need exigts,
that the impact of such co-morbidity is both common and far-reaching and that without clear
policy recommendation, access to care will continue to be sgnificantly limited.

To address these issues, the Managed Care Initiative, funded by the Center for Mental
Hedlth Services, Substance Abuse and Mental Hedlth Services Adminigtration, and the U.S.
Department of Hedlth and Human Services, brought together a panel of experts representing the
key stakeholdersin this area. The twelve representatives included members from severa
professona groups (nurses, psychiatrists, socia worker, and psychologists), aswell as
individuas representing severd viewpoaints (patient/family members, managed care, public sector
hedlth, specidty psychiatry and psychology, and researchers).

The pand's gods were to: identify the clinical evidence of co-morbid mental/medica
illness, discuss what is known about treatment effectiveness; outline current models of integration;
review exigting clinical guiddines, accreditation standards, and heslth plan provisons, and make
recommendations addressing the need to effectively coordinate medical and behaviora hedth
care.



In order to undergtand why it isimportant to provide behaviord hedth care for this
population, one must first understand the relationship between chronic medica illness and menta
illness. Throughout the paper, this rdaionship will be examined with a focus on the five most
common chronic medica illnessesin the United States, heart disease, diabetes, chronic
obstructive pulmonary disease (COPD), hypertension and cancer. The paper demongtrates that
dthough it is clear that behaviord hedth care of patients with chronic medicd illnessis beneficid,
most patients with medicd illnesses do not receive adequate behaviord hedth care. Repeated
studies have shown that not only do depression and other psychiatric illnesses occur with
increased frequency in patients with chronic medica illnesses (Wdls, 1988), but that when
psychiatric and medicd illnesses co-occur the course and outcome of medical illnessis adversdy
effected (Katon, 1996; Katon & Sullivan, 1990).

Co-morbid psychiatric ilinessin the medicaly ill is associated with increased frequency
and severity of medical symptoms, additive impairment in socid and vocationd functioning and
increased hedth care costs (Katon & Sullivan, 1990). There is dso accumulating evidence,
especialy in patients with coronary heart disease, that co-morbid major depression is associated
with increased mortdity (Dwight & Stoudemire, 1997).

Depression is one of the most common psychiatric illnesses in patients with medica
ilIness; antidepressant medication is the most common form of trestment for depresson. Severa
studies have shown that depressed patients who receive treatment for depression are more likely
to experience improvement in depressive symptoms than the those who do not receive trestment
(Gil, 1997). Antidepressants can further improve a person’s qudity of life by relieving disease-
related disiress and functioning (Borson, 1992). There have been legitimate concerns about the
safety of antidepressantsin chronic medicaly ill patients with heart disease, didbetes, and cancer.
However, there are antidepressant regimens that have been proven safe for cardiac, diabetic, and
cancer patients.

Psychotherapy and other psychosocid interventions are additiond types of treatment for
depressive symptoms.  Studies suggest that participation in group thergpy and cognitive
behavioral therapy have improved outcomes in cancer and diabetic patients (Spiegel, 1989;
Fawzy, 1990, 1993 & Lustman, 1998). Results of psychothergpy and psychosocid intervention
research for patients with COPD and cardiac disease are mixed. The mgority of these studies
have shown improvement in anxiety and depressive symptoms with comprehensive rehabilitation.
However, intervention-specific investigations have shown only nomina improvement and suggest
aneed for more research in this area (Borson, 1998).

Typica trestment for depression provided in the primary care setting may be inadequate
by severd measuresincluding: rates of detection; frequency of follow-up; rates of referrals for
counsdling; and adequacy of antidepressant dosage. Although primary prevention or early
detection of illness should be a mgor focus of primary care practice, only about haf of those
patients who present to their primary care physician with magjor depression are accurately



diagnosed (Eisenberg, 1992). Patients who present depressive or anxiety symptoms (like
depressed mood, hopelessness, and suicidal thoughts), are amost alway's properly diagnosed.
Conversdy, adiagnosis of mgor depresson is often missed in patients who present with
unexplained somatic symptoms or a symptomeatic worsening of a chronic medicd illness
(Kirmayer, 1993).

There is adichotomy between primary care and specidized mentd hedth carein
secondary prevention (trestment) of mental illnessaswel. In alarge multiste study, patients with
psychiatric diagnoss who were under the care of amenta hedth specidist had an average of ten
vigts per year, whereas patients with psychiatric diagnoses under the care of generd medica
providers had only one menta hedth vist per year (Wels, 1994). Thisfinding suggests that
under-utilization of menta health services for patients seen in aprimary care setting exists.

Severd sudies have shown that dl patients of generd medica settings, both inand
outpatient, do not receive adequate doses of antidepressants. The Agency for Health Care
Policy and Research (AHCPR), among others (Katon, 1992), have made recommendations
about the adequacy and duration of antidepressant treatment of depression in the primary care
stting. Of primary care patients with recognized depression, only 40% to 60% receive
antidepressant treatment that meets AHCPR guidelines (Katon, 1997). For those patients who
do receive antidepressants, 40% received an inadequate dose (Well, 1994).

Although there are psychotherapeutic dternatives to the use of antidepressantsin the
trestment of mgjor depression, generd medica practitioners do not use them. Depressed
patientsin generad medica practice are even lesslikely to recaive referrals for counsdling than to
receive antidepressants (Katon, 1997). Lessthan 10% of depressed primary care patients
receive specific psychotherapies found to be effective in treetment of mgjor depression (Katon,
1997).

While co-morbid psychiatric and medicd illnessis common and evidence-based effective
treatments exist for this patient population, there is evidence that most patients do not receive
effective treatment. One evidence-based model is one that co-locates medical and behaviora
hedth care. Thistreatment mode's god is to improve access to trestment. Co-location of
behaviord hedthcare services which serve primary care patients in the medical setting; outpatient
prevaence-based case finding using two stage psychiatric screening ingruments for primary care;
use of evidence-based psychiatric intervention coupled with disease management; integrated
inpatient medical and behaviord hedlth trestment programs; and the coordination of
reimbursement procedures for medical and behaviord hedlth care could al be used to foster
coordination and integration of medical and behaviord hedlth care. Furthermore, the economic
impact of such modds should be conddered carefully and thoroughly when planning for
integration.



The provison of integrated and coordinated behaviora hedth care for medicaly ill
patientsis not routinely included in hedth plans, Medicaid request for proposas (RFPs), quality
indicators, and contracts between providers or hedth plans. Therefore, this document isacritical
addition to the efforts to insure that such care can be provided competently and consistently.
Furthermore, sSnce thereis no eadly identifiable patient population to advocate on behdf of this
care or any grass-roots'community supported initiatives to call atention to the problem and
cregte policy, legidative solutions have been lacking.

This paper outlines the currently existing practice guidelines, accreditation sandards, and hedlth
plan provisons that address the provision of psychiatric care to the medicdly ill including the
following documents.

Academy of Psychosomatic Medicine Practice Guiddines

Psychiatric Consultation in the General Medicd Setting

AHCPR Clinicd Practice Guideine

Depression in Primary Car;

JCAHO Accreditation Standards

NCQA & HEDIS Accreditation Standards

Medicaid RFPs

Hedlth Plan Incluson

Medicaid Contracts

The NCQA accreditation standards are the only one of this group that begin to address the need
for integrated biopsychosocia care. However, none of the documents reviewed address the
sgnificant economic barriers to providing care, and none cal for the review of contractud
arrangements, which clearly define how reimbursement will occur.

The pand recommends that integrated systlems for behaviord and physical hedth care be
formed. Hedth care policy that can impact this change needs to be developed and implemented.
Firg, recommendations regarding medica care should specifically address the need to include
behaviora healthcare services and assure coordination. Secondly, the panel has made severd
other recommendations aimed at improving language in hedth plans, contracts, and accreditation
sandards that may improve the ability to guarantee that this care is ddivered.



l. INTRODUCTION:

The provison of menta hedlth servicesto chronic medicaly ill patients has traditionaly
been seen asasmdll subset of dl mentd hedth care ddivered. However, as greater inequities
have existed between the availability of mental heglth and physical hedlth services, the
inadequacies of funding for the menta hedth care of this population has become more
pronounced. The widespread utilization of menta hedlth carve-outs to address both the
provisgon of and rembursement for menta hedlth trestment has dso accentuated this patient
population's needs and their inability to easily gain access to gppropriate menta hedth care.

Clinical and research evidence strongly support the presence of increased rates of
psychiatric disordersin chronic medicdly ill patients. It has been shown that when comorbidity
exigs, there is sgnificant impact on medica morbidity and mortality, socid and vocationa
functioning, qudity of life, and utilization of dl hedth care services. However, it is clear that these
patients have not received the appropriate or consistent menta health care to address these
issues.

Prior to the presence of managed care these patients would receive services through
various forma and informa networks of care. Mentd hedth speciaists served as inpatient
consultants, provided psychopharmacol ogic recommendations and treatment, provided other
psychosocid interventions for patients and families, and participated in the biopsychosocid care
management of such patients. Care tended to be facility-focused, with its affiliated staff and
referra network. Reimbursement was difficult to obtain in most cases, often being less than
reimbursement for smilar types of medica sarvices. Y et mechaniams to obtain rembursement
werein generd no different than for other medica services. An added burden in the Medicaid
population was the limitation on use of consultants (any discipline), but this was certainly seen as
an equa opportunity barrier. Nornrmedica services, such as psychology, socia work, and
nurang support were often incorporated into larger clinica programs and funded indirectly
through those programs.

As hedth care dallars have shrunk and most ingtitutions and medical groups have begun
to demand that all departments support themselves, these services have been serioudy
threstened. Furthermore, even when patients have menta hedth benefits, thereisrarely a
specific mechanism to obtain psychiatric or other psychosocid services within the medica setting.
This has led to numerous barriers to the access for care. Patients may receive cardiac care a one
hospitd, but have accessto psychiatrists only at adifferent hospita. If such a patient requires
psychiatric evauation or afamily based psychosocid intervention during astay for an acute
medica illness, the providers of that care are often not on staff where the patient is recaiving
those services. While delivery of care may be threatened, more often the outcome has been that
appropriate saff seesthe patient but cannot receive reimbursement. If reimbursed is provided, it
occurs as aresult of dgnificant and time-consuming interactions with the patient's managed care



organization and/or menta hedlth carve-out company. In some cases, the behaviord hedth
carve-out has sent in agtaff member from their clinical organization, with or without appropriate
clinicd privileges. Furthermore, in these instances, masters level socid workers, psychologidts,
or nurses have aso been sent, even when the consultation requested by the attending physician
was for a psychiatric (physician) consultation.

In essence what has occurred is that these services, in many cases, have neither been
intentionally carved in nor carved out. When confronted, hedlth plans and state Medicaid offices
have stated that the services should be covered, but no attention has been paid to the
adminigrative or budgetary requirements of such service ddivery. Benefit design has not
addressed the issue of providing integrated care for this population directly. Medicad RFPs,
qudlity indicators, and accreditation standards have begun to address the need to show evidence
of meaningful integration, yet evidence that benefit desgn and contracting with individud
providers has not addressed the pecific issues which can adequately insure that such care can be
delivered.

In generd, it isthought that a policy full of impacts results from a chain of events
originating from usud clinica practice and the practice of evidence based medicine (see figure).
Evidence-based medicine then defines guiddines that lead to a demand for sarvices, inclusonin
hedlth plans, and the regulation and expectation that services will not only exist but also offer
clinicd vaue through standards of accreditation. The documentation and reationship of clinica
practice to policy to standards of payment ultimately alows the services to be delivered. Without
payment, services are not ddivered, policy and standards do not exist, and evidence is limited.
Given the "minor” role behaviord hedth care for medicdly ill patients playsin the generd
provison of dl hedth care services, it is possble to postulate that the absence of a mechanism to
provide and reimburse for gppropriate behaviord hedth services for patients may smply stem
from alack of awareness and attention. However, once these issues are raised, most
adminigrators and hedlth plan designers have difficulty integrating such servicesinto fragmented
care ddivery sysems. Furthermore, they often approach the economic variables with smplicity
and misconceptions regarding the cogts of providing such care.

Thereis clearly aneed to drive the process of integration forward, to offer the evidence
that the clinical need exists-that the impact of such co-morbidity is both common and
far-reaching, and that without clear policy recommendations, access to and reimbursement for
care will continue to be sgnificantly limited.
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In order to address these issues, the Managed Care Initiative (funded by the Center for
Menta Health Services, the Substance Abuse and Mental Hedlth Services Adminigtration, and
the U.S. Department of Hedlth and Human Services) brought together a panel of experts
representing the key stakeholdersin thisarea. The pand included representation from severa
professonal groups (nurses, psychiatrists, socia worker, and psychologists), aswell as
individuas representing severa viewpoints (patient/family members, managed care, public sector,
speciaty psychiatry and psychology, and research).

It was the pand's intent to document the evidence for the dlinical conditions, their clinicd,
socid and economic impact, and the existence of known treatments and evidence-based
appropriate and effective models. To date, policy and standards addressing this issue are limited.
The development and implementation of these standards for these services will prope the efforts
to insure coverage and payment.

Throughout this document, we will refer to various concepts. Asapoint of clarification
behavioral health services and mental health care refersto dl services addressing any menta
hedlth or substance abuse allments, regardless of who providesit. Theterm: Psychiatric
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disorders generdly refersto any disorder which meets DSM criteria. "Mental illness’ is used
more broadly and may refer to those disorders or ailments that meet criterion or which patients
may receive some behaviorad or mentd hedth intervention.

. ASSESSMENT, TREATMENT AND EVIDENCE-BASED INTERVENTIONS
IN PATIENTSWITH PSYCHIATRIC AND CHRONIC MEDICAL CO-
MORBIDITY

A. Introduction

The American population isaging. Today, 12.5% of the U.S. population is 65 or older,
but by 2050, 20-25% of our population will be over 65 (Olansky 1993). Advancesin modern
medicine have decreased mortdity but have aso resulted in larger numbers of persons surviving
and coping with chronic illness. For example, since the early 1960's mortality from coronary
artery disease (CAD) has declined in the United States by haf (US Dept. of Hedth and Socid
Services, 1989); however, currently over 60 million personsin this country suffer from
cardiovascular disease. Furthermore, the prevaence of CAD is projected to increase by 30%
by 2015 (DeStefano, 1993). Chronic illnesses, such as CAD, can lead to sSgnificant disability.
The next chdlenge in medicine will be to find effective ways to improve qudity of life and to
decrease disability in the large number of patients with chronic medical illnesses. Resources for
medical care are limited, and both government agencies and private insurance providers must
decide how to apportion resources for the care of the chronicaly medicdly ill in the most
cost-effective manner. In this paper, we assert that mental hedlth services are an essentid, but
often overlooked component of quaity care for persons with chronic medicd illness.

To understand why it isimportant to provide mental health services for this population,
one mugt firgt understand the relationship between chronic medica illness and mentd illness. Firg,
we will examine this rdationship by answvering the following questions: 1.) Are psychiairic
disorders common in patients with chronic medicd illness? and 2.) When chronic medicd illness
and mental illness coexist, whet is the effect on the course and outcome of chronic medical
illness? Secondly, we will examine the treetment of psychiatric disorders for patients with chronic
medicd illness. We will show that dthough there is clear evidence that the trestment of
psychiatric disorders for patients with chronic medicd illness can be effective, most patients with
medica illnesses do not receive adequate behaviora hedlth trestment. We will examine the
specid chdlengesin the trestment of psychiaric illnessin the medicdly ill and present datafrom
dudies examining a variety of modes of integrated care. We will further present the dlinica and
economic rationae to support the use of amultidisciplinary team of mental hedlth professondls,
including psychiatrists, psychologists, socid workers, and nurses, who have expertise in co-
morbid illness, from working in close coordination with the medica team. Such integration is
necessary to provide the mogt effective menta hedth services for this population.



Throughout the paper, we will focus on five of the most common chronic medica
disordersin the United States, heart disease, diabetes, chronic obstructive pulmonary disease
(COPD), hypertension, and cancer.

B. Ispsychiatricillness asgnificant problem for patients with chronic medicd illness?

Repeated studies have shown that not only do depression and other psychiatric disorders
occur with increased frequency in patients with chronic medical illnesses (Wdls 1988), but thet
when psychiatric and medicd illness co-occur the course and outcome of the medica disorder is
adversdy effected (Katon 1996, Katon and Sullivan 1990) . Comorbid mentad illnessin the
medicdly ill is associated with increased frequency and severity of medicd symptoms, additive
impairment in socid and vocationa functioning, and increased hedth care costs (Katon and
Sullivan 1990). Thereis dso accumulating evidence, especidly in patients with coronary artery
disease, that comorbid mgjor depression is associated with increased mortaity (Dwight and
Stoudemire, 1997).

Prevalence of psychiatric disordersin patients with chronic medical illness.

In astudy of over 2500 personsin the community, Wells and colleagues (1988) found
that people with one of eight chronic medicdl illnesses were 41 % more likely to have a
psychiatric disorder compared to those who had no chronic medicad illness. Anxiety, mood, and
substance abuse disorders are found to be especialy common in this population. The likelihood
of having aco-morbid psychiatric illness gppears to increase as severity of medicd illness
increases (Katon & Sullivan 1990; Katon, 1996). For example, the prevaence of mgor
depression as reported in the National Comorbidity Survey for the genera population was 11 %
for current disorder (Kesder, 1994). However, additiond studies examining the rates of mgjor
depressive disorder in the chronic medicaly ill have reported rates ranging from 9% to 45%
depending on illness and trestment setting (tables 1-4). Because depressive disorders are so
common in the medicdly ill, they are the best sudied in this population (Katon, 1996).
Additiond studies are examining the rel ationships between chronic illness and other disorders
such as anxiety disorders, substance use disorders, and psychoses (Sherbourne, 1996; Wdlls,
1988; Stern ,1977; Derogatis, 1983; Karggi, 1990; Katon, 1988). In addition, ddiriumisan
especidly common problem in the ederly with chronic medicd illness and patients who are
hospitalized with chronic illness (Levkoff, 1992; Innouye, 1996).

Depression: For many years, clinicians have observed that depression was a common
problem for patients with chronic medicd illness. Often, however, depressed mood was seen as
an expected and norma reaction to seriousiiliness. Recently, systematic investigations using
sandardized psychiaric interviews and rating scaes have demondtrated that a sgnificant number
of patients with chronic medica illness develop clinically notable and persstent depressve
disorders.
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In studies using both rating scales and standardized interviews, depression has been
found to occur in 18 to 22% of patients with coronary artery disease (Table 1). This prevaence
rate is gpproximately twice as high asin primary care patients (Hoeper, 1979; Schulberg, 1985;
Blacker, 1987; Barrett, 1988; & Von Korff, 1987) and three to four timesas high asin the
generd population (Kesder, 1994). In most patients with coronary artery disease, depressive
disorders do not appear to be transient adjustments to acute episodes of medical illness. Rather
depressive disorders for patients with coronary artery disease gppear to endure over time. For
example, in one sudy of 200 patients who had recently undergone cardiac catheterization and
coronary angiography, 17% of patients met DSM-IV criteriafor mgjor depression and 17% met
criteriafor minor depresson (Hance, 1996). One yeer later, half of the patients with mgor
depression remained depressed or had relgpsed.  Of the patients with minor depression, 42%
went on to develop mgor depresson. Of the 71 patients in the study diagnosed with depression,
only six had received treatment for depresson. Of these, four reported remission of their
depressve symptoms.

The relationship between depression and diabetes mellitus has been more extensvely
studied (Lustman, 1998). In three studies usng sandardized diagnostic interviews and Six
studies using vaidated depression rating scales, patients with type 1 and 2 diabetes mdlitus were
found to have sgnificantly higher rates of depressive illness than controls (Lustman, 1998) (Table
2). Prevalence of current depressive disorders in this population range from 8.5 to 27.3% (Table
2). Only one controlled study has failed to show increased prevaence of depresson for patients
with diabetes (Robinson et a 1988).

The occurrence of depression in cancer patients has adso been examined in multiple
studies sncethe 1960's (Table 3). The results of these studies have been less consistent than the
studies examining the relationship between depression and other medical illnesses. In sudies
using standardized interviews, rates of mgor depression have ranged from 0 to 50%. In twelve
studies using sandardized rating instruments, 4 to 38% of inpatients and 9 to 24% of outpatients
with various types of cancer had moderate to severe depressive symptoms (Table 3). Thewide
variation in the results of these sudies may be due to severd factors. Firgt, many studies
included patients with varying types of cancer and varying severity (i.e. inpatients versus
outpatients). Second, most studies using rating instruments reported prevaence of depressive
symptoms rather than depressive disorders such as mgor depression.

In patients with chronic obstructive lung disease (COPD), the results of the seven
available sudies dl show an devated rate of depressve symptoms or depressive disorder
compared to rates in the genera population (Table 4). Studies of depresson in patients with
hypertension have been inconsistent (Wells, 1988; Simonsick, 1995).

In the generd population, depression is more commonly diagnosed in women (Reiger,
1988; Kesder, 1994). This gender difference is seen in certain sub-populations of patients with
chronic medicd illness, while it has not been found in others. For example, in coronary artery



Lt

disease, two studies have shown a higher prevaence of depressive disorders among women than
among men (Schleifer, 1989; Stern, 1977). In one study of patients with COPD, twice as many
women as men were found to have mood disorders (Karggi, 1990). Conversaly, two studies of
mood disorders in diabetes using structured diagnostic interviews failed to find a gender
differencein the prevaence of depression (Robinson, 1988; Popkin, 1988). Most studies of
depression in cancer patients have aso failed to find differencesin rates of depresson between
men and women (Joffe, 1986; Rasavi, 1992; Davies, 1986; Stefanek ,1987; Farber, 1985);
however, Plumb and Holland (1981) found that athough the prevaence of depresson in cancer
patients did not differ by gender, women were more likely to have severe depresson. The cause
for thisvariation in the gender differences in depression prevalence among different disease
groups remains unexplained.

Although studies of depression in various types of medicd illnesses have had varied
methods, the preponderance of evidence supports the assertion that patients with chronic medical
illness are a increased risk for clinicdly sgnificant depresson.

Anxiety: Sudies of psychidricillnessin the medicdly ill have traditiondly focused on
depressive symptoms, however, severd studies of various medicd illnesses suggest that anxiety
disorders may dso occur commonly in the medicdly ill (Table 5). Methodology has varied, but
the studies that used standardized psychiatric interviews have found thet in their lifetime, 1.5 to
8% of patients with chronic medical illness experience panic disorder and up to 28% experience
clinically sgnificant anxiety disorders (Table 5). In the one study which compared patients with
medicd illness to medicaly wel persons, patients with chronic medicd illness had a 18.2% rate
of lifetime anxiety disorder, while medically well persons had alifetime rate of 12.4%--a
datidicaly sgnificant difference (Wdls, 1988)

Alcohol and Substance Abuse: Alcohol and substance abuse are known to cause
severd chronic medica problems, therefore it is not surprising to find that in a study examining
the rate of substance use disordersin the generd population, patients with chronic medical illness
were sgnificantly more likely to have dcohol or substance use disorders (Wells, 1988).
Prevadent rates of alcohol and substance abuse in primary care outpatients range from 5 to 20%.
In astudy comparing generd medical outpatients and patients in speciaty menta hedth care,
rates of current and lifetime acohol use disordersin patients with hypertension, diabetes, and
heart disease were smilar to rates of alcohol dependence in patients being trested for depression
(Sherbourne, 1993). However, patients with diabetes were less likely than other groups to have
current alcohol consumption.

Delirium: Ddirium isacommon but frequently undiagnosed neuropsychiatric disorder
inthe medicdly ill, especidly the dderly (Levkoff, 1992; Innouye, 1996). Ddirium isatransent
syndrome characterized by menta status changes of acute onset and fluctuating course,
inattention, disorganized thinking, atered level of consciousness, and disorientation. It is most
commonly caused by an underlying medicd illness or by medications. Delirium occursin
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10-35% of hospitdized elderly patients (Levkoff, 1992; Innouye, 1996). Although ddiriumis
often consdered to be atrangent complication in persons with medica illness, in the elderly it
may become persstent. Levkoff and colleagues (1992) evauated 325 elderly patients admitted
to ateaching hospital and found that 10.5% of patients met diagnostic criteriafor delirium on
initid evauation and an additiona 31.3% developed ddirium while in the hospital. By time of
discharge, only 4% of patients experienced full resolution of ddirium symptoms thet had
developed during hospitdization. Furthermore, up to 21 % of patients still met DSM-11 criteria
for ddirium six months after discharge from the hospital. In severd studies examining risk factors
for ddirium (Innouye, 1996; Thomas, 1988; & Schor, 1992), it gppears that patients with centra
nervous system disorders, fractures, digestive disorders, and infectious disease are a particular
risk for ddirium, while patients with circulatory system, respiratory system, cancer, and rend
disease are not at increased risk for delirium. In dl disease groups, however, more debilitated
and more severdy ill patients are a higher risk for delirium (Innouye, 1996; Thomas, 1988; &
Schor, 1992). Specific risk factorsinclude: patients older than 80; patients with dementia;
previoudy inditutionaized patients; patients with poorly controlled pain; use of physcd resraints,
malnutrition; greater than three medications added during hospitdization; and any iatrogenic event
(such astrandfusion reactions, volume overload, or urinary tract infection following
instrumentation) occurring during hospitaization (Innouye, 1996; Thomas, 1988; & Schor,
1992).

Other psychiatric disorders. Rates of psychotic disorders and bipolar disorder in
patients with chronic medica illness have not been extensvely studied.

Prevalence of Medical Disordersin Mentally Il Patients:

There have been no studies that compare prevaence of medica disorders in patients
with maniato a control group from the generd population. The few studiesthat exist suggest that
patients with bipolar disorder may have fewer medical problems than patients with unipolar
depression, but more than patients with schizophrenia (Strakowski, 1994). However, thereis
also some evidence that at least in bipolar women, co-morbid medica problems are common
and often go undetected (D'Ercole, 1991). Studies examining the rates of medica co-morbidity
in patients with schizophrenia have been methodologically limited; however, taken together they
suggest that gastrointestina cancer, cardiovascular disease, and infectious disease may be more
common in patients with schizophrenia than in the generd population, while lung cancer and
rheumatoid arthritis are less common (Tsuang, 1983). Despite this gpparent increase in co-
morbidity compared to the generd population, it is suggested that patients with schizophrenia
may have less medica co-morbidity than patients with mood or anxiety disorders (Gierz, 1993,
Vieweg, 1995). Studies of patients with chronic mentd illness have aso shown that they have
disproportionate rates of hedth risk behaviors such as smoking, drinking, and failure to use safe
sex methods. Recent studies suggest that patients have significantly higher rates of HIV
seropoditivity and AIDS (Elliot, 1998).
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C. Impact of co-morbid psychiatric illness in patients with chronic medical illness.

There is mounting evidence that psychiatric disorders Sgnificantly impact the course and
outcome of medica disorders. Not only does psychiatric illness, especialy depression, appear to
effect the severity of the symptoms that patients experience, the cost of their care, and their
quality of life, but the presence of a psychiatric disorder may aso increase mortdity from chronic
medicd illness (Katon, 1996; Katon & Sullivan, 1990; Black & Makides, 1999).

Morbidity and Mortality. Among the most important findings in the sudy of
depression in the medicdly ill isthat patients with depression are more likely to suffer premature
death from severd medicd illnesses compared to patients without depression (Bruce & Leef,
1989; Aroma, 1994; Murphy, 1988; Rovner, 1991). In astudy of 3,007 adults aged 50 and
older (Bruce & Ledf, 1989), individuas with mgor depresson were 4.3 times more likely to die
of non-suicide related causes over the next 15 months compared to those without depression. In
over two-thirds of subjects, the cause of death was cardiovascular. Similarly, inaFinnish
community sample of 8,000 persons, at 6.6 year follow-up therisk of coronary death was
increased in subjects with depression whether or not they had heart disease at basdine (Aroma,
1994). Murphy and colleagues (1988) found that even after controlling the severity of medica
illness, older persons with depresson have a higher risk of deeth. In ederly nurang home
resdents, the likelihood of death over a one year period was increased by 59% in persons with
depression compared to persons without depression, even after controlling for severity of
medicd illness (Rovner. 1991). In older Mexican Americans, the presence of depressive
symptoms was associated with increased mortdity for patients with diabetes, cardiovascular
disease, hypertension, stroke, and cancer (Black & Markides, 1999).

The relaionship between increased mortality and depression has best been studied in
cardiovascular disease. Frasure-Smith and colleagues (1993, 1995) found that patients with
maor depression after an acute myocardid infarction (MI) were four times more likely to die
over the next Sx months, compared to patients without depression, even after they controlled for
the effects of impaired |eft ventricular function and a history of previous MI. In agroup of
patients undergoing cardiac catheterization, mgor depression was the best predictor of significant
cardiac events (M1, angioplasty, coronary artery bypass graft, or death) during the following
twelve months, even though there were no differencesin cardiac disease severity between
depressed and non-depressed patients at basdaline (Carney, 1988). The magnitude of the effect
of depression on mortality was greeter than that of impaired |eft ventricular function, severity of
coronary artery disease, or smoking. The effect of depression on cardiac mortdlity is even more
pronounced in patientswith arrhythmias. The Cardiac Arrhythmia Filot Study (CAPS), found an
increased twelve month mortaity rate in depressed patients with arrhythmias versus non-
depressed patients with arrhythmias (Ahern, 1990). Frasure-Smith and colleagues (1995) found
that depressed patients with premature ventricular contractions had a mortdity rate 30 times
greater than patients without depression. Thus, not only is depression asgnificant risk factor for
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cardiovascular mortality, the impact of depresson on mortality may equa or surpass the effects
of known physiologica risk factors for ischemic heart disease.

Like depression, anxiety disorders have aso been shown to increase cardiovascular
mortdity. Inone study of 33,999 mae hedth professonds aged 42-77, men with high leves of
sdf-reported phobic anxiety were three times more likely to die from cardiovascular causes than
men with the lowest levels of anxiety symptoms (Kawachi, 19949). All of the excessrisk of
cardiovascular death was accounted for by sudden death. Among agroup of 2,280 men ages
21-80, therisk of developing coronary artery disease over the 32 year study period was amost
doubled in those persons reporting two or more anxiety symptoms (Kawachi, 1994b). Risk of
sudden death was four times greater in those with anxiety symptoms.

The mechanisms by which depresson and anxiety increase the rate of mortdity form
coronary artery disease appear to be multifactorid. Firdt, there is evidence that depression may
cause decreased compliance with medications and sdlf-care recommendations such as smoking
cessation (Carney, 1988. 1995). In addition, there may be a physiologica basisfor increased
cardiac mortdity in patients with depresson and anxiety. Patients with depression and anxiety
may be at increased risk for ventricular arrhythmias and sudden degth due to dterationsin the
autonomic regulation of heart rate (Dwight & Stoudemire, 1997). In addition, abnormalitiesin
the neurotransmitter serotonin, which isthought to play arolein the etiology of depressve and
anxiety disorders, may cause increased blood clotting through action on platdets (Dwight &
Stoudemire, 1997).

Alcoholism has been associated with increased mortaity epecidly in older populations
(Moos, 1994; Calahan, 1997). In aprimary care population, patients with acoholism had
sgnificantly higher mortaity rates than patients without acoholism even when other factors such
as age, race, gender, and smoking history were accounted for (Callahan, 1997). In particular,
acohalic patients were at risk for desth due to cancer, and cirrhoss. A study of patientsin the
Veteran's Administration medica care system showed that patients with substance abuse
disorders were 2.64 times more likely to die than age and sex matched personsin the genera
population, and that alcohalic patients with avariety of chronic illnesses such as neoplasms,
cirrhosis, blood disorders, endocrine and metabolic disorders, and respiratory disorders were a
particularly high risk for mortality (Moos, 1994). Also, risk for death increased with increased
number of previous medical admissions and outpatient medicd vists. Even though accidents and
injuries are often thought of as causing alarge percentage of excess mortdity in patients with
acoholism, chronic illness such as, cancer, liver disease, blood disorders, and respiratory
disorders, is more highly associated with increased mortdity than injuriesin this sample.

Quality of life and functional disability. With advancesin modern medicine, the
threat of premature deeth from medical illnesses such as heart disease has been decreased.
Because of this, the focus of trestment for many chronic ilinesses has shifted to include not only
prevention of death, but dso improving the functioning and well being of patients with chronic
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illness. It isclear that co-morbid psychiatric disorders can have an enormous impact on both the
physicad and mentd functioning of patients with medicd illness (Wells, 1989; Sullivan, 1997,
Stern, 1977; Hays, 1995; Von Korff, 1992; Ormel 1993). Wels and colleagues (1989) showed
that patients with psychiatric illness perceived their generd hedth as poorer and had greater
limitations in physicd functioning than patients who did not have psychiatric illness, even when
controlling for presence of chronic medical conditions and demographic factors. When
psychiatric disorders and medicd illness co-existed, the maladaptive effect on physicd, socid,
and vocationd functioning were additive. Even in patients who do not meet full criteriafor
disorders such as mgor depression and panic disorder, depressive or anxiety Symptoms can
produce sgnificant impairment in functioning such as days lost from work and days of impaired
functioning (Johnson, 1992).

In some cases, the effect of psychiatric illness on functioning in the medicdly ill may be
gregter than the effect of the medicd illnessitsdlf. Sullivan and colleagues (1997) found that
depressive symptoms measured at initid diagnoss of coronary artery disease were more highly
corrdaed with impaired functioning both at basdline and a twelve month follow-up than the
number of coronary arteries stenosed at basdline angiogram. In another study of patients with
coronary artery disease, only 38% of patients with mgjor depression returned to work three
months after an acute M1, while 63% of non-depressed patients returned to work, even though
the two groups did not differ in the severity of their heart disease (Stern, 1977).

The association between psychiatric disorders and functiond disability in the medicaly ill
perssts over time. In atwo year follow-up study of patients in the generd medica care sector,
patients with depression gl had significant functiond limitations two years after initid evaudtion
(Hays, 1995). In addition, depression and functional disability gppear to change synchronoudy
over time; as depressive symptoms improve so do measures of functiona disability (Von Korff,
1992; Ormel, 1993).

Different psychiatric disorders may cause different patterns and severity of functiona
disability (Spitzer, 1995). In primary care patients, depressive disorders were associated with
highly sgnificant decrementsin dl areas of functioning including: physicd functioning, perceptions
of bodily pain, role functioning, perception of generd hedlth, socid functioning and perception of
menta hedth (Spitzer, 1995). In contrast, anxiety disorders were most highly correlated with
decreased socid and mentd hedlth functioning (Spitzer, 1995), athough they were still associated
with mild decreases in hedth rdated quality of life. Thisfinding was replicated in astudy of
anxiety in patients with chronic medicd illnesses (Sherbourne, 1996) in which anxiety had the
largest impact on functioning in patients with hypertension and digbetes. However, in patients
with heart disease who dready had significantly impaired functioning, the effect of anxiety on
functioning was not sgnificant. Patients with somatoform disorders have reported problems
primarily with physica and hedth-rdated functioning, while egting disorders have been associated
with impairment in perceptions of bodily pain and socid functioning (Spitzer, 1995).
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The effect of dcohol abuse and dependence on functioning in patients with chronic illness
isunclear (Wels 1990; Spitzer, 1995). In primary care patients, acohol abuse and dependence
were not associated with significant functiond impairment (Spitzer, 1995). For patients with
chronic medicd illness, ahistory of past acohol abuse was associated with poorer functioning;
however, current acohol use was not associated with poorer functioning (Wells, 1990).
Investigators have speculated that this might be due to the tendency of patients with serious
medicd illnessto discontinue acohol use.

Symptom amplification: Patients with chronic medicd illnesses often have persstent
symptoms such as pain and fatigue. Psychiatric illnesses such as depression and anxiety, and
psychologica distress can often interfere with patients abilities to cope with or habituate to these
chronic symptoms (Katon & Sullivan, 1990). For example, Lustman and colleagues (1938)
showed that in diabetic patients, 9 of 11 symptoms commonly associated with poor glycenuc
control (such as polydypsia, and polyuria) were more highly correlated with diagnoss of
depression than with physologic measures of glycemic control such as hemoglobin Alc.
Similarly, in sudies of inflammatory bowel disease, patients with mgor depresson or anxiety
disorders have been shown to have significantly more gastrointestind complaints than IBD
patients without psychiatric illness, even when biologicad markers of diseese severity were
controlled for in the andyss (Waker, 1996).

In addition to causing increased complaints of disease related symptoms, patients with
depression or anxiety often have grester numbers of medically unexplained symptomsin other
organ systems (Katon, 1991; Kroenke, 1994). Increasng numbers of unexplained physica
symptoms are associated with increasing severity of depressive and anxiety symptoms and
increasing number of current psychiatric disorders (Katon ,1991).

Of the many symptoms commonly experienced by patients with chronic medicd illness,
there isaparticularly close relationship between pain and depression (Katon & Sullivan, 1990).
Studies have shown alinear relationship between pain complaints and depressive symptoms, with
patients having grester numbers of pain complaints being more likely to have depressive
disorders (Dworkin, 1990). For many yearsit has been debated whether in chronic medica
illness depression causes pain or pain causes depression. It appearsin fact that the rdationship is
bi-directional. Preexisting pain has been linked to later development of depresson and
conversdaly, preexisting depression has been associated with the development of pain complaints
(Magni, 1994). The strength of the association between pain and depression is underscored by
the effectiveness of antidepressantsin the trestment of pain disorders (Katon & Sullivan, 1990).
In severd sudies, pain rdief has been shown to occur in relaionship to relief of depressve
symptoms as well as independent of antidepressant effect (Katon & Sullivan, 1990). It appears
that norepingpherine and serotonin are involved not only in mood regulation but dso in pain
sensation (Katon & Sullivan, 1990).
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Other symptoms of chronic illness dso improve when co-existing depression is treated
(Katon, 1996). In two controlled double-blind studies, when patients with COPD and chronic
tinnitus who aso had mgor depression were effectively treated with antidepressants, they
reported that they felt better able to cope with their illness and their symptoms of medicd illness
were less distressing even though objective measures of illness severity had not changed
(Sullivan, 1993; Borson ,1992).

Treatment Adherence: In addition to learning to cope with aversive symptoms,
patients with chronic medica illness must often make lifestyle changes (e.g. increase in exercise,
changing diet, and quitting smoking) and adhere to complicated medication and trestment
regimens. Psychiatric iliness can often make it more difficult for patients to adhere to the
recommendations of their medical care providers (Katon & Sullivan, 1990). For patients with
diabetes, increasing severity of depression is associated with decreased compliance with dietary,
exercise, and glucose monitoring recommendations (Surridge, 1984). Depressed patients with
coronary artery disease are lesslikely to take medications as prescribed compared to patients
with coronary artery disease done (Carney, 1995). Furthermore, patients who have depression
just after having an acute M1 are more likely to drop out of cardiac rehabilitation programs than
non-depressed patients (Blumenthal, 1982). Depressed patients with coronary artery disease are
more likely to smoke than those without depression (Carney, 1988), and depressed patients
have been found to be less likdly to discontinue smoking over ayear period compared to
smokers without a history of depresson (Anda, 1993).

Increased Health Care Utilization: In patients with chronic medicd illness,
psychiatric disorders are associated with increased health care costs not only in the menta hedth
care sector, but in every aspect of medica care (Unutzer, 1997; Smon, 1995 & Cdlahan,
1997). Compared to patients without psychiatric disorders, patients with psychiatric disorders
have increased codts in primary care, medica specidty, medicd inpatient, pharmacy, and
laboratory services (Unutzer, 1999; Smon 1995; & Calahan, 1997).

Three rigorous studies show the relationship between depression and increased medica
costs clearly. Firgt, Calahan and colleagues (1997) studied 1,711 elderly generd internd
medicine outpatients with an average of 4 chronic medica conditions. Patients with depresson
had mean total outpatient costs of $1,210 over a 9-month period, while patients without
depression had mean costs of $752. In agroup of 2,588 elderly patients in a staff model HMO
with an average of 1.25 chronic medica conditions, Unutzer and colleagues (1999) found that
even after adjusting for severity of medicd illness, patients with depression had costs of $1510
per year compared to $1129 in non-depressed patients. In a study comparing 6,257 middle
aged HMO patients diagnosed with depression to 6,257 HMO patients without recognized
depression, depressed patients had significantly higher costsin dl areas of hedth care after
adjusting for severity of chronic illnessin both groups (Smon 1995). In both elderly and
mixed-aged HM O populations, the relationship between depression and increased hedlth care
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utilization perdsted as severity of co-morbid medicd illness increased (Unutzer, 1999; Smon,
1995).

Not only are depressed patients more likely to use medica services, but patients who are
high utilizers of medicd services are more likdly to have depresson and anxiety. Inagudy ina
large staff moddl HMO, 10% of the highest utilizing patients were found to use more services
than the 50% of the lowest utilizers of carein the HMO dlinics (Katon, 1990). In the group of
high utilizers, two-thirds had chronic medica illnesses and one-hdf had significant psychologica
distress. Of the distressed patients, two-thirds had recurrent mgor depressive episodes and one-
third had dysthymia

The correlation between psychiatric disorders and increased medica utilization has dso
been shown in sudies of medicd inpatients (Levenson, 1990; Mayou, 1988; Saravay, 1996).
For example, medica inpatients with anxiety or depressve symptoms have increased length of
hospitd stay after controlling for severity of medicd illness (Levenson, 1990). Co-morbid anxiety
and depression are a so associated with increased rates of readmission to medica and surgical
inpatient units (Mayou, 1988; Saravay, 1996). Thereis convincing evidence that not only is
psychiatric illness common in patients with chronic illness, but that these co-exigting psychiatric
illnesses have a sgnificant negative impact on illness outcome and cost of trestment. Next, we will
examine the effectiveness of menta hedth treetment for patients with chronic medicd illness and
the qudity of mentd hedth care usudly provided to patients with medicd illness.

D. Treatment of psychiatric disordersin patients with chronic medicd illness.

We have shown that not only are psychiatric disorders such as depression and anxiety
common in persons with chronic medicd illness, but that depresson and anxiety have a Sgnificant
negative impact on patient outcome and qudity of life. The next important issue to addressis
whether there are effective treatments for depression and anxiety in the medicaly ill, and whether
the trestment of mentd illnessin the medicaly ill results in improvement in functioning and well
being. While thereiswiddy based clinical support for the use of pharmacologic and non-
pharmacologic trestments (including al psychothergpy moddities), the literatureis limited and
reflects alack of well-controlled studies for both moddities.

Efficacy of antidepressant treatment in patients with medical ilIness.

Depression is one of the most common psychiatric illnesses in patients with medica
iliness, and because antidepressant medication is the most commonly available trestment for
depression, it isimportant to understand the efficacy and safety of the use of antidepressant
medicationsin themedicdly ill. In ameta-andyss of 12 randomized controlled trials of
antidepressant treatment in the medicaly ill, pooled data on 576 patients showed that depressed
patients who were treated with antidepressants were three times more likely in to experience



improvement depressive symptoms compared to patients treated with placebo (Gil, 1998).
There have been severa randomized controlled trials of antidepressant trestment of depressionin
patients with coronary artery disease, COPD, cancer, and diabetes (Table 5). The three
randomized controlled trias of antidepressant treatment of depression in patients with coronary
artery disease show that both the older tricyclic antidepressants (such as nortriptyline and
doxepin) and the newer saective serotonin reuptake inhibitors (such as paroxetine) are effective
in tregting depression in this population (Veith, 1983; Finkel, 1996; Roose, 1997). Intwo
populations of depressed cancer patients, the antidepressant mianserin, atetracydlic
antidepressant not available in the United States, was found to be significantly more effective than
placebo in relieving depressive symptoms (Costa, 1985; van Heerigen, 1996). The one
controlled study in patients with diabetes showed that trestment with nortriptyline lead to
sgnificantly greater improvement in depressive symptoms compared to placebo (Depression
Guideline Pand, 1993). Holland and colleagues (1998) found that desipraniine and fluroxetine
were equally effective and well tolerated in improving depressive symptoms and qudity of lifein
women with advanced cancer. In patients with COPD, asmdll trid of 12 patients showed no
improvement in depressive symptoms after a 6 week tria of doxepin (Light, 1985); however, a
larger study of 36 patients with COPD and depression showed that nortriptyline was significantly
more likely to lead to sustained improvement in depressed mood compared to placebo (Borson,
1992). Thus, with one exception, sudies of antidepressant treatment in patients with a variety of
chronic medical illnesses have congstently found that antidepressants are effectivein treating
depression, just asthey are in medicaly hedthy populations.

Not only are antidepressants effective in relieving symptoms of depresson in patients
with chronic medicd illness, but improvement in depressive symptoms is often associated with
improvements in disease rdated distress and functioning. In agroup of depressed patients with
COPD, treatment with nortriptyline not only was associated with significant improvement in
depression, but also marked improvementsin certain respiratory symptoms, overdl physica
comfort, and day to day functioning (Borson, 1992). These changesin symptom reporting and
functiond disability occurred even when objective measures of disease severity were unchanged
during the course of antidepressant trestment. For patients with diabetes, improvement in
depressed mood after treetment with nortriptyline was associated with a 1 % reduction in
glycated hemoglobin levels, a measure of glycemic control (Lustman, 1998). Although al %
reduction in glycated hemoglobin seems samdl, it is estimated that such an improvement in
glycemic control could lead to a one third reduction in the rate of the progression of diabetic
retinopathy, a mgjor complication of diabetes (Lustman, 1998). In patients with cancer, there are
no controlled trials that examine the effects of antidepressant treatment on quality of life and
functioning; however, one open trid suggests that adequate treestment of depresson with a
tricyclic antidepressant is associated with improvement in psychosocid adaptation (Evans, 1988).

Safety
Even though antidepressants have been shown to be effective in patients with chronic
illness, there have been concerns whether these agents are safe in patients with medicd illness. In
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al patients with chronic medicd illness, physicians must be aware of possible interactions
between antidepressant medications and medications used to trest other medical problems.

The safety of antidepressantsin patients with heart disease has been a particularly active
area of research. Because in overdosg, tricyclic antidepressants have toxic cardiac effects, there
had long been concern that these agents were not safe for cardiac patients even in therapeutic
doses. However, by the mid- 1980's the preponderance of the research showed that tricyclic
antidepressants were safe in patients with cardiac disease--except in three groups: patients with a
specific dnormdlity in cardiac conduction caled bundle branch block, in the immediate post Ml
period, or in ederly patients with severe congestive heart failure (Shores, 1998). Orthodtatic
hypotension is arisk with tricycdlic antidepressants, especidly in those with severe congestive
heart failure. Preliminary studies indicate that the newer selective serotonin reuptake inhibitors are
safein patients with heart disease (Roose, 1998 a,b; Shapiro, 1997) but prescribers must be
cautious because SSRIs may interact with severd medications commonly prescribed to patients
with heart disease (Dwight & Stoudemire, 1997).

The safety of antidepressants has aso been of concern for patients with diabetes. The
tricyclic antidepressants have the potentid for causing weight gain, orthostatic hypotension (a
dysregulation of blood pressure), and increasesin blood glucose (Lustman, 1998). On the other
hand the SSRI's can sometimes cause gasirointestingl distress, sexua dysfunction, and possible
effects on the blood glucose (Lustman, 1998). It gppears that the risk of hematologica sde
effects of psychiatric medications is rare and therefore antidepressants should not be withheld
from cancer patientsin need of treatment (L esko, 1990); however, patients on complex cancer
medication regimens need careful monitoring of potentia drug:drug interactions when trested with
antidepressants.

Efficacy of Psychotherapy and Behavioral Treatments. The role of psychotherapy
and psychosocia support groups for patients with chronic medica illness has become an active
area of investigation. Mogt of the published studies have not examined the effects of these
interventions on patients with chronic medicd illness and co-existing depression, but rather have
examined the effect of psychosodd interventions on qudity of life and surviva in medicd illness.

In patients with cancer, recent reports have shown the dramatic benefits of psychosocid
interventions. In agroup of breast cancer patients, patients who participated in a weekly
supportive group therapy lived twice as long as matched cancer patients who received the same
cancer treatment but who did not attend group therapy (Spiegd, 1989). While there is recent
discussion in the literature that casts doubt on the robustness of this relationship (Fox, 1998),
other studies have shown that psychosocid interventions can leed to positive physiologica
changes in patients with cancer. Patients with melanoma can experience an increase in naturd
killer cdll activity aswell asincreased surviva after acourse of group therapy (Fawzy, 1990,
1993).
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The effect of psychosocid treatments in patients with COPD has been mixed. Severd
dudies have examined the effect of comprehensve rehabilitation programs on both functioning
and on mood. A mgority of these sudies has shown improvement in anxiety and depressive
symptoms (Borson, 1998). Conversdly, trials of more foca interventions have shown that formal
training in relaxation, stress management, dyspnea tolerance, and cognitive behaviora
psychotherapy have not lead to sgnificant improvements in depressive or anxiety symptoms
(Borson, 1998).

The success of psychosocid treatments in the treetment of depression in patients with
cardiac disease has dso been mixed. A recent meta-anadysis of psychosocial and rehabilitation
programs showed that regardless of the type of psychosocid intervention, these interventions
sgnificantly decreased mortdity and psychologica distress (Linden, 1996). Blumenthd (1997)
has dso shown that menta stress management programs can reduce the rate of cardiac eventsin
patients with siress induced ischemia However, neither the interventionsin the meta-analysis nor
the intervention by Blumentha et d was designed to specificdly include patients with depressive
disorders. Recently Frasure-Smith et a (1997) reported that an intervention for depressed
patients who had recently had a M1 did not result in improved mood or surviva. The intervention
which included scheduled phone calls form a cardiac nurse to assess psychologicd distress and
home vidts from a cardiac nurse resulted in no improvement in mood in men. For women in the
intervention group mortdity was actudly 2 times higher than in the control group. These results
are puzzling and suggest that nongpecific psychosocid interventions may not be hepful in
depressed cardiac patients. No studies of specific psychotherapeutic interventions, such as
cognitive behaviora therapy in depressed cardiac patients have been published. Researchers
have found that cognitive behaviord therapy is effective in the treetment of magor depression in
patients with diabetes (Lustman, 1998).

In summary, our understanding of the effectiveness of psychosocid and psychotherapeutic
interventions in patients with chronic medica illness remainsincomplete. Further Sudies are
needed in patients with clinica diagnoses of depression with specific therapies such as cognitive
behavior thergpy and interpersona therapy, which have been shown to be effectivein the
treatment of medicaly hedthy patients with depressive disorders.
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E. Qudlity of Care for Depression in the Medicdly 1l

We have established that depresson is common among patients with chronic
medica illness and that antidepressants and some psychotherapy treatments are effective for the
treatment of depression in medicdly ill patients. Severd studies have shown that & least one half
of patients with psychiatric disorders receive their only menta hedth care from the generd
medical care sector (Reiger 1993, Wells 1994). In addition, recent efforts to control specidty
medical costs have resulted in increasing reliance on primary care providers to care for
psychiatric disorders such as depresson and anxiety (Wells 1994). However, there is evidence
that depressed patientsin the generd medica sector may not be receiving adequate treatment
(Wells 1994, Katon, 1997; Koenig, 1997). Typica treatment for depression provided in primary
care may be inadequate by severd measures including: rates of detection, frequency of
follow~up, rates of referras for counseling, and adequacy of antidepressant dosage.

Detection: Unfortunady, only about haf of primary care patients with mgjor
depression are accurately diagnosed (Eisenberg, 1992). This may be due to the fact that many
depressed patients with chronic medical illnesses present to their primary care physicians not with
initid complaints of depressed mood, but rather with increased complaints of physca symptoms
(Katon, 1997). Studies have shown that patients who present to their primary care provider with
psychological symptoms of depression or anxiety, such as depressed mood, hopelessness, and
suicidd thoughts, are dmost dways accurately diagnosed (Kirmayer, 1993). However when
patients present with medically unexplained somatic symptoms or symptomeatic worsening of
chronic medicd illness the diagnosis of mgor depression is often missed (Kirmayer, 1993). Ina
recent sudy, only 6% of clinically depressed medica oncology patients were recognized as
depressed by their treating oncologist (Newdl, 1998). There is evidence from the medical
outcomes study that patientsin prepad insurance plans are Sgnificantly lesslikely to have ther
depression detected by a provider than depressed general medical patientsin fee for service
plans (Wdls, 1994).

Anxiety disorders such as panic and generdized anxiety disorder are aso frequently
missed in primary care. One sudy estimated that within an HMO population as many as 10% of
al patients had undiagnosed anxiety disorders (Fifer, 1994). In another study, 61 % of primary
care patients with panic disorder were not accurately diagnosed (Spitzer, 1994).

Frequency of visits: Inalarge study of patients in both fee-for-service and prepaid
insurance plansin Sx geographic areas of the United States, patients with a psychiatric diagnosis
under the care of amenta hedlth speciaist had an average of ten vigts per year, wheress patients
of generd medica providers had only one vigt per year with amenta hedth diagnogs or
procedure (Wells 1994). Even if one assumes that the patients of mental health specidists may
have more severe disorders than those seen by primary care physicians, this differencein
frequency of vigtsis gtriking. There dso gppear to be some differences in amount of care
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ddivered between fee for service and prepaid insurance plans. In the Medica Outcomes Study
sample, patients diagnosed with depression in prepaid plans were only two thirds aslikely as
matched fee for service patients to have been counseled about depression for three or more
minutes (Rogers, 1993). Elderly depressed patients are even less likely than younger depressed
patients to see their primary care doctor more than two times for depression or to receive
adequate dosages and duration of antidepressant trestment (Unutzer, 1999).

Adequacy of antidepressant dosage: Severa studies have shown that depressed
patients in both outpatient and inpatient genera medica settings do not receive adequate doses of
antidepressants. The Agency for Health Care Policy and Research (AHCPR) and others (Katon,
1992) have made recommendations about adequacy and duration of antidepressant treatment of
depression in primary care. Of those primary care patients whose depression is recognized, only
40 to 60% receive antidepressant treatment that meets AHCPR guiddines (Katon, 1997). Of
those who do receive antidepressants, 40% received an inadequate dose (Wdlls, 1994). Inone
study of elderly depressed patients admitted to a generd medica hospital (Koenig, 1997), only
40.5% of patients diagnosed with depression received an antidepressant during hospitalization or
the 11 month follow-up period. One-quarter of depressed patients was treated only with
benzodiazepines, aclass of antianxiety medications. The most commonly prescribed
antidepressant was amitriptyline, atricyclic antidepressant that is highly sedating and may have
serious Sde effects in medicaly ill elderly patients. The mean dose of antidepressants prescribed
was subthergpeutic, even dlowing for the reduced dosages usudly recommended in ederly
medicaly ill patients. These investigators also found that if depression was not detected and
treated during an inpatient hospitdization, patients were unlikely to receive treetment at dl. Of the
depressed patients in the study who did not recelve antidepressants while in the hospital, only
11% received an antidepressant in the subsequent 11 months often at subtherapeutic doses.
Another sudy examining usud care for depresson in a staff model HMO found thet elderly
primary care patients, many of whom had chronic medicd illnesses, were less likdly to receive
adequate antidepressant dose than younger depressed patients, even after controlling for
differencesin medicd illness severity (Unutzer, 1999).

Referral for counseling: For those patients who do not wish to be treated
with antidepressants, effective dternatives, such as various forms of psychotherapy, exig.
However, depressed patients, in generd medica practice, are even lesslikely to recelve referras
for counseling than to receive an antidepressant (Katon, 1997). Less than 10% of depressed
primary care patients receive specific psychotherapies found to be effective in the treatment of
magor depression (Katon, 1997). In astudy of a staff modd HMO, dderly patients, many of
who had chronic medicd illnesses, were less likely than younger depressed patients to be seen by
amenta hedth specidigt (Unutzer, 1999). Only about 1% of al costs for depressed elderly
primary care paientsis menta hedth costs compared to gpproximatey 10% in younger
depressed patients. (Unutzer, 1997; Simon, 1995).

F. Outcomes in the trestment of psychiatric disordersin the generd medica sector
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Do inadequacies in the qudity of treatment of psychiatric disordersin primary and
generd medica care sectors lead to poor outcomes for patients? It appears that regardless of
quality of trestment, patients with depression tended to improve over time; however, patients
gppear to have consderable chronic depressive symptoms rather than full recovery (Wdlls,
1994). For example, in the Medica Outcomes Study, patients initially diagnosed with depression
in the genera medica setting had an average of 11 to 12 symptoms of depression (out of 30). In
the second year of follow-up these patients had an average of 6 to 7 symptoms of depression
(Wdlls, 1994). Fewer than two symptoms were considered fully recovered. For depressed
patientsin generd, there did not seem to be significant differencesin outcomes between fee for
sarvice patients and prepaid plan patients (Wells, 1994); however, in the third of depressed
patients with the most severe depressive illness, outcomes were better in fee-for-service plans.
The authors speculated that this may be due to the fact that even though certain measures of
quality of care were better for patientsin fee-for- service plans compared to prepaid plans, the
overd| qudity of carefor depression in both settings was still inadequate compared to current
standards of care (Wells, 1994).

Primary care patients with anxiety and mixed anxiety and depression gppear to fair even
worse. In astudy of primary care patients with anxiety, depression or both, one year after
diagnosis only onethird of patients who wereinitidly diagnosed with an anxiety or depressve
disorder were fully recovered and only 16% of patients with mixed depresson and anxiety were
fully recovered (Ormel, 1993). Three and one-hdf years after initid diagnos's, 47% of depressed
patients were fully recovered, but only one-third of patients with anxiety or mixed anxiety and
depression were fully recovered. Residua anxiety symptoms were aso associated with significant
reduction in functioning in family role, socid role, and occupationd role throughout the 3 1/2 year
followup period (Ormel, 1993).

G. Improving Outcomesin Primary Care Psychiatry

Previoustrials to improve depression carein primary care settings. Three
randomized controlled trids have examined varied methods of improving the qudity of care
provided for depressed patientsin the primary care setting. Katon and colleagues (1997), tested
the effectiveness of two modds of care in a gtaff model HMO. In the "Consultation Liaison
Primary Care Collaborative Modd™ patients with depresson received two vistswith a
psychiatrig in the primary care clinic and two vists with the primary care physcian within in the
first Sx weeks of treetment. The psychiatrist assisted by educating the patient about depression
and by advigng the primary care physician in the management of trestment-resistant depression.
Physician vists were supplemented by educationad materias for both patients and their family
members, a haf-day workshop for primary care physicians on the diagnosis and treatment of
depression, and automated pharmacy data for primary care physiciansto aid in monitoring
patient compliance. In the second modd "Brief Therapy in Primary Care," patients received four
to sx vists with a psychologist, who provided medication monitoring and cognitive behaviord
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thergpy. A psychiarist supervised both the psychologist and the primary care physician in patient
assessment and trestment. Both interventions were associated with sgnificant improvementsin
depressive outcomes in patients with mgjor depression compared to patients treated with usual
care (Katon, 1997). Approximately 70% of intervention patients with major depresson
compared to 40% of usua primary care controlsimproved 50% or more on depression scores
at four-month follow-ups. In addition, despite the multifaceted nature of both interventions, the
cost of providing collaborative care was actudly less per successfully treated patient than usua
care.

Schulberg and colleagues (1996) randomized primary care patients to guideline based
antidepressant treatment, guiddine based interpersona psychotherapy, or usud primary care and
found that 70% of patients who completed the interventions were significantly improved after
eight months, compared to the 20% of patientsin usud care. Mynors-Wallis and colleagues
(1995) found that patients with major depresson who received problem solving thergpy or active
medication trestment with amitriptyline, had better outcomes than those receiving placebo and
supportive vigts.

[11.  MODELSOF CARE INTEGRATION

Itis clear that co-morbid psychiatric and medicd illnessis common and that effective,
evidence based treatment exigts for this patient population. However access to the most effective
trestmentsis clearly lacking. The clinical and economic impact of this absence of careis
sgnificant. When co-morbid psychiaric illnessis present in the medica setting, it can be
associated with a 20 to 50% higher total annua heelth care bill per patient depending on the type
of concurrent illness. Evidence from severd outcome studies, suggests that much of this economic
burden can be reversed if high utilizing patients with the most common comorbid psychiatric
disordersin medical practice, i.e. depresson (Von Korff, 1992), anxiety (Savador-Carulla,
1995), substance abuse (Holder & Blose, 1992), and somatization (Smith, 1986; Rost, 1994;
Smith, 1995), are successfully treated through evidence-based interventions. In fact, tota hedth
care expenses can be substantialy reduced even after one adjusts for the annua cost of
gppropriately administered, guiddines-based psychiatric trestment in these patients (McDonndll
& Douglas, 1989).

Despite this fact, traditional medica practice and our current hedth care delivery system,
which segregates medical and menta hedlth care, discourages the identification and treatment of
psychiatric illnessin the medica s=tting. Even when menta helth interventions are implemented
they are usudly not integrated with other medica care and are not based on thergpeutic
approaches that would be expected to change clinical or economic outcomes.

Currently, there are three areas in which the medical and menta hedth service ddivery
sysems are poorly integrated. Generd medica and mentd hedlth trestment are administered in
separate locations, medica and menta health professionals communicate little about the
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diagnoses and treatment of common patients, and reimbursement for service comes from
independent funding pools. This practice has been magnified in the current managed care
environment where behaviord hedth "carve out” forces the

"dis-integration” of care; irrational, cost-conserving intervention packages; and poor patient
outcomes.

Many hedlth plans and providers have attempted to address the dis-integration of menta
hedlth and physical hedlth through a variety of mechanisms primarily focusing on the co-location
of mental hedth professondsin the primary care setting or disease management strategies. Co-
location usudly involves an individud with experience in menta hedth, usualy a psychologist or
socid worker, spending some or dl of ther clinicd time in the primary care setting. Furthermore
these reports are anecdotd and have not outlined either clinical or economic outcomes of such
co-location. Disease management strategies are operationdized in most settings as the utilization
of amental health screening form coupled with agorithm based tresiment. While in some settings
referral mechanisms to menta hedth trestment are outlined, this care is not truly integrated and
does not offer additional components of evidence based appropriate assessment or treatment.

A conceptud framework for considering integration acrass multiple dimensions can be
utilized in further understanding these issues. A multiple-gite nationd project examining menta
hedlth and substance abuse service ddivery for older adultsin primary care has developed seven
key dimensons to conceptualize the degree of integration (SAMHSA Primary Care and Aging
Study, in progress, 2000).

Responsibility: Who is responsible for the development of the trestment? Menta hedlth,
primary care or a combination?

Array of Services: Are mentd hedth services available in the primary care setting? If yes,
what type, provided by whom and how much?

Provider Expertise: Are PCPstrained to provide behaviora assessments and/or
treatment? Are menta hedlth providerstrained to ddiver care to patients with co-morbid
medica and mentd illness? Are behaviord hedlth specidigts available who have expertisein
the treetment of co-morbid disorders (e.g. advanced practice nurses with specific expertise
in this area, hedth psychologists, consultation-liaison psychiatrists)?

Communication: Are mechanismsin place to assure that PC and MH clinicians can
communicate with each other around common patients? Does policy exist regarding the
sharing of medica records?

Organizational (Financial) Structure: Does the organizational and adminigrative structure
drive dinicd integration or do clinicad needs define the organizationd structure? If dlinicd
integretion is a the cornerstone of clinical services delivered then the adminidrative and
financia structure can facilitate and not present a barrier to care.

Temporal proximity: How easily can MH services be accessed? Can services be
accesed in atimdy fashion?



Physical Proximity: Are menta hedth and primary care services physicdly close and
conveniently located to each other?

Economic I mplications

The economic implications of providing comprehensive and integrated care for patients
with comorbidity have been explored to alimited extent. Data has been presented which has
suggested that appropriate psychosocia care can provide offsets of cost in the medica setting.
Cod effectiveness studies on the other hand, have eva uated the relationship of cost to clinica
outcomes when gppropriate and integrated care are delivered to this patient population. A
criticism of thiswork has been that it may not be trandatable from research setting to aclinicad
environment. In fact most budgetary decisons regarding provison of these services are made
utilizing presumptions that increased care can only mean increased cods. Preliminary economic
models that incorporate costs of care for patients with co-morbid psychiatric issues diagnosed
and treated vs. those not recelving that care and include the cost of ddlivering that care by a
menta health specidist as compared to a primary care provider, extrapolated to larger
populations suggest that more services do not necessarily cost more money. In fact, such modds
have postulated that savings of $1.4 billion could be redlized in a population of 100,000 primary
care patients (Kathol & Sargeant, 1998). However, while there is some preiminary evidence and
theory to support the cost neutra or cost negative implication of integrated behaviora heath
care, thereis fill no definitive economic modd or science to drive adminigtrative or budgetary
planning of integration. Such models can and should be developed and tested within clinica
practice settings and should employ both short term and long term clinical and economic
OUtCOMesS.

IV. PRACTICE GUIDELINES, ACCREDITATION STANDARDSAND HEALTH
PLAN PROVISIONSFOR THE DELIVERY OF BEHAVIORAL HEALTH
CARE TO PATIENTSWITH COMORBID MEDICAL AND MENTAL
HEALTH DISORDERS

The firgt section of this report summarizes the literature identifying the clinicd
characteridics of this patient population, summarizes exigting trestment, intervention and outcome
sudies amed a patients with medicd and psychiatric comorbidity. Clear evidence exigts to
suggest that this patient population is at increased risk for both medica and psychiatric morbidity
and mortdity and that interventions are not only recommended but have been proven to be
effective in reducing psychiatric and medical morbidity, and may impact positively on economic
outcomes as well. This section of the report outlines the currently existing practice guiddines,
accreditation standards and hedlth plan provisions that address the provison of menta heglth
careto the medicdly ill.
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A. Clinicd Guiddines

AHCPR Clinical Practice Guideline: Depression in Primary Care

The Agency for Health Care Policy Research released a set of evidence based
guidelines, Depresson in the Primary Care Setting, in 1993. The guiddines, which were
developed utilizing a systemétic review of existing data by an interdisciplinary pand of experts,
include recommendations for both assessment and treatment in the primary care setting. These
guiddines have had wide dissemination. Diagnostic and treatment recommendations have been
widely utilized in hedth plans and recently have been included as the basis of a mandatory qudity
indicator for use in Nationad Committee on Qudity Assurance accreditation procedures. In
addition to carefully describing the diagnoss of depression, the guideline reviews € ements of
psychiatric comorbidity and the diagnosis of other psychiatric disorders and gives guidance on
the assessment and treatment of depression in the presence of other medical disorders.
Treatment recommendations are specificaly outlined in Volume 2 of the Guidelines and include
recommendations for appropriate treatment follow-up medication and psychotherapeutic use.

Since release of the Guiddines, comments and criticism of the document have included
discussion about the lack of balanced presentation of non-pharmacaogic trestment modalities
(Munoz, RF, et d., 1994; Coyne, J& Schwenk T, 1995). Asnoted in Part | of this document,
clinica practice has suggested and evidence continues to build regarding the efficacy of
psychotherapeutic trestments for patients with depression in the primary care setting. Further
criticism centers on the lack of community based, effectiveness research that could more
accuratdy identify severad clinica and economic outcomes related to gppropriate diagnoss and
treatment of depression in the medica setting. However, Schulberg and colleagues (1998),
recently revisited the recommendations and again asserted that both psychotherapy and
pharmacologica moddities are efficacious and can be transferred to the primary care setting,
with gppropriate support and education of primary care practitioners (Schulberg et d, 1998).

Academy of Psychosomatic Medicine Practice Guidelines. Psychiatric Consultation in
the General Medical Setting

The Academy of Psychosometic Medicine (APM), an organization representing
psychiatrists who primarily care for patients with medical and psychiatric co-mborbidity, recently
published (Bronheim et d., 1998) a set of practice guidelines amed at outlining the clinica
assessments and interventions that are necessary for the management of co-morbid medica and
psychiatric conditions.

The Guidelines outline severa aspects of psychiatric care for this patient
population: medica need and staffing, qudifications of consultants, indications for consultation
and follow up, components of an adequate assessment, including dements of timeliness and
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documentation, areview of gppropriate and indicated interventions utilized in the setting of co-
morbid medical and psychiatric illness, ethical consderations and specid issues for child and
adolescent consultation. Furthermore, the Guidelines address severd adminidirative issues
relevant to large training inditutions.

This document summearizes relevant information regarding competencies and outcomes
related to provison of behaviord hedth care to this patient population and makes severd
clinically based recommendations. Its strength liesin its comprehensive review of clinicad practice
and the corrdation to existing research in the area. It primarily addresses the role of the
psychiatrist with specid expertise in co-morbidities within these populations. However, asit
primarily focuses on clinicd practice relaed to the treetment of multiple disorders, in multiple
Setings, it isnot by definition, evidence based.

B. Accreditation Standards

Accreditation standards have been established in order to address both the clinical
qudity of care ddivered and the process utilized to gain access and deliver that care in avariety
of clinica settings. Historically such accreditation proceedings occurred within organized
hedthcare ddivery settings such as hospitds. As hedth care has increasingly been delivered in
both inpatient and outpatient settings through increasingly structured hedth ddlivery organizations
the accreditation process has expanded in order to address dl levels of organization. Two mgor
accreditation organizations exist which have developed standards which hedth care organizations
must meet in order to receive accreditation status. The Joint Commisson on Hedlthcare
Organizations (JCAHO) primarily focuses on inpatient settings, but aso has issued a set of
sandards for long term care settings, behaviord hedth organizations and ambulatory care
settings. The Nationd Committee on Qudity Assurance (NCQA) reviews managed care
organizations, and while primarily focusng on outpatient care, d o reviews dements of inpatient
carethat is provided under contract from the MCO.

This section will focus on areview of current JCAHO and NCQA slandards that relate
to the inpatient and outpatient psychiatric care of medicdly ill patients. The review assessed both
the presence of service delivery requirements (is integration or coordination of care a
requirement) and the presence of qudity indicators based on clinical parameters which the
agency required which would be specific to this patient population.

1. JCAHO Standards:

Three sets of JCAHO standards were reviewed: hospitals, managed behaviora
hedthcare, and ambulatory care. All JCAHO standards are similarly structured and focus on
parameters of care historicaly delivered in an inpatient setting. All three slandards address the
need for integrated biopsychosocid care in their assessment and trestment sections. All date, in
principle, that care should be integrated. No details follow regarding who should ddliver that



care, and no specific clinicd indicators are required which would address this integration. The
standards do state that al patients should receive appropriate psychosocid assessment. However
the nature of this assessment, who should complete it, what e ements should be included, how it
should be documented are not specified. The treetment sections do not include any language
regarding the provison of menta hedlth care for medicdly ill patients. The issue of provison of
mental hedlth care for the medicaly ill is addressed as it relaes to discharge planning and transfer
of patients between systems. The JCAHO Comprehensive Accreditation Manud for Hospitas
(CAME) includes a section on Coordination of Care, which addresses the transfer and discharge
of patients and the need for case management of patients receiving care in both settings.

The Comprehensve Accreditation Manua for Ambulatory Care (CAMAC) are
gpplicable to a broadly defined group of practice settings including outpatient surgical centers,
rehabilitation facilities, group practices or primary care centers. The sandards are Smilar to the
dtandards for the hospital setting, with some minor differences related to the outpatient setting.
There is no explicit mention in these standards regarding assessment, treetment, coordination of
care, patient or physician education or credentialing, which would relae to the specific needs of
this patient population.

The Comprehensive Accreditation Manua for Managed Behaviorad Hedth Care
(CAMBHC) amilarly states that each patient's physical and psychosocid status should be
assessed. While the standards gpply to outpatient and inpatient settings, the standard specifies
only requirements for a history and physica within the inpatient setting. Thereis no discussion of
specia needs of patients with co-morbid disorders, including availability and requirement for
consults, availability of consultations etc. The Coordination of Care section, Smilarly focuses on
discharge and case management, but not integration of care between hedth care systems.

2. NCQA and HEDIS

In 1997, NCQA included standards pertinent to the coordination of medica and
behaviord hedth care in its Managed Behaviora Hedthcare Organization (MBHO) standards.
These standards explicitly stated that, " The organization ensures that the behaviora hedthcare
services provided to its covered population are coordinated and integrated with generd medica
care." [standard Q16-]. The standard then specifies that the MBHO participates in appropriate
exchange of information through the medical record, has appropriate referral mechanisms, has
participation in formulary decision making and reviews psychopharmacologic use in the medical
Setting, addresses the behaviora health needs of patients with co-morbid medica and psychiatric
disorders, and addresses the medical needs of behaviora hedth patients.

The recently released NCQA Accreditation 99 Standards for MCO's has pardld and
further ddineated standards. In summary, the "' Continuity and Coordination of Care” (sandard
QI 9) states that managed care organizations ensure the continuity and coordination of care
specificaly between the MCO and MBHO. The standard requires exchange of information,



promotion of appropriate diagnosis, treatment and referra of behaviord disordersand ...access
for gppropriate trestment and follow up for individuals with coexisting medical and behavioral
disorders." Further, the standard requires collection of datato evauate coordination of care,
including collaboration between the MCO and MBHO to identify ways to improved coordination
of care between the two settings.

NCQA 2000 standards have recently been released and remained principaly unchanged
from the 1999 edition. They have however, one sgnificant addition, the sandards call for the
organization to ensure continuity of care for apatient if managed care contracts lead to
discontinuation of care with a particular
provider.

In addition, NCQA includes a new standard to address the health needs of patients with
chronic conditions, including depression (QI 7). The standard specificaly states that these
patients be identified based on dinica need aswell as cost implications and it requires that
MCO's educate practitioners about the benefit of "health management” programs to improve the
clinica management of such patients.

The NCQA Accreditation '99 plan has aso expanded its mission to include the
incorporation of Health and Employer Data and Information Set (HEDIS) measuresinto the
accreditation process. While the NCQA had devel oped the HEDI S set of outcome indicators
prior to accreditation '99, the reporting of these was required for Medicaid programs and
voluntary for non-Medicaid programs and was a separate process from the accreditation
process. 1999 will mark the first year where obtaining accreditation status will require reporting
and auditing of HEDIS measures.

HEDIS measures include clinica outcomes, process outcomes and patient satisfaction
outcomes. The clinica outcomes relevant to behaviord hedth focused on follow-up after
hospitdization for mentd illness. In 1999, HEDI S introduced the first indicator specific to
outpatient menta health practice that focuses on the clinica management of antidepressant
treatment. The measure will be used in both MCO and MBHO settings. The indicator measures
the adequacy of the clinica management of patients who are diagnosed with amgjor depression
and who are recelving treatment with an antidepressant. Outcome measures address whether
patients receive an adequate dose and duration of medication and care is consistent with
guidelines established in the AHCPR Depression in the Primary Care Guiddines.



C. Hedth Plans and Medicaid Request for Proposals:

1. Medicaid Request for Proposals (RFP's)

The mgority of Sates either have, or have plans to convert from a fee-for-service model
of care to amanaged care modd of service ddivery for their Medicaid digible patient population.
The mgority of these managed Medicaid hedth plans have relied on differentia funding schemes
or carve-outsto pay for menta hedth services. In some states, mentd hedlth is entirely carved
out; in others, mental health services are carved out only for serioudy and persstently mentaly ill
patients. In dl gates there are limitations on the amount, type and setting of mentad hedlth services
available. Despite parity legidation there are ill sgnificant inequities between medica services
available and provided for and mentd health services available and provided for. This
fundamentd difference results in different administration of mental health services and different
mechanisms to pay for menta hedth services, whether they be an inpatient stay in apsychiatric
unit, attendance at an outpatient substance abuse program, or outpatient trestment for a
depressve disorder. Psychiatrists who provide services for patientsin medica settings are most
often billing patients through their mental health benefit. If the mental hedlth benefit ipulates an
identified st of menta hedth providers, locations and services and the psychiatrist or menta
hedlth provider is not included in that set (a common problem) then there is no reimbursement for
the service. In many cases, providers may be assigned to a particular setting (e.g. hospital), but
they may not have the ability to provide care to a patient with complicated medica and
psychiaric problems. Review of existing RFPs has not shown any evidence that these issues are
addressed. The need for the coordination of care between MCO's and MBHO's is often cited
and is important, however details addressing the need to provide specific care to patients at the
interfaceis criticaly lacking.

2. Health Plan Inclusion and Medicaid Plans:

Review of exigting plans has not included language to address the issue of coordination of
care. In oneinstance (Alter et d., 1997) post-contract negotiations clarified that the mental hedth
carve-out provider was responsible and a significant effort was placed on developing
coordination of care language in post contract documents. Review of recently released plans has
not shown any evidence of improved coverage. A recent review of private plans has not
dipulated thisin forma plan documents. In some locd settings (post-contract), systems have
established guidedines by which consultations can be rembursed. Even with these guiddinesin
place however, there continues to be alack of follow through on reimbursement (Hailset d.).

Rosenbaum et al. (1996, 1998) has discussed the presence and impact of post-contract
negotiations and stipulations in managed care plans. Provision of psychiatric consultation services
and related mentd hedlth sarvices regularly "fdl through the cracks' for both inclusion in contracts
and inclusion in pogt-contract negotiations and documents.



SAMHSA regularly publishes a Tracking Report of the status of public sector hedlth
plans. The recent edition of this document tracks coordination of behaviord and primary care for
Medicaid patients. The report tracks severa features of public sector plans, including carve-in vs.
carve-out status, coverage for specid populations and mechanisms for patient grievance. A
variety of mechanisms exist regarding coordination of care that are relevant to the basic structure
of menta hedth and substance abuse care delivery and financing in the public sector. Plans may
be integrated, fully or partidly carved-out or stand-alone. Integrated plans are those which have
not "carved-out" mental health services and require the medicad MCO to provide basc menta
hedlth services to patients. Thirty-five states operate 46 of these programs. However, the MCO
may subcontract these services, ostengbly "carving them out” of generd medicd care. States
may aso patidly carve-out specific services, or services to specific groups of patients. In a
limited number of ates, afull carve-out exigsfor dl menta hedth servicesfor al patients.
While the SAMHSA report discusses this and other details such asrisk, financid arrangements,
and digible patients, it does not discuss how dinicd or financid integration is met under these
various structures. What is clear isthat even under these circumstances, with the trend toward
integrated care, there dill remains asgnificant difference in the way in which psychiatric careis
provided and reimbursed. Furthermore, in the existence of co-morbid illness, there is minima
policy to will insure that this care can be ddivered gppropriately or reimbursed.

3. Existing Recommendations Regarding Health Plan Structures:

In 1996, as aresult of investigations meant to address the absence of formd inclusion of
behaviord health services, the Academy of Psychosomatic Medicine (APM) developed a set of
recommendations which could be used by managed care plans, hedth providers, included in
Medicaid RFP's, or to inform other standards and guidelines (Appendix). These
recommendations clearly state that this care is best administered and funded through the medica
benefit/services, if menta hedth care is ddlivered through a carve-out. Regardless of how careis
administered or funded, the APM recommends that services should be available to dl patients
without pre-authorization for the initid visit and at least one follow-up vist and thet clear hilling
policies and procedures need to be developed to manage these consults. Given the fact that
psychiatrigis typically are paid as part of the carve-out, and for services delivered to patients
known by the carve-out, those services should be reimbursed equitably with other medica
Specidty rembursements. Further, the recommendetions state that efforts should be made to
assure that: continuity of care is addressed; patients who are at the highest risk for co-morbid
medical and psychiatric illness can receive that care in the same care settings, and that
psychiatrists should participate in the development of coordination of care agreements between
MBHO'sand MCO's. These recommendations were endorsed by the American Psychiatric
Asociation (APA) and have been utilized to develop policy in Philadel phias public sector
behaviord hedlth carve-out, Community Behaviord Hedth and Magellan plansin the Delaware
Valey area (Philadel phia, Dlaware, New Jersey). The information was distributed widdy to dl
members of the APM, al state Medicaid offices, leadership of the APA who participate in
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developing and commenting on guidelines and standards, and severd patient advocacy
organizations.

Severd other organizations have contributed Guidelines that address the provision of
care to specid populations, in none of them however, are the specific issues of provison of
mental hedlth care to chronic medicaly ill patients addressed. The Older Adult Pand from this
Managed Care Initiative, documented that there was minima attention paid to the care of ederly
adultsin organized systems of care and called for gregter attention to thisissue. The APA issued
a st of guiddines, The APA Handbook for the Development of Public Managed Care Systems
(APA, 1998) in 1998. This document, while not specificdly addressng the care of this
population, does State that consultationHiaison services should be included in carve-out services
and that coordination of care and integration of care between the MCO and MBHO are critical
factors. The American Academy of Child and Adolescent Psychiatry issued guidelinesin 1996.
These guidelines focus on the provision of generd psychiatric and community based servicesto
serioudy ill children and adolescents. No identification is made of co-morbid psychiatric and
medicd illness in children and adolescents. The American Association of Community Psychiatry
as0 issued a set of Guiddines for the provison of servicesin Organized Ddivery Systems; once
again, no discussion of care of co-morbid patients exigtsin this document.

In June 1999, the American Medical Association (AMA) adopted a policy resolution
that addressed thisissue. The resolution, "Medical, Surgica and Psychiatric Service Integration
and Reimbursement,” (Appendix) calsfor the AMA to support and promote actions that
encourage medicaly appropriate trestment of medica and surgica disordersin psychiatric
patients and of psychiatric disordersin medical and surgica patients. Further, the resolution cals
for the AMA to advocate for policies that insure access to and reimbursement for integrated
care. The resolution was jointly sponsored by both medical and psychiatric professond
organizations and represents the firg action to use amultidisciplinary codition to addressthis
problem from anationa perspective.

D. Summary of Exiging Standards and Hedth Plans

In evauating the clinical circumstances and problems inherent in providing integrated care
for patients with co-morbid medica and psychiatric disorders, severa themes are apparent. If
hedlth plans have not included mechanisms to insure that such careis provided effectively and
efficiently, then do the existing standards address these areas in such away asto insure
coordination of care?

Clearly the JCAHO gtandards, which ded directly with the hospital environment, do not
in any way address the clinical issues nor do they direct hedlth plans to address any contractud
issuesin thisregard. The NCQA standards set clear dlinicaly relevant guideposts, which by
implication require that some element of coordination take place between the two systems of
care. Nether of these standards, however address the significant economic barriers to providing



care, and none cdl for the very important review of contractud arrangements, which clearly
define rembursement mechanisms.

V.

PANEL RECOMMENDATIONSFOR THE CLINICAL INTEGRATION AND
COORDINATION OF CARE FOR PATIENTSWITH MEDICAL AND

PSYCHIATRIC CO-MORBID ILLNESS

Based on exigting data, it is clear that concurrent, evidence-based mentd hedlth care

coordinated with physica care in the medica setting results in better clinical outcomes and may
result in reduced total hedlth care expenditures. The pand has therefore concluded that if the
following recommendations were adopted, they would lead to significant improvementsin the
treatment of patients with co-morbid medica and psychiatric conditions.

A. Public policy consderations

B. Systems

Federd and state legidative efforts should address the need to provide parity of
menta hedlth and generd medica benefits. Parity in financing could subgtantialy
reduce exigting barriers.

Federd and date legidation should include language specificaly addressing
integration. The June, 1999, AMA resolution can serve asamodd for this language,
and should be expanded to include dl behaviord hedth services, aslong asit is clear
that no element or provider of care was excluded from those provisons.

A proactive approach to delivery of care to co-morbid patients provides the
maximum opportunity to provide integrated care.

Hedth care systems, whether public or private sector, should idedlly carve-in the
provison of behaviord hedth servicesto chronic medicaly ill patients, regardless of
whether acarve-out exists. If care cannot be carved-in, then appropriate
mechanisms of care ddivery and reimbursement should be established (see Providers
section).

Accessto care should be reasonable, should be guided by medical necessity, and
should be available without prior authorization procedures when medicaly indicated.
Pre-authorization for consultations should not exist, or be congstent with other
medica consultations; billing procedures must be clearly stated so that

practitioners can follow appropriate procedures and billing staff have clear

standards of operation.

Reimbursement should be guaranteed if the consultation has been requested by the
attending physician and medical necessity has been documented in the request for the
consultation.

Conaultations should not be disallowed on a post-hoc review of the case, in which no

mentd illness diagnosis was given.



As supported by the NCQA Coordination of Care standards, MCO's and MBHO's
should actively work together to develop systems of integrated care.

C. Providers

The provider organization can sgnificantly improve their leve of care by identifying the
patient population at risk for co-morbid illness, as well as addressing the following specific areas
of concern.

Identify MCO/MBHO linkages. It is criticd for MCO'sto identify which MBHO has
respongbility for which patient. MBHO's should also know which MCO provides medical
care for each of their patients. Not dl patients will have the same combination of
MCO:MBHO,; as aresult organizations need to be cognizant of the different combinations
and develop provider organization-based linkages to facilitate care.

Provider organizations should ensure thet al levels of appropriate care exist. Specificdly, that
generd mentd hedth care services are available and geographicaly accessble, that inpatient
consultation is available and ddlivered by professionas who have working relationships with
primary care providersin the same indtitution, and that specidized mental hedlth services (i.e.
provided by those professionds with specific expertise in co-morbidity), are present in
sufficient numbers and available to provide services. Furthermore, the same consideration
should be given to ensuring that gppropriate medica services are freely accessible by patients
in psychiatric settings.

Guiddines should be established within a care system outlining the roles and respongbilities
of dl professondsinvolved in the care of these patients. Input from al members of the care
team for these patients should be required, including primary care physicians, psychiatrigs,
psychologists, nurses and socid workers. Roles are not interchangeable; dl competencies
must be available and delivered by appropriately trained individuas. As aresult of these
guiddines, patients should have access to the gppropriate leve of care as warranted by the
clinica presentation and as requested by referring physician.

Hedth plans must have proceduresin place to assure that rembursement procedures to
cover these services exis.

A plan must bein place to ensure that there medica information is communicated between
the MCO and MBHO when medically necessary or appropriate.

Asmog formularies resde in the MCO, input from the MBHO should be assured. Clinicd
consderations of this gpecia population should be formally and routinely considered.

D. Clinicians:

" Clinicians should know who is providing MH and Medicd care for each of ther patients.
Referrd information for al rdevant MCO/MBHO plans must be clearly communicated.
Ongoing efforts should be undertaken to educate both MCO and MBHO clinica staff about
the medical and mental health needs of these patients. These educationd programs
must be ongoing and not time-limited. Idedly, they should involve utilization of case-based
materias and should focus on skill-based learning. The education however, cannot substitute



for avalability of and reimbursement for appropriate services.

Clinicians treating patients with long-term menta illness should educate patients and families
to be aware of and how to seek treatment for co-occurring medica and psychiatric
symptoms, including those due to medication Sde effects or interactions.

VI. PANEL RECOMMENDATION FOR IDEAL ELEMENTS OF ACCREDITATION
STANDARDS:

Coordination of careis criticd in the ddivery of efficient and effective care for dl
patients. Current Accreditation standards only partidly address these issues. There are severa
areas of Accreditation Standards that should include language and requirements for review to
ensure coordination of care.

A. Preamble:
The preamble or introduction to standards should address the principle that a holigtic,
integrated approach to the patient isimportant. Attempts should be made on dl levelsto
assure the integration of al biological, psychologica and socid aspects of the patientsillness
and the care administered.
Standards should require that structural and contractua arrangements exist between dl
organizations within their system that can address thisintegration.  Standards, which hold the
parent organization responsible for subcontracted services, place the strongest burden on a
hedlth care organization.
Both the MCO and MBHO must be held accountable for the integration of medical and
psychiatric care, regardless of financid risk.

B. Assessment:
Assessment and diagnostic sandards should meet the following requirements.
The need for the availability of consultations for patients. Diagnostic assessments should be
avalablein atimey fashion (consstent with other sandards).
A psychiatrist should perform psychiatric assessments, smilar to other requests for
specidized medicad expertise, when medicd attendants order them and when medica
necessity criteria have been met.
Other menta hedlth professionals should participate in the further assessment and treatment
of patients at the request of the attending physician and/or the psychiatrist. Current standards,
which gtate that psychiatric input should be available as needed (JCAHO) or that makes dl
behaviora hedlth care professonals interchangeable without clear criteriato ddiver care
(HEDIS depression indicator), are vague and incons stent with other standards such as
anesthesaor surgery standards, which clearly define the role of the physician and
non-physcian eff.

C. Treatment:
Language must be included that alows for appropriate follow-up and sets expectations



“+L

that patients must receive gppropriate care delivered by appropriate professionals.
Behaviora hedth standard should state the role of various trestment professonds, as
do generd medica care standards.

D. Credentialing:

© Standards must address the need for appropriately credentided and privileged professonds
to provide this care. Treatment settings that serve primarily persons with medica disorders
and those that serve primarily patients with psychiatric disorders should both have on staff
professionas with complementary preparation (psychiatric professondsin medicd settings
and vice versa), who not only can provide consultation and trestment but can be reimbursed.
Appropriate standards need to address the credentiding requirements of al hedth
professonds involved; professond's roles, training and expertise need to be clearly sated.
The practice of trandferring patients and using individuas with temporary credentidsto
provide care, is not acceptable, nor isit consistent with other standards of care related to
other medica needs such as cardiology, surgery or anesthesia. It is appropriate for clinica
specidigts in psychiatric nursing (advanced practice nurses) or nurse practitioners to provide
thiscare when it is part of usud care provided and not done on an ad hoc basis.

E. Coordination of Care:

" Binding agreements must be required of medical and behaviord heslth organizations to
ensure bonafide clinical coordination of care.
Coordination of care must be inclusive of dl services and not limited to case management or
discharge planning.
Evidence of coordination of care would include mechanisms to provide and reimburse for
sarvices to patients with co-morbid medica and mentd illness, presence of (voting) cross
participation on formulary and patient care committees, development of active clinica liaison
and education between both organizations.

F. Prevention:

" Prevention efforts must address the menta hedlth needs of patients not receiving routine
behaviord hedthcare. Asthese patients are not officialy regarded as cases within the
MBHO thereis currently little reason to address their needs. Both the MCO and MBHO
must be held accountable for these efforts.

The MBHO should inform and provide input into any preventive behaviora hedthcare that
patients receive in the medical setting.

The MCQO, in partnership with the MBHO, has the respongbility to address the health needs
of their patient population. As co-morbid patients are particularly a-risk, secondary to the
adminigtrative complexity of this care, specific interventions must be devel oped to address
menta hedlth needs.

MCO's and MBHO's should address prevention by educating patients and familiesto
recognize co-morbidity and to promptly report it to their professond caregivers.



G. Indicators:

" Relevant mentd hedth qudity indicators which address both diagnoss and treatment of
mentd illness in the chronic medicdly ill, need to be developed and utilized as clinical
indicators of care ddivery.

“o



VIl TABLE L
PREVALENCE OF DEPRESSION DISORDERSIN PATIENTSWITH
CARDIAC DISEASE IN STUDIESUSING STANDARDIZED

INSTRUMENTS
Study Indrument  Subjects (n) Diagnogic ~ Prevaence %
Criteria
Sternetad Zung SHf-  Patients Depresson  22%
(2977) Rating admitted to defined as >
Depresson CCU with acute 40 on Zung
Scde M1 (68) Scde
Hanceetd DIS Patients DSM-1V 17% magjor depression
(1996) undergoing 17% minor depression
elective cardiac
catheterization
(200)
Frasure- Modified  Pdtients DSM-BIR  16% major depression
Smithed DIS hospitdized for
(1994) acute M1 (222)
Caneyet DIS Patients DSM-III 18%
al (1987) undergoing
elective cardiac
catheterization
(50)
Schliefer ¢ SADS Patients RDC 18% major depression
al (1989) admitted to 27% minor depression
hospital with
primary
diagnosis of Ml

(283)




TABLE 2:
PREVALENCE OF DEPRESSIVE DISORDERSIN PATIENTSWITH DIABETES
IN STUDIESUSING STANDARDIZED INSTRUMENTS (adapted from Lustman et

al (1998)
Study Indrument  Diagnogtic  Subjects Prevdence Controls  Prevaence
Criteria (n) % (n) %
Wdlsetd DIS DSM-III Types 1 96 current  Medicdly 4.4 current
(1989) and2inthe 14.4* well 6.9 lifetime
community lifetime (1353)
(154)
Weyerer  Clinicd ICD 8 Type2in  27.3* Medicdly 20.3
et d Interview the il (3250)  (medicdly
(1989) Schedule community Medicdly ill)
wdl) 10.6
(55) (122) (medicdly
wdl)
Popkinet  DIS DSM-I1I Type 10.7* First 2.9 current
al (1988) | patients (current) degree 5.9
whowere  24* ratives  lifdime(rda
candidates  (lifetime) (34) tives)
for Generd 3.1 current
pancregtic population 5.5
transplant (9543) lifetime(gen-
(75) erd
popul ation)
Robinson  Present Bedford Types 1 8.5% Medicdly 8.5%
et d State College and2ina well (130)
(1988) Examinaion  Criteria cinics
(Smilarto  (130)
RDC)

significantly greater prevalence of depression in diabetes patients vs. controls (p,0.05)






TABLE 3

PREVALENCE OF DEPRESSIVE DISORDERSIN PATIENTSWITH CANCER IN
STUDIESUSING STANDARDIZED RATING SCALESOR STRUCTURED

INTERVIEWS
Study Ingrument Diagnogic ~ Subjects Cancertype  Prevaence
criteria
Joveet d SADS-L,HCS RDC 18 outpatients  Pancrestic 50% mgjor
depression
gadric 0% mgjor
depression
Rasavi et d DIS, HDRS DSM-IIIR  128inpatients  various 8% major
depression
1990 52% adjustment
disorder/depressed
Pumb and CAPPS CAPPS 80 inpatients  vaious 4% severe
depression
Holland 1977 19%
moderate
Farber et a SCL-90 SCL-90 141 outpatients various 19%
severe, 21%
1984 moderate
Stefanek etal  BSI 126 outpatients Mixed 9% severe,
24%
1987 moderate
Kathol et d HDRS, BDI 808 Mixed 19%
depressive
1990 symptoms
Davieset d GHQ, LSSD 38inpatients  Oropharynx  48%

depressive
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1986 symptoms

(GHQ) 29%

depressive symptoms

(LSSD)

Hopwood et a

CIS DSM-III 81 outpatients  Breast 25%
depressveill-

ness or anxiety state

Goldenberg et RSCL 166 outpatients Breast Depressive
symptoms.

al 1992 32% preop
Pinder et d HADS 86 inpatients Breast 12

1993 53 inpatients symptoms




TABLE 4:

PREVALENCE OF DEPRESSIVE DISORDERSIN PATIENTSWITH COPD AND

CHRONIC LUNG DISORDERS

Study [ngrument Diagnostic Subjects Prevadence
Criteria
Lightetd 1985 BDI 45 COPD 42%
patientsin VA
dinic
Karagji 1990 SCID DSM-IIIR 50 outpatients 18% Lifetime
with steble major depression
COPD or dyshymia
TABLE 5:

EFFICACY OF ANTIDEPRESSANT TREATMENT IN PATIENTSWITH HEART
DISEASE, DIABETES, CANCER, AND COPD: CONTROLLED STUDIES

Invedtigators Sample I nterventionOutcome
Heart Disease
Veth et d 1983 24 patients post Ml or 4 week doubleblind ~ Sgnificant
CABG placebo controlled improvement in
tria IMI vs. DOX vs. HAM-D depression
placebo scores (p<.001) 8/8
ptson IMI and 7/8 pts
on Doxepin
moderately or
sgnificantly
improved
Finkd et d 1996 40 patients with 6 week prospective  73% response to
ischemic heart disease  randomized trid NOR 66% response
fo
Paroxetine vs. PAROX

Nortriptyline



Roose et al 1997

NOR

ischemic heart disease

Patients with
double blind

treatment with
PAROX vs. NOR

“+I

Week prospective 60% response to
PAROX 61 % to

Borson et al 1992

36 pats. With COPD
and magjor depression

or dysthynua

12 wk tria of NOR

NOR 77% sustained

vs. placeboimprovement in mood
vs. 12% sustained

improvement in

placebo group; 60%
improvement in

HAM-D scorein

NOR group vs. 17%
improvement in

placebo group

12 patients with
COPD and depressive
symptoms (BDI score
> 16)

6wk trid of doxepin
vs placebo sngle
group crossover
desgn

No improvement in
depressive or anxiety
symptoms with
doxepin

Costa et a 1985

73 women with
cancer and depression

4 week double blind,
placebo controlled
trid of mianserin vs.
placebo

Sonificant
improvement in
HAM_D depression
scoresin ptson
mianserin vs. placebo

Van Heeringen and
Zivkov 1996

placebo
Diabetes
1992

55 women with
nonmetastatic breast
CA

Depressed patients
with diabetes

6 wk randomized
placebo controlled
trid miansxinvs
placebo

Randomized placebo
controlled
nortriptyline vs.
placebo

Sgnificant

improvement in
HAM_D scoreswith

mianserin compared to

Improvement in
depressive symptoms
ggnificantly greater
in NOR group



compared to placebo
(p=03)
Table 5a Prevalence of Anxiety Disorder in the Medically 111
Study Instruments Medical Sample Size Panic GAD All anxiety
illness Disorder Prevalence%  disorders
Prevalence % prevalence
Sherborne et Modified DIS  Hyperten 1475 09cur 22 104cur 22 14.6 cur
a sion life life 28.0life
Diabetes 512 1.1cur 1.9cur 15.5 cur
1215life 206 life 258life
Heart 245 1.3cur 12.4 cur 17.8 cur
Stern et al Taylor Disease 63 17life 228life 27.8life 22%
1977 Manifest Acute M1
Anxiety Scale
Wellset at DIS Chronic
Medically
Derogatiset al  Interview Cancer 215 05 20
1983
Kargjgi et a SCID COPD 50 80 16.0
1990
Katon et al DIS CAD 46 6.5
1988
Tables 5b Anxiety disorders in the Community
Study Instrument Population Sample Size Panic disorder GAD Any anxiety
disorder
Regier et DIS Community 18571 0.3men 4.7 men
0.7 9.7
Kessler CIDI Community 809B Maeldcurr Mae20cur Maell8curr
etal 1994 modified Female Female Femde22.6
3.2curr 4.3 curr curr



JL

Refer ences

Ahem DK, Gorkin L, Anderson JL, et d: Biobehaviord variables and mortality or cardiac arrest
in the cardiac arrhythmia pilot sudy (CAPS). Am J Cardiol 1990; 66: 59-62

Alter CL, Cale S, Rgu M: Overcoming ecologicd barriersto integration. Primary Care Meets
Menta Hedlth, Toolsfor the 21" century 1997;35-46

Alter CL, Schindler BA, HdlisK, et d: Funding for consultation liaison services in public sector
managed care plans. The experience of the Consultation Liaison Association of Philaddphia
Psychosomatics 1997; 38(2):93-97

Alter CL: The carved-out system's view. Goetz R, Pollack D, Alter D Eds. Models of Successful
Menta Hedth Collaboration in the Public Sector. Jossey Bass, in press

AndaR, Williamson D, Jones D, Macera C, Eaker E, Glassman A et d: Depressed affect,
hopelessness, and the risk of ischemic heart disease in a cohort of US adults. Epidemiology
1993; 4. 285-294

Aromaa A, Rata-Sdo R, Reunanen A, et d: Depresson and cardiovascular diseases. Acta
Psychtr Scand Suppl 1994, 377: 77-82

Barrett JE, Barrett JA, Oxman TE, Gerber PD: The prevaence of psychiatric disordersin a
primary care practice. Arch Gen Psychiatry 1988; 45: 1100-1106

Black SA, Markides KS: Depressive Symptoms and Mortality in Older Mexican Americans.
Annds of Epidemiology 1999; 9:45-5 Blacker CVR, Clare AW: Depressive disorder in primary
care. Br JPsychiatry 1987; 150: 737751

Blumentha JS, Williams RS, Wdlace AG et d: Physologicd and psychologica variables predict
compliance to prescribed exercise thergpy in patients recovering from myocardid infarction.
Psychosom Med 1982; 44: 519-527

Blumenthd JA, Jang W, Babyak MA et d: Stress management and exercise training in cardiac
patientswith myocardid ischernia. Arch Int Med 1997; 157: 2213-2223

Borson S, McDondd GJ, Gayle T et d: Improvement in mood physica symptoms, and function
with nortriptyline for depresson in patients with chronic obstructive pulmonary disease.
Psychosomatics 1992; 33: 190-201



o

Borson S, Claypoole K, McDonadd GJ. Depression and chronic obstructive pulmonary disease:
trestment tridls. Seminarsin Clin Neuropsychiatry 1998; 3: 115-130

Bronheim, HE et d: The Academy of Psychosomatic Medicine Practice Guiddines: Psychiatric
consultation in the generd medicd setting. Psychosomatics, 1998; 39 (4)(suppl 2): S8-30

Bruce ML, Leaf PJ: Psychiatric disorders and 15-month mortdity in a community sample of
older adults. Am J Public Health 1989; 79: 7.27-730

Cain E, Kohorn E, Quinlan D, Schwartz P, Latimer K, Rogers L. Psychosocid reactions to the
diagnosis of gynecologica cancer. Obstet Gynecol 1983; 62:635-641

Cdlahan CM, Kesterson MA, Tierney WM: Associated of symptoms of depression with
diagnodtic test charges among older adults. Ann Intern Med 1997; 126: 426-432

Cardill M, et d. Decreased clinic use by chronic pain patients: response to behaviord medicine
interventions. J Clin Pain 1991;7(4):305-310

Caney RM, Rich MW, Tevelde A, Saini J, Clark K, Jaffe AS: Mgor depressive disorder in
coronary artery disease. Am J Cardiol 1987; 60: 1273-1275

Carney RM, Rich MW, Freedland KE, Saini J, TeVelde A, Smeone C et d: Mgor depressive
disorder predicts cardiac eventsin patients with coronary artery disease. Psychosom Med 1988;
50: 627-633

Carney RM, Freedland KE, Eisen SA, Rich MW, Jaffe AS: Mgor depression and medication
adherence in dderly patients with coronary artery disease. Hedlth Psychol 1995; 14: 88-90

CostaD, Mogos |, TomaT: Efficacy and safety of mianserin in the trestment of depression of
women with cancer. Acta Psychiatr Scand 1985; 72 (suppl): 85-92

Cull A, Cowie VJ, Farquharson DI, et d. Early stage cervica cancer: psychosocia and sexud
outcomes of treatment. Br J Cancer 1993; 68:1216-1220

Davies ADM, Davies C, Depo MC: Depresson and anxiety in patients undergoing diagnostic
investigations for head and neck cancers. Br J Psychiatry 1986; 149: 491-493

Depresson Guiddine Pand: Depresson in primary care: Volume 1: Detection and Diagnoss.
(AHCPR No. 03-0550) Rockville, MD, Department of Hedlth and Human Services 1993



D'Ercole A, Skodol AE, Struening E, Curtis J, Milman J Diagnogs of physicd illnessin
psychiatric patients using axis 111 and a standardized medica higtory. Hospital Community
Psychiatry 1991; 42: 395-400

Derogatis LIZ, Morrow GR, Fetting J, Penman D, Piasetsky S, Schmade AM, Henrichs M,
Carnicke CLM: The prevaence of psychiatric disorders among cancer patients. JAMA 1983;
249: 751-757

DeStefano F, Meritt RK, Anda RF, Casper ML, Eaker ED: Trends in nonfatal coronary heart
disease in the United States 1980 through 1989. Arch Intern Med 1993; 153: 2489-2494

Dwight MM, Stoudemire A: Effects of depressive disorders on coronary artery disease: a
review. Harvard Rev Psychiatry 1007; 5: 115-122

Dworkin SF, Von Korff MR, Le Resche L: Multiple pains and psychiatric disurbance: an
epidemiologic investigation. Arch Gen Psychiatry 1990; 47: 239-245

Eisenberg L: Treating depression and anxiety in primary care: closng the gap between
knowledge and practice. N Eng JMed 1992; 326: 1080-1084

Elliot AJ, Roy-Byrne PP. Mgor depressive disorder and HIV-1 infection: areview of treatment
trials. Seminars in Neuropsychiatry 1998; 3: 137-150

Endicott J. Measurement of depression in patients with cancer. Cancer 1984; 53: 2243-2248.

Endicott J, Spitzer RL: A diagnogtic interview: the Schedule for Affective Disorders and
Schizophrenia. Arch Gen Psychiatry 1978; 35: 837-844

Engstrom CP, Persson LO, Larsson S, et d. Functional status and well-being in chronic
obstructive pulmonary disease with regard to clinica parmeters and smoking: a descriptive and
comparative study. Thorax 1996;51:825-30

Evans DL, McCartney CF, Haggerty JJ J. et d: Treatment of depression in cancer patientsis
associated with better life adaptation: a pilot study. Psychosom Med 1988; 50: 72-76

Farber IM, Wenerman BH, Kuypers JA: Psychological distress in oncology patients. J
Psychosoc Onc 1985; 2: 109-118

Fawzy F, Kemeny ME, Fawzy NW: A structured psychiatric intervention for cancer patientsi|:
Changes over timein immunological measures. Arch Gen Psychiatry 1990; 47: 729-735



Fawzy H, Favzy NW, Hyun CS et d: Maignant melanoma effects of an early structured
psychiatric intervention, coping, and affective state on recurrence and survival 6 yearslater. Arch
Gen Psychiatry 1993; 50: 681-689

Feldman E, Mayou R, Hawton K et d: Psychiatric disorder in medical inpatients. Q JMed
1987; 63: 405-412

Fifer SK, Mathias SD, Patrick DL, Mazonson PD, Lubeck DP, Buesching DP: Untregted
anxiety among adult primary care patientsin a health maintenance organization. Arch Gen
Psychiatry 1994; 51: 740-750

Finke MS, Gafney A, Laghriss-Thode F et d: Randomized trid of antidepressants in patients
with ischemic heart disease. JAm Coll Cardiol 1996; 27: 186A (abstr 166)

Fox BH: A hypothesis about Spiegel et d.'s 1989 paper on psychosocia intervention and breast
cancer surviva. Psycho-oncology 1998; 7:361-70.

Frasure-Smith N, Lesperance F, Tdgic M: Depresson following myocardid infarction: impact
on 6-month surviva. JAMA 1993; 270: 1819-1825

Frasure-Smith N, Lesperance F, Tagic M: Depresson and 18-month prognos's after
myocardid infarction. Circulation 1995; 91: 999-1005

Frasure-Smith N, Lesperance F, Prince RH et d: Randomized trid of home-based psychosocial
nursing intervention for patients recovering from myocardid infarction. Lancet 1997; 350: 473
479

Gierz M, Jeste DV: Physicd comorbidity in dderly Veterans Affars patients with schizophrenia
and depresson. Amer J Geriatric Psychiatry 1993; 1: 165-170

Gil D, Hatcher S; Do antidepressants work in depression in physicd illness? Presented & the
44th Annud Mesting of the Academy of Psychosomatic Medicine, Comado, CA, November
1997

Goldenberg JA, Scott RN, Davidson PM: Psychologica morbidity in thefirst year after breast
surgery. Eur J Surg Oncol 1992; 18: 327-331

Gordon, GH, Thiery MM, Mahutte K, et d. Effect of despramine on control of ventilation and
depression scoresin patients with savere chronic obstructive pulmonary disease. Psychiatry Res
1985;15:25-32



Hance M, Carney RM, Freedland KE, Skda J. Depresson in patients with coronary hart
disease: a 12 month follow-up. Gen Hosp Psychiatry 1996; 18: 61-65

Hays RD, Wdlls KB, Sherbourne CD, Rogers W, Spritzer K: Functioning and well-being
outcomes of patients with depression compared with chronic generd medicad illnesses. Arch Gen
Psychiatry 1995; 52: 11-19

Helman CJC, Budd M, Borysenko J, et d. A study of the effectiveness of two group behaviora
medicine interventions for patients with psychosomatic complaints. Behaviora Med
1990;16:165-173

Henk HJ, Katzelnick DJ, Kobak KA, et d: Medical cods attributed to depression among
patients with a history of high medica expensesin a hedth maintenance organization. Arch Gen

Psychiat 1996,53:899-904

Hoeper EW, Nycz GR, Cleary PD, Regier DA, Goldberg ID. Estimated prevaence of RDC
menta disorder in primary care. Int JMent Health 1979; 137: 1680-1685

Holder HD, Blose BO: The reduction of hedth care costs associated with acoholism trestment; a
14 year longitudina study. Jour Studies Alcoh 1992;53:293-302

Holland JC, Romano SJ, Helligengtein JH, Tepner RG, Wilson MG. A controlled trid of
fluoxetine and desipramine in depressed women with advanced cancer.

Hopwood P, Howell A Maguire P. Screening for psychiatric morbidity in patients with advanced
breast cancer: vaidation of two saf report questionnaires. Br J Cancer 1991; 64: 353-356

Inouye SK, Carpenter PA: Precipitating factors for delirium in hospitalized elderly persons.
predictive modd and interrelationship with basdine vulnerability. JAMA 1996; 275: 852-857

Isoaho R, Keidinen T, Laippaa P, et d. Chronic obstructive pulmonary disease and symptoms
related to depression in elderly persons. Psychol Rep 1995;76:287-97

Joffee RT, Rubinow DR, Denicoff KD, Maher M, Snddar AT: Depression and carcinoma of
the pancreas. Gen Hosp Psychiatry 1986; 8: 241-245

Johnson J, Weisman MM, Klerman GL: Service utilization and socid morbidity associated with
depressive symptoms in the community JAMA 1992; 267: 1478-1483



Jones PW, Baveystock CM, Littlgohns P. Reationships between generd hedth measured with
the scknessimpact profile and respiratory symptoms, physiologica measures, and mood in
patients with chronic airflow limitation. Am Rev Respir Dis 1989;140:1538-4.3

Kaggi B, Rifkin A, Doddi Set d: The prevdence of anxiety disordersin patients with chronic
obstructive pulmonary disease. Am J Psych 1990; 147: 200-201

Kathol RG, Mutgi A, Williams J, Clamon G, Noyes R: Diagnosis of mgjor depression in cancer
patients according to four sets of criteria. Am J Psychiatry 1990; 147: 1021-1024

Kaon W, Hal ML, Russo Jet d: Chest pain: relationship of psychiatric illness to coronary
arteriographic results Am JMed 1988; 84: 1-9

Katon W, Von Korff M, Lin E et d: Digtressad high utilizers of medica caree DSM-111
diagnoses and treatment needs. Gen Hosp Psychiatry 1990; 12: 355-362

Katon W, Sullivan MD: Depresson and chronic medicd illness. J Clin Psychiatry 1990; 51
(suppl): 3-11

Katon W, Lin E, Von Korff M: Somatization: a spectrum of severity. Am J Psychiatry 1991;
148: 34-40

Katon W, Schulberg HC: Epidemiology of depresson in primary care. Gen Hosp Psychiatry
1992; 14: 237-247

Katon W, Von Korff M, Lin E, Bush T, Ormd J. Adequacy and duration of antidepressant
treatment in primary care. Med Care 1992; 30: 67-76

Katon W, Von Korff M, Lin E, et d: Collaborative management to achieve treatment guidelines.
Impact on depresson in primary care. JAMA 1995 Apr 5;273(13):1026-31

Katon W: The impact of mgjor depresson on chronic medicd illness. Gen Hosp Psychiatry
1996; 18: 215-219

Katon W, Von Korff M, Lin E, Unutzer J, Smon G, Waker E, Ludman E, Bush T: Population-
based care of depression: effective disease management Strategies to decrease prevaence. Gen
Hosp Psychiatry 1997; 19: 169-178

Kawachi |, Colditz GA, Ascherio A, Rimm EB, Giovannucci E, Stampfer MJ, Willett WC:
Prospective study of phobic anxiety and risk of coronary heart disease in men. Circulation
19944a; 89: 1992-1997



i

Kawachi 1, Sparrow D, Vokonas PS, Weiss ST, Symptoms of anxiety and risk of coronary
disease: the normative aging study. Circulation 1994b; 90: 2225-2229

Kesser RC, McGonagle KA, Zhao A, Nelson CB, Hughes M, Eshleman Set d: Lifetime and
12month prevaence of DSM-I11-R psychiatric disorders in the United States: results from the
National Comorbidity Survey. Arch Gen Psychiatry 1994; 51: 8-19

Kirmayer L, Robbins J, Dworkin M, Y &fe M: Somatization and the recognition of depression
and anxiety in primary care. Am J Psychiatry 1993; 150: 734-741

Koenig HG, George LK, Peterson BL, Pieper CF. Depresson in medicdly ill hospitdized older
adults: prevaence, characterigtics, and course of symptoms according to sSix diagnostic schemes.
Am J Psychiatry 1997; 154: 1376-1383

Kroenke K, Spitzer RL, Williams JB et d: Physicd symptoms in primary care. Predictors of
psychiatric disorders and functiond impairment. Arch Fam Med 1994; 3. 774-779

Lesko LM, Masse MJ, Holland J: Oncology In: Psychiatric Care of the Medica Petient,
Stoudemire A and Fogel B ed. 1990

Levenson J, Hamer RM, Rossiter LF: Relation of psychopathology in generd medicd inpatients
to use and cost of services. Am J Psychiatry 1990; 147: 1498-1503

Levkoff SE, Evans DA, Liptzin B, Cleary PD, Lipitz LA, Wetle TT, Relly CH, Rlgrim DM,
Schor J, Rowe J: Ddirium: the occurrence and persistence of symptoms among elderly
hospitaized patients. Arch Intern Med 1992; 152: 334-340

Light RW, Meill EJ, Despars JA et d: Prevaence of depresson and anxiety in patients with
COPD. Chest 1985; 87: 35-38

Linden W, Stossdl C, Maurice J. Psychosocid interventions for patients with coronary artery
disease ameta-andysis. Arch Intern Med 1996; 156: 745-752

Lustman PJ, Clouse RE, Carney RM: Depression and the reporting of diabetes symptoms. Intl J
Psychiatry Med 1988; 18: 295-303

Lustman PJ, Clouse RE, Freedland KE: Management of mgor depression in adults with
digbetes implications of recent clinical trids. Seminarsin Clin Neuropsychiatry 1998; 3: 102-114

Magni G, Moreschi C, Rigatti-Luchini S, Mersky H: Progpective study on the relationship
between depressive symptoms and chronic musculoskeetal pain. Pain 1994; 56: 289-297



Mayou R, Hawton K, Feldman E, et d: Psychiatric problems among medicd admissons. Int J
Psychiat Med 1991;21:71-84

Mayon R, Hawton K, Feldman E: What happens to medica patients with psychiatric disorders?
J Psychosom Res 1988; 32: 541-549

Moos RH, Brennan PL, Mertens JR: Mortality rates and predictors of mortaity among late
middle-aged and older substance abuse patients. Alcoholism 1994; 18: 187-195

Murphy E, Smith R, Lindsay J, et a: Increased mortdity ratesin late life depresson. Br J
Psychiatry 1988; 152: 347-353

Myers JK, Weisman MM, Tischler GL et d: Six month prevalence of psychiatric disordersin
three communities. Arch Gen Psychiatry 1984; 41: 959-970

Mynors-Wallace L, Gath DH, Lloyd-Thomas AR, Tomlinson D. Randomized controlled trid
comparing problem solving trestment with amitriptyline and placebo for mgjor depressionin
primary care. Br Med J 1995; 310: 441-445

Newell S, Sanson-Fisher RW; Girgis A; Bonaventura A: How well do medical oncologists
perceptions reflect their patients reported physical and psychosocid problems? Datafrom a
survey of five oncologists. Cancer 1998; 83:1640-5

Olansky SJ, Carries BA, Cassel CK: The aging of the human species. Scientific American. 1993
April: 46-52

Ormd J, Von Korff M, Van den Brink W et d: Depression, anxiety, and socid disability show
synchrony of change in primary care patients. Am J Public Hedlth 1993; 83: 385-390

Paraskevaidis E, Kitchener HC, Walker LG. Doctor-patient communication and subsequent
menta hedth in women with gynecologica cancer. Psycho-Oncology 1993; 2:195-200

Pinder KL, Ramierez M, Black E: Richards MA, Gregory WM, Rubens RD: Psychiatric
disorder in patients with advanced breast cancer: prevaence and associated festures. Eur J
Cancer 1993; 29A: 524-527

Plumb M, Holland J. Comparative studies of psychologica function in patients with advanced
cancer 11 interviewer-rated current and past psychologica symptoms. Psychosom Med 1981,
43: 243-254



(o)

Popkin MK, CdliesAL, LentsRD et d: Prevaence of mgor depresson, smple phobia, and
other psychiatric disordersin patients with long-standing type | digbetes mellitus. Arch Gen
Psychiatry 1988; 45: 64-68

Radloff LS. The CES-D scde a sf-report depression scae for research in the generd
population. Appl Psychol Measurement 1997; 1:385-401

Razavi D, Delvaux N, Bredart A, Paesmans M, Debusscher L, Bron D, Stryckmans P
Screening for psychiatric disorders in alymphoma out-patient population. Eur J Cancer 1992;
28A: 18691872

Regier DA, Boyd JH, Burke JD, Rae DS, Myers K, Kramer M, Robins LN, George LK,
Karno M, Locke BZ: One-month prevalence of mentd disordersin the United States: based on
five Epidemiologicd Catchment Areasites. Arch Gen Psychiatry 1988; 45: 977-986

Regier DA, Narrow WE, Rae DS, Manderscheid RW, Locke BZ, Goodwin FK: The de facto
US mentd and addictive disorder service system: Epidemiologic Catchment Area prospective |
year prevalence rates of disorders and services. Arch Gen Psychiatry 1993; 50: 85-94

Robbins LN, Helser JE, Croughan J, Williams JBW, Spitzer RL. The NIMH Diagnostic
Interview Schedule: Verson 111. Public Hedth Service (HSS) 1981; Publication ADM-T-42-3

Robinson N, Fuller H, Edmeades SP; Depression and diabetes. Diabetic Med 1988; 5: 268-274

Rogers RH, Wdls KB, Meredith LS et d: Outcomes for adult depressed outpatients under
prepaid or fee-for-service financing. Arch Gen Psychiatry 1993; 50: 51-525

Roose, SP; Glassman, AH; Attia, E; Woodring, S; Giardina, EG; Bigger, JT J. Cardiovascular
effects of fluoxetine in depressed patients with heart disease. Am. J Psychiaty, 1998 May,
155(5):660-5.

Roose, SP; Laghriss-Thode, F; Kennedy, JS; Nelson, JC; Bigger JT Jr; Pollock, BG; Gaffney,
A; Narayan, M; Finke, MS; McCafferty, J, Gergel,1. Comparison of paroxetine and
nortriptyline in depressed patients with ischemic heart disease. JAMA, 1998 Jan 28,
279(4):287-91.

Roose SP, Pollack B, Kennedy J, et d: Paroxetine versus nortriptyline in ischemic disease.
American Psychiatric Association Annud Meeting San Diego CA May, 1997



Rosenbaum S, Smith B, Shin P, et d: Key issues for vulnerable populations in the structure of
Medicaid managed care purchasing contracts with risk-based plans. Paper presented at
Asociation of Hedlth Service Research, Atlanta, GA, 1996

Rost K, Kashner TM, Smith RG J: Effectiveness of psychiaric intervention with somatization
disorder patients: improved outcomes at reduced costs. Gen Hosp Psychiatry 1994;16(6):381-7

Rog, K, Smith, RG Jr, Matthews DB, et d: The ddiberate misdiagnoss of magor depresson in
primary care. Arch Fam Med 1994b;3:333-337

Rovner BW, German PS, Brant LJ, et d: Depresson and mortaity in nurang homes JAMA
1991; 265: 993-996

Rutter BM: Some psychological concomitants of chronic bronchitis. Psychol Med 7: 459-464

Savador-CarullaL, Segui J, Fernandez-Cano P, et d: Costs and offset effect in panic disorders.
Brit J Psych. 1995;166(suppl 27):23-28

Saravay SM, Pallacks S, Steinbuerg MD et d: Four year follow-up of the influence of
psychologica co-morbidity on medica re-hospitalization. Am J Psychiatry 1996; 153: 397-403

Schliefer SJ, Macari-Hinson MM, Coyle DA, Sater WR, Kahn M, Gorlin R, Zucker HD: The
nature and course of depression following myocardid infarction. Arch Intern Med 1989; 149:
1785-1789

Schor JD, Levkoff SE, Lipstz LA, Relly CH, Cleary PD, Rowe JW, Evans DA: Risk factors for
delirium in hospitalized elderly. JAMA 1992; 267: 827-831

Schulberg HC, Saul M, McCdlund M, Ganguli M, Christy W, Frank R: Assessing depresson in
primary medical and psychiatric practices. Arch Gen Psychiatry 1985; 12: 1164-1170

Schulberg H, Block MR, MadoniaMJ, Scott C, Rodriguez E, Imber S, Perel Jet d: Tregting
mgor depression in primary care practice: eight-month clinical outcomes. Arch Gen Psychiatry
1996; 53: 913-919

Schulberg HC, Katon W, Smon GE, Rush AJ. Tresting Mgor Depression in Primary Care
Practice. Arch Gen Psychiatry, 1998;55:1121-1127.

Scott JC, Robertson BJ. Kaiser Colorado's cooperative Hedlth Clinic: agroup approach to
patient care. Managed Care Quar 1996;4(3):41-45



vl

Shapiro PA, Lidagogter L, Glassman AH. Depression and heart disease. Psychiatr Ann 1997,
27:347-352

Sherbourne, CD, Hays RD, Wells KB, Rogers W, Burnam MA: Prevadence of comorbid
acohoal disorder and consumption in medicaly ill and depressed patients. Arch Fam Med 1993;
2: 11421150

Sherbourne CD, Jackson CA, Meredith LS, Camp P, Wells KB: Prevalence of comorbid
anxiety disordersin primary care outpatients. Arch Fam Med 1996; 5: 27-34

Shores MM, Pascuay M, Vieth RC: Mgor depresson and heart disease: treatment trials/
Seminarsin Clin Neuropsychiatry 1998; 3: 87-101

Smon GE, Von Korff M, Barlow W: Hedlth care cogts of primary care patients with recognized
depression. Arch Gen Psychiat 1995a;52:850-856

Smon GE, Orme J, Von Korff M, et d: Hedlth care costs associated with depressive and
anxiety disordersin primary care. Am J Psychiat 1995b; 152:352-357

Simonsck EM, Wallace RB, Blazer DG, Berkman LF: Depressive symptomeatology and
hypertension assoc. morbidity and mortdityin older adults. Psychosomatic Medicine 1995; 57:4
Smith Jr. GR, Monson RA, Ray DC: Psychiatric consultation in somatization disorder: a
randomized controlled study. NEJM 1986;314:1407-1413

Smith Jr. GR, Rost K, Kashner TM: A trid of the effect of a sandardized psychiatric
consultation on hedlth outcomes and costs in sométizing patients. Arch Gen Psychiatry 1995
Mar;52(3):238-43

Spiegd D, Kraemer HC, Bloom JR et d: Effectsif psychosocid trestment on surviva of patients
with metastatic breast cancer. Lancet 1989; 14: 888-891

Spitzer RL, Williams BW, Kroenke K, Linzer M, de Gruy F, Hahn S, Brody D, Johnson J.
Utility of anew procedure for diagnosing mentd disordersin primary care: the PRIME-MD
1000 Study. JAMA 1994: 272: 1749-1756

Spitzer RL, Kroenke K, Linzer M, Hahn SR, Williams JBW, deGruy FV, Brody D, Davies M:
Hedthrdaed qudity of lifein primary care patients with mentd disorders: results from the
PRIME-MD 1000 Study. JAMA 1995; 274: 1511-1517

Stefanek ME, Derogatis LP, Shaw A: Psychological distress among oncology outpatients.

Psychosomatics 1987; 28: 530-539



vo

Stern MJ, Pascale L, Ackerman A: Life adjusment postmyocardid infarction. Arch Intern Med
1977; 137: 1680-1685

Strakowski SM, McElroy SL, Keck PW, West SA: The co-occurrence of maniawith medica
and other psychiatric disorders Intl J Psychiatry Med 1994; 24: 305-328

Sullivan M, Katon W, Russo J, Dohie R, Sakai C: A randomized trid of nortriptyline for severe
chronic tinnitus: effects on depresson, disability, and tinnitus symptoms. Arch Intern Med 1993;
153: 2251-2259

Sullivan MD, LaCroix AZ, Baum C, Grothaus LC, Katon WJ: Functiond status in coronary

artery diseaser a one year prospective study of the role of anxiety and depresson. Am JMed
1997; 103: 348-356

Surridge DHC, Williams Erdahl DL, Lawson JS et d: Psychiatric aspects of diabetes mdlitus. Br
J Psychiatry 1984; 145: 269-276

Thase ME: Effects of veulafaxine on blood pressure: ameta-analysis of origind datafrom 3744
depressed patients. J Clin Psychiatry 1998;59:502-8

Thomas RI, Cameron DJ, Fahs MC: A prospective study of delirium and prolonged hospital
stay. Arch Gen Psych 1988; 45: 937-940

ToshimaMT, Blumberg E, Ries AL, et a. Does rehabilitation reduce depresson in patients with
chronic obstructive pulmonary disease? J Cardiopulm Rehabil 1992; 12:261-9

Tsuang MT, Perkins K, Simpson JC: Physica diseases in schizophreniaand affective disorder. J
Clin Psychiatry 1983; 44: 42-46

Unutzer J, Katon W, Russo J, Smon G, Bush T, Waker E, Lin E, Von Korff M, Ludman E:
Patterns of care for depressed older adultsin alarge staff model HMO. Am J Geriatric
Psychiatry, 1999 Summer,7:235-43.

Unutzer J, Patrick DL, Simon G, et a: Depressive symptoms and the cost of hedlth servicesin
HMO patients aged 65 years and older. A 4-year prospective study. JAMA 1997 May
28;277(20):1618-23

United States Department of Health and Human Services, Public Hedlth Service, Nationa
Center for Hedth Statistics, DHHS Publication No. (PHS) 89-12232, March 1989



Van Heeringen K, Zivkov M: Pharmacological treatment of depresson in cancer patients. a
placebo-controlled study of mianserin. Br J Psychiatry 1996; 169: 440-443

Vieth RC, Raskind MA, Cadwell JH et d Cardiovascular effects of thergpeutic doses of tricyclic
antidepressants in depressed patients with chronic heart disease. N Eng JMed 1983; 306: 954-
959

Vieweg V, Pandurangi A, Levenson J, Siverman J Medical disorders in the schizophrenic
patient Intl J Psychiatry Med 1995; 25: 137-172

Von Korff M, Ormd J, Katon, W, et d: Disability and depresson among high utilizers of hedth
care alongitudina anadyss. Arch Gen Psychiat 1992;49: 91-100

Von Korf M, Shapiro S, Burke JD, Teitdbaum M, Skinner EA, German P et d: Anxiety and
depresson in aprimary care dinic. comparison of Diagnostic Interview Schedule, Generd Hedlth
Quegtionnaire, and practitioner assessments. Arch Gen Psychiatry 1987; 44: 152-156

Von Korff M, Ormd J, Katon W et a: Disability and depresson among high utilizers of hedlth
care alongitudind andyss. Arch Gen Psychiatry 1992; 49: 91-100

Waker EA, Gdfand MD, Gelfand AN, Creed F, Katon WJ: The rdationship of current
psychiatric disorder to functiond disability and distress in patients with inflammatory bowe
disease. Gen Hosp Psychiatry 1996; 18: 220-29

WidIsKB, Golding MM, Burnam MA: Psychiatric disorder in a sample of the generd population
with and without chronic medica conditions. Am J Psychiatry 1988; 145: 976-981

Wdls KB, Golding JM, Burman MA: Affective, substance use, and anxiety disorders in persons
with arthritis, diabetes, heart disease, high blood pressure, or chronic lung conditions. Gen Hosp
Psychiatry 1989; 11: 320-327

WelsKB, Burnam MA, Benjamin B, Golding JM Alcohol use and limitationsin physica
functioning in asample of the Los Angeles generd population. Alcohol and Alcoholism 1990; 25:
673-684

WEelIsKB: Depression in generd medicd settings: implications of three hedlth policy studies for
consultation-liaison psychiatry. Psychosomatics 1994; 35: 370-296

Weyerer S, Hewer W, Pfiefer-Kurda, et d: Psychiatric disorders and diabetes: results from a
community study. J Psychosomatic Res 1989; 33; 633-640



Wilkinson MJB, Barczak P. Psychiatric screening in genera practice: comparison of the generd
hedlth questionnaire and the hospita anxiety depresson scae> JR Coll Gen Pract 1998; 38:
311-3.

Zung W: A df rating depression scae. Arch Gen Psychiatry 1965; 12: 63-70



