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Building Primary Care Behavioral Health Systems That Work:

A Compass and Horizon



Monumental changes are in the process of re-shaping and re-engineering both the health and mental health delivery systems in the United States.  The advent of managed health care, with what many consider to be an excessive emphasis on supply side cost containment strategies, is simply a harbinger of even more fundamental change. As the health care reform process enters its second decade, two powerful industry themes are likely to emerge.  First, there will be an intense focus on developing cost and quality oriented delivery systems, in response to increasing purchaser and customer dissatisfaction with the current over emphasis on cost containment.  Second, redundancies in health care administrative and service delivery structures are likely to come under intense scrutiny, as market forces begin to favor systems that can consolidate delivery systems and capitalize on the economy of scale.  This means that not only will delivery systems merge to achieve a national marketplace identity, but also the emphasis will be on integrated services. (cf. Strosahl, 1996a, 1995, 1994a; Cummings, 1995).  Separated delivery systems will be merged as a way of reducing unnecessary administrative and infrastructure costs as well as addressing consumer preferences.  Put simply, integrated delivery systems will emerge as a key cost, quality and consumer satisfaction strategy.  


Of the opportunities presented in the era of health care reform, none is more intriguing than the potential for integrating health and behavioral health services.  As we have seen in the two prior chapters, the artificial separation of health and mental health services has had a destructive impact, not only upon the health of the general population, but also on ability of each system to contain costs (Strosahl & Sobel, 1996).   So pervasive is this growing impetus that most behavioral health companies are racing to put an integrated services product “on the shelf”.  While this is a welcome development, it also brings to mind the following Chinese saying:  “If we don’t decide where we’re going, we’re bound to end up where we’re headed.”  Once we’ve accepted the compelling data pointing to the need for a behavioral health component in primary medical care, we are left with even more daunting questions.  What exactly do we mean by integrated services?  What should delivery system planners strive for?  How will they know they have achieved it?  What service delivery models will work the best and be the least costly?  How will purchasers of integrated care products separate the “wheat from the chaff”?  While many widely discussed obstacles will need to be overcome to achieve integration (i.e., culture clash, turf issues, financing and benefit design), the most formidable and, ironically, least discussed challenge is to develop a framework for planning, implementing and evaluating integrated care products.  


At a very minimum, an acceptable framework should specify the mission of integrated services (something other than as a way to gain market share), how they should be organized to address the needs of the primary care population, the type(s) of services that need to be delivered and how to evaluate specific integrated service programs both for delivery system coherency and potential population impact.  Any successful framework should tell us what is required for full integration of systems.  Much like a compass and a horizon, the behavioral health industry desperately needs a long term direction, a set of mileposts, and a specific mechanism for finding its way.  Otherwise, “we’re bound to end up where we’re headed” and, if the result is anything like that which has occurred in public relations nightmare of Generation One managed care, we will surely wish we had directed the integration movement differently.


The purpose of this chapter is to provide the reader with an overall framework that addresses the important dimensions involved in developing and evaluating integrated service programs.   First, a population based care framework will be introduced to help articulate the mission of integrated services. Two required, complementary integration models will be described which can satisfy the requirements of population based care approach.  Next, the reader will be exposed to the primary mental health care model as a specific approach to integrated services that has established clinical efficacy, produces high levels of customer and provider satisfaction, and can be implemented with a minimum of additional resources.  Finally, the reader will be offered a framework for evaluating various integration products, many creative examples of which are presented in subsequent chapters. 

Dilemmas in Developing Integrated Delivery Systems

From a service delivery planning perspective, the task of building integrated behavioral health and primary care systems involves identifying and overcoming some major conceptual and logistical hurdles.  Taken collectively, the nature of these hurdles demand that behavioral health planners think “out of the box” to be successful.

Re-engineering, Not Reshaping
     The core dilemma is best exemplified in population morbidity data reported by the Epidemiological Catchments Area study (Narrow et. al., 1993; Regier et. al., 1993) and largely replicated in the National Co-morbidity Study (Kessler et. al., 1994)  These large epidemiological studies have revealed not only an astoundingly high annual onset rate of mental disorders (18%), but also have demonstrated that 50% of all care for patients with mental disorders is delivered solely by general medical practitioners.  Equally intriguing is that 50% of all patients with diagnosed mental disorders seek no formal care at all.  However, other service utilization studies suggest that 70-80% of the general population will make at least one primary care visit annually.  The conclusion is that approximately 65-70% of patients with mental disorders are cycling through the general medical sector, whether they are recognized and treated or not.  These patients, as a rule, do not seek specialty mental health care to address their behavioral health needs.  Note, in addition, that these data speak only to patients with diagnosable mental disorders; there is an equally large population of patients with psychosocial stresses and sub-threshold symptom complaints circulating in primary care ( Von Korff & Simon, 1996; Von Korff, Shapiro & Burke, 1987).  In toto, psychosocial distress and mental disorders are the basis for 70% of all primary care visits.  The service planning implication is that many more patients with mental disorders and psychological problems will need services in an integrated system.  The capacity of this system would need to twice that of the current mental health specialty system.

Current Service Delivery Models Won’t Work  


Obviously, the increased volume of eligible patients in primary care would require an enormous expansion in the supply of mental health providers, if integrated services are delivered in a specialty mental health model of care   Simply re-locating existing mental health providers in primary care clinics and delivering traditional psychotherapy or medication services would completely outstrip the available behavioral health resources in this country.  In this era of shrinking behavioral health resources, this seems highly unlikely to occur.  Without some type of fundamental paradigm shift, we will be forced to implement isolated and unconnected services that have market appeal but little real impact in the lives of most primary care patients.

Incompatible Missions

Simply put, the mission of specialty mental health systems to a significant degree is inconsistent with the mission of primary health care (e.g., Strosahl, 1996a, 1996b).  Whereas primary care providers are responsible for the health of an entire population and operate from a public health perspective, mental health providers typically attend only to the needs of patients who have already developed problems.  Consequently, there are profound differences in perspective, how work is organized and in the primary strategies that are employed to attend to health and/or mental health needs.  This fact has implications for what types of behavioral health services will be acceptable to primary care providers and patients alike.  It also raises important questions about the ability of mental health providers, trained in a specialty “office practice” model of care, to adapt to the realities of primary care medicine. 

The Needs of the Primary Care Population Are Heterogeneous

Regardless of how well conceived, no single integrated behavioral health program can address the needs of all primary care patients.  There are not only patients with mental disorders in primary care, but also a large group with psychosocial stresses, chronic disease burden, care-giving burden, social disenfranchisement and so on.  The obvious implication is that different models of care need to be integrated to address this diverse set of needs, yet in a way that does not breed redundant administrative/program costs. 

Population Based Care:  A Framework for Health and Behavioral Health Integration


In this author’s opinion, the population based care perspective provides an enormously flexible and powerful framework for sorting through and resolving the key issues in building an integrated delivery system that works.  Population based care is based in a public health view of service delivery planning.  In this perspective, the service “mission” is not just to address the needs of the “sick” patient, but to think about similar patients in the population who may be at risk, or who are sick and do not seek care. A few examples of typical population based service planning questions will illustrate this point:  What percentage of the population has conditions like this?  How many seek care?  Where do they seek care?  Are there variations in the way care is being provided for patients like this that result in differential clinical outcomes?  Can we prevent the condition from occurring in patient’s who have similar risk factors?


When developing a framework for developing integrated behavioral health services, the same approach can be used.  For example, what types of behavioral health service needs exist in the population of patients served by this primary care team?  What type of service delivery structure will allow maximum penetration into the whole population?  What types of interventions will work with the “common causes” of psychological distress?  What secondary, and more elaborate, interventions are appropriate for a primary care setting?  At what level of complexity is a patient better treated in specialty mental health care?  These are pivotal service delivery planning questions.


Figures 1 and 2 provide two different perspectives on population based service planning.  Figure 1 illustrates the types of behavioral health “need” within a hypothetical primary care population.  These estimates are based upon recent studies examining the prevalence of mental disorders and psychological distress in primary care patients (Spitzer et. al., 1994; Von Kopf, Shapiro & Burke, 1987). Each piece of the “pie” represents a potential programmatic need, ranging from general psychosocial services to more specialized treatment pathways.  As can be seen, when one begins to calculate the number of primary care patients with behavioral health service needs, the task of building a comprehensive system of integrated care seems formidable indeed.  Figure 2 looks at population based planning as a function of the source of service, with a hypothetical population of 300, 000 primary care patients, of whom 4-5% will have diagnosable major depression at any given time, again based upon available research data (Simon, Von Kopf & Barlow, 1995).  Note that behavioral health services delivered in mental health clinics constitute a relatively small proportion of the total service volume.  The obvious planning conclusion is that for integrated care to succeed, service capacity in primary care (and associated staffing patterns) may need to double of specialty mental health delivery sites.
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As we shall discuss later, this capacity demand can be met either by shifting more mental health staff into primary care and/or developing a model of care that can address a larger number of service needs, without a dramatic increase in personnel.

Horizontal and Vertical Integration:  Two Templates for Integrative Primary Care

The population based care framework also suggests that there are two different, complementary approaches to addressing the behavioral health needs of the primary care population.  As can be seen in Figure 3,  horizontal integration is the platform upon which all other forms of integrated behavioral health care reside, because most members of the primary care population can benefit from a behavioral health services delivered from a
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Generalist service delivery model.  A distinguishing feature of horizontal integration is that it “casts a wide net” in terms of who is eligible.  From a population based care perspective, the goal is to enroll as many patients as possible into brief, general psychosocial services.  Traditional primary care medicine is largely based upon the horizontal integration approach.  The goal is to “tend the flock” by providing a large volume of general health care services, none of which are highly specialized.  Patients who truly require specialized expertise are usually referred into medical specialties.  Similarly, patients with behavioral health needs can be exposed to non-specialized services; those that truly require specialty care are referred into the specialty mental health system.


Vertical integration involves providing targeted, more specialized behavioral health services to a well defined, circumscribed group of primary care patients, such as patients with major depression.  This is a major contemporary development in primary care medicine, i.e., the use of a “critical pathway”, “clinical roadmap” or “best practices” approach.  Targets for vertical integration are usually high frequency and/or high cost patient populations such as depression, panic disorder and chemical dependency and certain groups of high medical utilizers.  With respect to frequency, a complaint that is represented frequently in the population (like depression) is a good candidate for a special process of care.  With respect to cost, some rare conditions are so costly that they require a special system of care, for example, patients with chronic behavioral health problems. A good example of this type of problem involves patients with Acquired Immune Deficiency Syndrome (AIDS). In the behavioral health arena, high utilizers of medical care, by definition, are a small but costly group that often is the targets of vertical integration programs (Strosahl & Sobel, 1996).

Primary Mental Health Care:  A Model of Integrated Care
     Elsewhere, I have elaborated a primary mental health care model of integrative primary health care (Strosahl, 1996a, 1996b, 1994b, Quirk et. al., 1995).  This model of behavioral health care is consistent with the philosophy, service goals and health care strategies of primary care medicine.  It is also capable of addressing the increased service demands likely to be encountered in a fully integrated behavioral health system.  This approach involves providing direct consultative services to primary care providers and engaging in temporary co-management (with the primary care provider) of patients who require more concentrated services, but nevertheless can be managed in primary care.   Both consultative and condensed specialty treatment services are delivered as a “first line” intervention for primary care patients who have behavioral health needs.  If a patient fails to respond to this level of intervention, or obviously needs specialized treatment, the patient is referred on to the specialty mental health system (Strosahl, 1994b). Consistent with the service philosophy of primary care, the goal of primary mental health is to detect and address the broad spectrum of behavioral health needs among the primary care cohort, with the aims of early identification, quick resolution, long term prevention and “wellness”.  Most importantly, primary mental health is designed to support the ongoing behavioral health interventions of the primary care provider.  There is no attempt to take charge of the patient’s care, as is true in specialty mental health. The focus of consultation is on resolving problems within the primary care service context.  In this sense, the behavioral health provider is a key member of the primary care team, functioning much like the consultative internal medicine specialist.  Consultation visits are brief (15-30 minutes), limited in number (1-3 visits), and are provided in the primary care practice area, structured so that the patient views meeting with the behavioral health consultant as a routine primary care service.  The referring primary care provider (physician, PA, ARNP, nurse) is the chief “customer” of the service and, at all times, remains in charge of the patient’s care.  

 Levels of Primary Mental Health Care
      As will be discussed in the next chapter, primary mental health services also exist on a “levels of care” continuum, which addresses different levels of need within the primary care population.  Generally, levels of primary mental health care are built to correspond to a) the level of complexity of the problem and b) the proportion of the primary care population that will “penetrate” the service. Most patients will receive participate in behavioral health consultation which, as was described earlier, is based in the horizontal integration approach.  Patients with more complicated behavioral health needs will receive services in “critical pathways”, based in the vertical integration approach.  Both approaches are required to fully enable an integrated delivery system.


The foundation of an integrated delivery system is the general behavioral health consultation, which has a “see all comers” program philosophy.  Primary care providers are encouraged to refer any patient for any reason to on-site behavioral health consultants, who have a set consultation schedule that is utilized only by the primary care team.  Most patients in a primary care cohort are best served in the general consultation service delivery model.  Even when critical pathways do not exist, most patients who ordinarily would be eligible for such pathways (i.e., depression, panic disorder) can still benefit from consultative intervention. A secondary goal is to raise the skill level of the referring providers so that, over time, “routine” problems are handled within the forum of the medical visit.  Again, if it is not possible to infuse primary care with a swarm of new mental health providers, the obvious goal of an integrated behavioral health service is to use existing primary care providers and to make them more effective interventionists.  Eventually, these providers may be able to handle routine behavioral health and medication needs with very little consultative assistance.


The specialty consultation level of primary mental health care is for patients with chronic psychosocial and/or physical problems who need longer term management by the primary care team, in consultation with the behavioral health specialist. Commonly, this service is needed by patients with personality disorders, chronic pain/disability issues, or adjustment/compliance issues involving a chronic medical illness.  The program is delivered in the consultative service model, but visits with the behavioral health consultant are less frequent and spread out over time.  The goal of this service is to help the primary care team efficiently manage the patient’s health and behavioral health care needs.


This integrated program service level is designed for high frequency primary care populations such as major depression.  It involves using highly condensed, specialized medication and or behavioral treatment packages that are tailored for the fast work pace of primary care.  The intent is to treat the condition in a temporary co-management partnership with the primary care provider. To achieve this end, the consultant and primary care provider co-manage the patient using a structured program of care.  More behavioral health visits may occur in integrated services than is true in general consultation (4-6 30 minute visits), although the emphasis is the same: patient education, self management skills, compliance with medication and intervention feedback for the primary care provider. An excellent example this service is the Integrated Care Program  For Depression, in which a primary care provider and behavioral health consultant work together in a structured program which uses medication and/or cognitive behavioral treatment for patients with syndrome depressions or depressive symptoms secondary to life stresses/transitions (Robinson, 1996; Robinson, Wischman & Del Vento, 1996). Research indicates that, when applied to depressed primary care patients, the integrated care approach produces superior clinical outcomes, better medication compliance, better management of side effects, more satisfied patients and more satisfied primary health care providers (Katon et. al, 1996; Robinson et. al., 1996a). 

Mileposts in Developing and Evaluating Integrated Care Products

While the opportunities involved in integrative care are endless, there are many potential barriers to achieving the best system architecture in this rapidly growing area.  As has been discussed, the most important obstacle is the lack of a widely accepted framework that would propel the development of industry standards regarding integration products.  Currently, programs as diverse as off site classes for high utilizers of health care, conducting conjoint therapy visits with physicians in training, or offering health improvement programs to any interested patient, are viewed as examples of integrated care products.    The point here is not to belittle these efforts or the individual creativity which breeds them, but rather to suggest that there is currently no established method for determining whether an integrated service program meets even minimal product standards.    Purchasers and consumers of integrated behavioral health services need a set of standards upon which to evaluate the desirability of the product.  Table One presents key product characteristics that, from a population based care framework, are required for optimally integrated behavioral health primary care systems. In general, the main “mileposts” revolve around three core issues:  Co-location of services, building services that address the full spectrum of need and consistency with the mission of primary care.  Almost any integration product can be understood and evaluated using these three parameters and, as is suggested in Table 1, this allows the purchaser/consumer to “grade” integrated service products.


On site services is a critical component of a desirable integrated care system.  In this author’s opinion, the most effective integrated services involve having a behavioral health specialist on site, practicing in the medical cluster as a part of the primary care team.   Unfortunately, this design requirement is frequently ignored or overlooked, as both behavioral health and primary care executives are put off by the potential costs of providing on-site staff.  Many behavioral health “carve out” and “carve in” companies may have to go to a mixed model and have a staff component that provides integrated services in primary care.  This will not be popular, but it should be an industry requirement.


Many behavioral health companies now offer on demand phone consultation to primary care providers.  While this is a nice gesture, emergency consultative services have little impact on overall integration of routine behavioral health and primary care services and do little to raise the skill level of primary care health providers with respect to the thousands of routine psychosocial interventions that are employed in daily practice of primary health care.  The most effective vehicle for touching the lives of thousands of primary care patients remains the on site consultant, who is a member of the primary care team and has a weekly presence in the medical practice area.  Enough consultation time is needed to guarantee acceptable access for newly referred patients, generally within five days of referral. This requires between 2-4 hours weekly consultation time for every 1000 primary care patients, depending upon the characteristics of the population.  A final caveat is that co-location of services does not in itself guarantee an integrative service philosophy, but it is a critical first step.


A second critical parameter is that the integrated service program shows evidence of both evaluating and addressing the full spectrum of behavioral health needs within the primary care population.  This requires the development of both horizontal and vertical integration programs, which are systematically interlaced.  When resources are limited, it is possible to use the population based planning framework to determine which vertical programs (critical pathways) are likely to have the largest impact on the population.  Similarly, adopting a horizontal integration strategy in the form of a widely available general consultation program makes sense when the goal is to offer limited behavioral health services to a large proportion of the primary care population.


The main point here is that “integrated” behavioral health programs that tackle a small segment of the primary care population, no matter how appealing the social philosophy, simply do not “make the grade” in the larger picture of integrative system planning.  Often, the marketing for such programs provides cost offset data (we saved $81,000) or patient enrollment data (3200 patients have completed this lifestyle class) as a way of promoting the product.  However, the background context is missing in terms of the percent of the total primary care population that is being served or the total primary care budget for that system.  Without these comparison points, there is no way to really evaluate whether the program meets the population based care standards already described.     


In terms of developing industry standards, fully integrated systems should show evidence of delivering behavioral health services to 30% or more of the primary care population annually, using a combination of critical pathways and general behavioral health consultation services.  While this figure seems high by specialty mental health standards, where annual penetration rates hover between 3-7%, it is important to remember that the annual penetration of primary care medical services is between 70-80%.   Further, since the estimated behavioral health need in the primary care population is 70%, a 30% standard means that only half of the patients with probable need are entered into services.  As integrative primary care systems mature, it is highly likely that this standard will be increased in a way that parallels our service expectations regarding childhood immunizations, breast cancer screening and so forth.


The degree to which behavioral health services are consistent with the philosophies, goals and strategies of primary care is a subtle but powerful determinant of successful integration.  For example, many systems have placed psychotherapists on site in primary care clinics, to provide specialty mental health care to physician referred patients.  Physicians may receive intake reports, copies of session notes and may even participate in a conjoint session, when the occasion demands it.  All parties will readily agree that collaboration between mental health and primary care providers is good, but is this an example of a model of care that is consistent with the primary care mission?  In reality, this type of approach is little more than opening a mental health specialty service in a primary care clinic.  Responsibility for care shifts to the mental health provider, who fundamentally is seen as a treating specialist by the primary care team.  Because of the decade’s long segregation of mental health and primary care services, it is tempting to see such attributes as co-location or collaboration as sure signs that integrated care is occurring.  If we use the philosophies, goals and strategies of primary care as the yardstick, co-location and collaboration are necessary, but not sufficient to yield integrative care.


In fully integrated systems, behavioral health is not a specialty service, but is a routine component of medical care.  A patient is just as likely to see a behavioral health consultant as s/he is to see a registered nurse during an appointment.  The behavioral health provider is part of the primary care team, not part of a specialty mental health group located in the same professional office complex.  The cost of primary mental health care is absorbed as a part of the patient’s medical benefit.  Accordingly, it is billed as a medical service, similar to laboratory, pharmacy or nursing support services.  At the level of medical service provision, behavioral health occupies a leading role in evidence based practice algorithms.  The patient with recurrent Tachycardia is never referred to a cardiologist without first being evaluated for panic disorder.  The patient who experiences a major life stress such as divorce, death of parent or recently diagnosed chronic illness is sent to the behavioral health consultant for prophylactic stress management and coping skills planning.  Goals generated in consultation become part of the patients general medical record and strategies are reinforced during all routine health care visits.  The patient with recurrent major depression, who recovers in response to integrated care provided by the behavioral health consultant and health care provider, forms a relapse prevention plan that involves participation by the nurse, physician and consultant. It is discussed during the primary care team meeting and becomes a part of the patient’s priority health care objectives.  There are many other examples of how the missions of primary care and behavioral health can be “seamlessly” integrated.  Most importantly, the behavioral health provider functions as part of a system of medical care, and adopts both the goals and strategies of primary health care.  The advantages of such a system are obvious:  better coordination of care, better clinical outcomes, reduced medical practice costs and increased customer satisfaction.  Perhaps most important, such a system would give primary care and behavioral health providers the opportunity to learn from each other so that the mind-body schism is forever sealed. 

Summary


In this chapter, the reader has been exposed to both a horizon and a compass.  The horizon is a vision of integrated behavioral health primary care services that is based upon systematic population based planning and a set of theoretically complementary approaches to integration.  The vision ultimately involves melding primary health and mental health into a “seamless” system that shares basic philosophies of care.  The compass is designed to help us stay on track, at a time when the path to success is not clear.  As we develop the first generation of integrated primary care behavioral health services, it is important to have mileposts to tell us whether we are journeying in the right direction.  As a foil to the Chinese saying used earlier, we want to pick where we’re headed, so that when we reach there, there is where we want to be.
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Table 1.

Parameters for evaluating integrated primary care behavioral health programs

	Dimension
	Inadequate Grade
	Passing Grade
	Superior Grade

	Program Planning Approach
	No research or public health basis, little connection to health care delivery system objectives, no assessment of priority behavioral health needs in resource planning
	Uses some research and public health concepts; system design uses “stand alone” programs that only partially address priority needs, resources to favorite programs, rather than established needs
	Population based care planning framework, priority behavioral health needs addressed first in resource allocations; needs determined on basis of systematic assessments of whole population

	Integration Models Employed
	Isolated effort, no system commitment to critical pathways or general behavioral health services
	System uses either critical pathway or general behavioral health services approach
	System employs both critical pathways and general behavioral health services in a coherent fashion

	Predicted Population Impact
	Low impact on both health costs and behavioral health of the primary care population; services isolated to a small segment of population, cost returns small relative to total health care budget
	Some population impact possible; however it is limited to a specific segment of primary care population or service density is to light to address existing needs in a particular area; modest cost returns possible
	High population impact; services target high areas of behavioral health need; service density great enough to service a variety of behavioral health needs; large cost returns possible because of multiple population targets

	Service Location 
	Off-site services or programs for physician referred patients, notes and reports forwarded to physicians/ pcp providers; phone consultation with off-site specialist offered to cover emergencies
	On-site services delivered in a space separate from medical practice area, often a “mental health wing”,  collaboration may occur between providers; emergency coverage is treated as specialty service 


	On-site services delivered within medical practice area as part of general health care process; emergency coverage part of daily health care

	Service Philosophy
	Behavioral health constructed as a specialty service; service goal is to treat patient by delivering mental health specialty services; physicians kept informed at “arms length”
	Behavioral  health viewed as a specialty, practiced in collaboration with physicians, goal is to resolve patient problems via delivery of specialty mental health treatment
	Behavioral health part of primary medical care; both services integrated in primary care team; goals consistent with primary mental health care; goal is to increase impact of behavioral health interventions by primary care providers 

	Service Characteristics
	Behavioral health delivered in 50 minute hour or in classes/groups led by behavioral health providers, who take responsibility for care “at arms length” from primary care provider; perceived by provider and patient as a separate specialty service; service length varies dependent on diagnosis
	Behavioral health  offered in “collaborative care” model; may involve physician as part of specialty care; behavioral health provider still “in charge of patient’s care; seen as “specialist” by physician & patient; 50 minute hour still dominant approach; service length varies depending on diagnosis
	Behavioral health delivered in consultative model; physician remains in charge; visit pattern designed to integrate activities of both providers; behavioral health provider seen by patient as an adjunct to primary care team; service length short by program design

	Service Penetration
	10% or less due to small target population, time intensive delivery model
	10% or more; program design permits greater patient volume, but still limited by specialty oriented model
	30% or more; program capacity great due to consultative, structured services
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