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The passage of the Affordable Care Act (ACA) accelerated the
development and implementation of innovative models along
the range of opportunities for integration, from improving
treatment of mental health conditions in general medical
settings to addressing the general medical conditions that
lead to early mortality in populations with serious mental
illnesses in mental health settings. Of major concern is that
60% of patients with a psychiatric diagnosis do not receive
any form of treatment, and over half of those who do will get
their care in a general medical setting. Unfortunately, in primary care settings, only 13% of the mental health care delivered
is considered to be “minimally adequate” (1). In addition, the
presence of a psychiatric diagnosis can increase the overall
costs of health care by two or three times, leading to the
conclusion that signiﬁcant cost savings within the health care
system can be achieved by adequately addressing mental health
and general medical conditions concurrently (2). The shortage
of a sufﬁcient psychiatric workforce to address these needs,
coupled with forces such as stigma that deter engagement in
treatment, has led to the call for psychiatrists to work with other
professions to develop new delivery models to provide effective
care to the greatest number of people possible.
“Integrated behavioral health care” has been deﬁned as
follows by the Agency for Healthcare Research and Quality (3):
The care a patient experiences as a result of a team of primary
care and behavioral health clinicians, working together with
patients and families, using a systematic and cost-effective
approach to provide patient-centered care for a deﬁned
population.

The collaborative care model originated in the early
work of Wayne Katon and colleagues at the University of
Washington, who were looking for new ways to assist primary
care providers in the diagnosis and treatment of mental disorders by providing psychiatric consultation in the primary
care setting (4). In the 1990s, Jürgen Unützer piloted the Improving Mood—Promoting Access to Collaborative Treatment (IMPACT) trial (5), adding elements of the chronic care
model (6), including care managers and population-based
tools, for the treatment of depression in adults age 60 and
over. The IMPACT trial, the largest study of this model ever
completed, demonstrated a 50% greater improvement in
depression treatment outcomes in the intervention group

compared with the usual care group, with signiﬁcant patient
(5) and primary care provider (7) satisfaction. Although not
included in the original study, a recent survey of psychiatrists working in integrated care settings also demonstrated
satisfaction working in this model (10). In addition, 4 years
after the completion of the IMPACT trial, a study found a
signiﬁcant reduction in overall health care costs in the intervention group (8), demonstrating that the IMPACT model
can meet the goals of the “triple aim” in health care: improved
outcomes, reduced costs, and patient satisfaction (9).
Replications of the IMPACT trial for the treatment of
depression, referred to now as the collaborative care model,
have been conducted, and more than 80 trials have demonstrated its effectiveness in a wide range of age groups,
ethnic populations, and payer sources (11–13). An evidence
base utilizing this model for the treatment of other mental
health conditions is being developed, including good results
for the treatment of anxiety disorders (14) and emerging data
for other conditions. Experimentation with varying ways to
deliver collaborative care has also been tested, primarily in
rural areas where telemedicine can extend services to remote
locations, and in a study by Fortney et al. (15), telemedicinebased collaborative care provided at a medical center demonstrated better outcomes than a practice-based intervention.
In the area of child and adolescent psychiatry, an even more
limited specialty resource, pediatric access lines provide
services consisting of televideo for care management and
psychiatric consultation to primary care settings (16). Lastly,
Katon and colleagues (17) applied the model to the treatment
of depression, diabetes, and coronary heart disease in a multicondition collaborative care trial called TEAMcare and demonstrated improvement in all conditions, an important outcome
for patient-centered medical homes and other primary care
treatment settings.
Widespread implementation of collaborative care has
been hampered by siloed funding streams and lack of mechanisms to reimburse providers for indirect patient care,
most of which is not billable in the current fee-for-service
environment. This includes aspects of the model such as nonface-to-face contacts between the mental health provider—
often referred to as a behavior health provider or care
manager, usually trained in social work, psychology, or
nursing—and the patient, curbside consultation between the
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A Patient Being Treated in a Primary Care Clinic Receives Collaborative Care Treatment for
Hypertension and Depression
“Ms. N” is a 52-year-old divorced woman who receives
With this initial presentation, the psychiatrist proroutine treatment in a primary care clinic that recently
ceeds to gather additional information, ﬁrst asking the
initiated the collaborative care model for all adult patients.
behavioral health provider if the patient’s medical record
She has diagnoses of hypertension, obesity, and major
contains a recent thyroid-stimulating hormone level (it
depressive disorder. Her current prescriptions include
does: the patient’s level was normal 2 months ago) and if
10 mg/day of citalopram and 10 mg/day of lisinopril.
there is any history of trauma, and she asks for further
She comes in for her scheduled appointment and receives
details on the patient’s substance use. At this point, the
behavioral health screening in addition to measurement
psychiatrist and the behavioral health provider feel
of vital signs before being taken to the examination room.
conﬁdent with the diagnosis of major depressive disorder,
She has a score of 18 on the Patient Health Questionnaire–9
and they keep alcohol use disorder in the differential, with
(PHQ) (an elevated score; she denies suicidal ideation
the increase in the patient’s drinking in response to her
on question 9), a score of 6 on the 7-item Generalized
recent problems and no previous history of overuse. They
Anxiety Disorder scale (GAD) (normal), and a score of 4
decide that brief therapeutic interventions, including
on the 3-item consumption version of the Alcohol Use
problem solving therapy and behavioral activation, might
Disorders Identiﬁcation Test (AUDIT-C) (elevated). She
be helpful in addition to providing education on the use of
reports to the medical assistant that she is feeling more
alcohol while depressed and while taking antidepressants.
depressed and that she recently stopped taking the citThe behavioral health provider enters the initial PHQ
alopram because it made her feel nauseous. Her blood
score of 18 into the registry.
pressure is 132/95. Other vital signs are normal with the
With the available information, the behavioral health
exception of a body mass index of 32.
provider ﬁnds the primary care provider in the clinic and
When the primary care provider enters the room, Ms. N
transfers the psychiatrist’s call. The psychiatrist suggests
becomes tearful. The behavioral health provider is called
trying another selective serotonin reuptake inhibitor
into the examination room to assist the primary care
(SSRI), such as sertraline or ﬂuoxetine, for the depression
provider in evaluating the patient, and the primary care
since this patient has only had one antidepressant in this
provider leaves to see the next patient. The behavioral
class before; she brieﬂy describes the rationale for this
health provider gathers further history about Ms. N’s
approach. The primary care provider is more comfortable
symptoms and alcohol use, as well her past treatment, which
with prescribing ﬂuoxetine than sertraline and asks the
included a prescription for bupropion, which made her feel
consultant for a titration strategy. They discuss the pos“worse.” The primary care provider and the behavioral
sibility of nausea as a side effect of SSRIs in some patients,
health provider decide that a trial of another antidepressant
noting, however, that eating something before taking the
is warranted. The primary care provider is unsure what
medication may reduce this problem and that nausea will
medication to try next, given the patient’s history of side
not necessarily recur when a patient tries a different SSRI.
effects, and decides to get a psychiatric consultation.
They also discuss a possible next step of trying a serotonin
The psychiatrist receives a call from the behavioral
and norepinephrine reuptake inhibitor if the ﬂuoxetine is
health provider requesting a consultation for the patient,
not helpful, given that this patient had an unpleasant
who is still in the primary care clinic. The behavioral
experience with bupropion in the past. The call ends with
health provider relays the information that has been
the psychiatrist encouraging the primary care provider to
collected, including the patient’s PHQ and GAD scores.
call back as needed.
She also reports the AUDIT-C score and adds that the
In the clinic, the primary care provider and behavioral
patient has been drinking two to three glasses of wine
health provider discuss the plan, and the primary care
each night for the past month, an increase from the one
provider decides to start ﬂuoxetine at 10 mg/day, with
glass she usually drinks. She describes recent stressors,
instructions to increase the dosage to 20 mg/day after
including an argument with her daughter and ongoing
1 week. The patient is reminded to make sure that she has
ﬁnancial concerns, and she reports that the patient is
something to eat before taking this medication, and she is
somewhat isolated, with few friends and little contact
told that although some nausea could occur initially with
with her family. Ms. N works at a local convenience store
ﬂuoxetine, if it does, it will most likely resolve. The beand struggles daily with depression and irritability. She
havioral health provider teaches the patient a deep
denies feeling suicidal but has a history of one attempt
breathing exercise to help her relax when she is feeling
at age 13. She does not report any symptoms of mania
overwhelmed and makes a plan with the patient to start
and knows of no family history of bipolar disorder. She is
swimming after work, which she reported she used to do
having some trouble staying asleep.
and found it helpful with her stress and controlling her
continued
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weight. The patient acknowledges that she knows she
feels worse when she drinks alcohol and says she will try
to reduce her consumption. The behavioral health provider works with her on identifying strategies she can use
when she feels the urge to drink alcohol and educates her
on safe drinking limits for women.
The following week, Ms. N returns to see the behavioral health provider for a 30-minute appointment, during
which they continue to utilize a behavioral activation
approach. Her PHQ score is now 14. She started the
ﬂuoxetine and reports that she has not had any nausea
with the initial dosage and will increase to 20 mg the
following day, per instructions. She has been to the
swimming pool once since the last appointment and felt
that it was helpful. She sets a goal to go at least twice in the
coming week. The behavioral health provider works
with her on problem solving the relationship with her
daughter. Her drinking has decreased to one glass of wine
two to three nights a week. She plans to see the behavioral
health provider on a weekly basis to continue working
toward the goals of reducing symptoms of depression,
becoming more physically active, and reducing her alcohol consumption.
At the monthly caseload review meeting, the behavioral health provider reports to the psychiatric consultant

psychiatric consultant, primary care provider, and behavioral
health provider, and time to complete caseload-focused registry reviews. New funding mechanisms being tested in many
states as a part of the ACA, such as bundled payments, case
rates, and global capitation, must succeed in ﬁnding equitable
ways to reimburse for this model for it to remain viable.
CORE PRINCIPLES OF EFFECTIVE
COLLABORATIVE CARE
A group of experts convened by the Advancing Integrated
Mental Health Solutions Center developed a consensus on
the essential features of the collaborative care model. The
discussion crystallized the ideas into ﬁve core principles,
which are summarized in Table 1.
THE COLLABORATIVE CARE TEAM
The core members of the team include primary care providers,
behavioral health providers, and psychiatric consultants
(psychiatric nurse practitioners and physician assistants ﬁll
this role in some settings). The behavioral health provider is
located in the primary care clinic with the primary care
provider, utilizing screening tools and patient concerns to
identify patients in need of mental health interventions. It is
essential that behavioral health providers ﬁt well into the fastpaced environment of primary care with a willingness to be
Am J Psychiatry 172:8, August 2015

that the patient is doing better. Her PHQ score is now 12
and she is only drinking a couple of glasses of wine a week.
The behavioral health provider reports that the patient
kept two appointments with her for brief interventions
and missed the last one because of work. The behavioral
health provider was able to reach her by telephone, and
the patient stated that she was gradually feeling better.
The PHQ was administered over the telephone, and her
score was 12. Her primary care provider increased her
lisinopril dosage to 20 mg/day for continued elevated
blood pressure, and the behavioral health provider has
coached her on the beneﬁts of exercise in helping maintain
a healthy blood pressure and weight. The psychiatrist
suggests continuing the ﬂuoxetine at 20 mg/day for at
least 6 weeks and increasing it to 40 mg/day if the
patient’s PHQ score remains elevated. The behavioral
health provider will continue to offer 30-minute brief
interventions, up to 10 visits if needed. The patient is
prioritized in the registry to receive close follow-up,
since her PHQ score of 12 remains elevated (the target is
a score ,5), and her progress will be assessed at the
subsequent caseload review meetings. Repeated measurement and changes in treatment, including referral to
specialty behavioral health services if warranted, will be
continued until goals are met.

interrupted and provide brief interventions (in contrast to
traditional psychotherapies). Their skill set includes evidencebased brief interventions proven to work in the primary care
setting, such as motivational interviewing, behavioral activation, and problem solving therapy. Flexibility, tenacity, an
outgoing personality, and strong clinical skills are essential.
Preferably via a “warm hand-off,” the primary care provider
introduces the patient to the behavioral health provider during
the course of the primary care appointment, and the behavioral
health provider then engages the patient and begins the
assessment and treatment process. The team follows a
“stepped care” approach that allows for immediate and
appropriate treatment to be provided in the clinic without
having to resort to referral to specialty mental health
services unless this need is identiﬁed. This reserves higher
levels of care for patients who are not improving or who have
a more complicated presentation (18). Tools such as the Patient
Health Questionnaire–9 (PHQ) (19), the 7-item Generalized
Anxiety Disorder scale (GAD) (20), and the Alcohol Use Disorders Identiﬁcation Test (AUDIT) (21) are commonly used,
and the PHQ and GAD can be used for tracking progress in
addition to screening. Over the course of treatment, the team
reﬁnes the diagnosis and provides medication adjustments,
brief behavioral interventions, and education. Adjusting
treatment, including referral to specialty mental health care
if needed, continues until treatment targets are met. The
interactions of the team are illustrated in Figure 1.
ajp.psychiatryonline.org
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TABLE 1. Five Core Principles of Effective Collaborative Carea

Overall responsibility for the care of the patient remains with the primary care provider,
and the consultant psychiatric provider does
not order medications or additional tests and
typically does not build a caseload of patients
to follow on a routine basis.
Indirect consultation (also referred to as
Population-based care
informal or “curbside” consultation) is the
most frequent activity of psychiatrists working
on these teams. It involves providing advice
without directly evaluating patients, and it is
critical to the extension of psychiatric expertise
to more people in need. One primary goal of the
consultation is to provide information immeMeasurement-based treatment
diately, so that the treatment can move forward
to target
at the time of the primary care appointment.
This requires a willingness to be interrupted
Evidence-based care
or return a call (or text or e-mail), ideally
within an hour or at speciﬁed times during
the day. Most consultation requests are for
pharmacologic recommendations, followed
by diagnostic clariﬁcation, and then recomAccountable care
mendations for other forms of treatment (10).
Consultations typically take 3–5 minutes (personal communication from J. Kern, December
a
From the Advancing Integrated Mental Health Solutions (AIMS) Center (http://aims.uw.edu/
2014, based on unpublished data from 4,838
collaborative-care/principles-collaborative-care).
consultations) and cover a broad range of topics. The most common questions, by diagnostic
category, have to do with mood, anxiety, and substance use
THE PSYCHIATRIST’S ROLES IN THE
disorders (10).
COLLABORATIVE CARE MODEL
Often the primary care provider will have the behavioral
The psychiatrist is a vital member of the collaborative care
health provider make the call to the psychiatric consultant,
utilizing the behavioral health provider as a conduit for inteam. The roles of the psychiatrist are both speciﬁc and ﬂuid,
formation and mental health expertise in synthesizing the
with opportunities to address clinical breadth as well as
information being relayed. The psychiatric consultant usually
clinical depth in approaches to treatment. The psychiatrist
plays several roles as a member of the team, including condoes not document these brief consultations, and the primary
sultant (both direct and indirect) and educator, and he or she
care provider and behavioral health provider may or may not
provides clinical and team leadership, including serving as
do so, depending on their practice preference. The psychiatric
a champion of the model. Some of the attributes of successful
consultant gathers additional information from the primary
psychiatric consultants include being ﬂexible, team oriented,
care provider and behavioral health provider to help the team
conﬁrm a diagnosis or develop a provisional diagnosis and
and willing to tolerate interruptions, and enjoying educating
initiate a treatment plan. Because providing consultation for
others. Hiring someone without these characteristics can be
patients who have not been directly evaluated and making
detrimental to the process; it is fair to say that this work is not
for everyone.
recommendations through a series of approximations may
The infrequent use of direct consultation (also referred to
cause some uncertainty, more seasoned clinicians with a greater
as formal consultation) in this model is one of its key features,
depth of expertise may ﬁnd this work more suitable than clipromoting the extension of psychiatric expertise by allowing
nicians with less experience. However, working with residents
psychiatrists to utilize their face-to-face time (whether in
to hone these skills is important, since much of the excitement
around practicing in integrated care settings is coming from the
person or via televideo) for only those patients who are not
newly minted psychiatric workforce.
improving and providing indirect consultation (see below)
Consultation requests cover a broad range of age groups
during the rest of the treatment process. In the original
IMPACT trial, only 5%27% of patients required direct
and diagnoses, and it is important for the consultant psychiatrist
evaluation by the psychiatrist (5). These direct evaluations
to be prepared to provide recommendations in a variety of areas.
usually involve one or two visits with the psychiatrist, who
This often requires stretching one’s scope of practice to encomprovides a written summary of suggestions for the primary
pass areas in which one may have less familiarity and comfort.
care provider and behavioral health provider to consider.
Additional course work and consultation with colleagues in other
Patient-centered team care
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The care is patient-centered and provided by
prepared, proactive teams using shared care
plans that incorporate patient goals. Teams
consist at a minimum of primary care providers,
behavioral health providers, and psychiatric
consultants who work to engage and treat
patients using the collaborative care process.
Patient populations are deﬁned in advance and
then screened, tracked in databases (referred
to as registries), and carefully followed for
adherence and response to treatment.
Caseloads are regularly reviewed for progress
toward goals, and patients who are not
improving receive further recommendations
to enhance outcomes.
From initial screening to regularly scheduled
rescreening, care is measured with standard
tools and treatment is adjusted for patients who
are not improving until preset goals are met.
Treatments with reliable evidence are used in
patient care, including evidence-based brief
interventions proven to work in the primary care
setting, psychopharmacology, and ﬁdelity to the
collaborative care model itself.
Adherence to the above principles allows
providers using the collaborative care model to
be held accountable to health care systems for
costs and quality outcomes.
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psychiatric specialty areas may FIGURE 1. The Collaborative Care Team Interactionsa
be needed, in addition to refreshing one’s knowledge of
general medical conditions,
Primary care
to be more conversant with
provider
primary care providers. An
New Roles
example of this is a family
medicine physician calling
Care
Psychiatric
a consultant psychiatrist, who
Patient
manager
consultant
is trained in adult psychiatry,
with a question regarding
treatment recommendations
Additional Clinic
Other
Resources
for a child. Rather than debehavioral
health
clining a consultation because
clinicians
of a lack of formal training
Outside Resources
in child and adolescent psychiatry, one reasonable course
Substance treatment, vocational rehabilitation,
Infrequent interaction
of action for the psychiatrist
community mental health center,
Frequent interaction
would be to inform the priother community resources
mary care provider that he or
she will research the issue and a Note that “care manager” and “behavioral health provider” are used interchangeably in the model. Reprinted with
permission from the Advancing Integrated Mental Health Solutions (AIMS) Center. Copyright 2015, University of
call back. A desired outcome
Washington.
of this process of indirect consultation is developing the capacity of the primary care provider to recognize patterns of
Psychiatrists often have liability concerns about providcare in treating mental health conditions. As competency
ing consultation for patients they have not directly evaluated.
and conﬁdence build, the consultant psychiatrist will begin
There are two things to consider in the provision of indirect
to notice the primary care providers and behavioral health
consultation: 1) establishment of a doctor-patient relationship
providers begin to ask more difﬁcult questions as they learn
and 2) the nature of the administrative relationship between
to apply knowledge gained from the process of repeated
the providers. As for the ﬁrst, historically, in many states,
consultations for similar clinical situations. In addition, the
indirect consultation usually does not attain the threshold
trust that develops between the team members as they gain
required in establishing a doctor-patient relationship, a step
conﬁdence in each other’s areas of expertise and in their
necessary in determining whether there is a duty to a patient in
ability to apply what they have learned leads to fewer calls to
a malpractice situation. As for the second, care is being delivered
the consultant psychiatrist over time.
by different providers, which establishes a form of “split treatIt is unclear what constitutes a successful consultation
ment” familiar to psychiatrists. A supervisory relationship with
experience, but several key factors are highlighted in
the behavioral health provider or primary care provider, which is
Table 2. The items in the category “build mutual trust and
infrequent in these models, has the highest form of liability, since
rapport” are considered to be some of the unspoken rules in
they report to the psychiatrist, who is then responsible for the
the consultation process, and developing mutual respect and
oversight of the care they deliver. More frequently, the retrust is crucial. Failure of the psychiatric consultant to
lationship is seen as consultative, with each party practicing
adhere to them can lead to an unpleasant and unhelpful
independently. This form of split treatment traditionally carries
experience for other members of the team (22). This is
the least liability. It is important to have the primary care provider
important to consider, as historically psychiatrists have been
remain in charge of all patient care, including ordering mediperceived by primary care providers as being unavailable (23)
cations and any additional testing. The advice given by the
and perhaps unwilling (24) to provide consultation. The
consulting psychiatrist may or may not be implemented by the
process of indirect consultation not only builds the capacity of
primary care provider or behavioral health provider and is rarely
the behavioral health provider and the primary care prodocumented by the consultant in the patient’s medical record.
vider to treat mental health conditions but also promotes
Comprehensive guidance on this topic may be found in an APA
the development of trusting relationships between all team
resource document published in 2014 (25).
members. This is important, as primary care providers are
Caseload-focused registry review is another form of indirect
being asked to step out of their comfort zone and provide care
consultation and a necessary component of this populationthat is typically considered more within the scope of psybased care model to allow the leveraging of psychiatric exchiatric practice, and trusting the consultant to be there and
pertise to larger populations. Behavioral health providers or
guide them through the process is an important feature in the
other designated staff enter patient information into a datasuccess of the model.
base, referred to as a registry, that includes results of screening
Am J Psychiatry 172:8, August 2015
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TABLE 2. Key Components of Indirect Consultationa

include medication adjustments, changes in
behavioral approaches, scheduling a face-toface patient visit with the psychiatrist, or referral to a higher level of specialty mental
health care. In addition to individual patient
recommendations, aggregate data from the
Determine provisional diagnosis
registry can be utilized in many ways, including
determining whether there are speciﬁc areas
that need more focus or areas of success that
warrant dissemination. Pooled data is necesOffer concise feedback and suggestions
sary if an organization is being reimbursed for
the services rendered based on outcomes or
other quality measures.
Education is an important aspect of the
consultant psychiatrist’s duties, and it occurs
in most interactions with the intent to build
the capacity of the team members to treat
Next steps and “if-then” scenarios
mental health conditions. As such, every
consultation request should be viewed as an
opportunity to teach. The primary care proEducational component
vider and behavioral health provider are
looking for information and guidance, and
providing a brief explanation of why a speciﬁc
a
recommendation was made goes a long way
The author acknowledges Erika Ryst, M.D., Barry Sarvet, M.D., Read Sulik, M.D., and Robert Hilt,
M.D., for their contributions to this list and discussion at the 2014 annual meeting of the American
toward this goal and helps them gain conﬁAcademy of Child and Adolescent Psychiatry, San Diego, Oct. 20–25, 2014, during the work shop
dence in their skills. More formal education on
“Collaboration With Primary Care: Developing Clinical Skills and Overcoming System Challenges.”
speciﬁc topics is usually welcome and can
be provided over a meal or at other speciﬁed
TABLE 3. Some Cultural Differences Between Primary Care and Behavioral Health
times. Sharing journal articles and joint atEnvironmentsa
tendance at meetings can also be helpful.
Primary Care Environment
Behavioral Health Environment
Regardless of how the information is obtained,
an important aspect of retaining knowledge is
Flexible boundaries
Firm boundaries
the ever-present availability of the consultant
“Customer service”
Professional neutrality when necessary
Open access and communication
Mutual accountability for access to
psychiatrist to reinforce the didactics through
provider
actual patient care experiences. It is important
Shifting roles
Consistent roles
to appreciate that the psychiatrist is also
Schedule is ﬂexible
Schedule is ﬁxed
a learner in this process, with much to gain
Continuity over time
Treat and “close the chart,” “terminate
from the knowledge and experience of the
care”
Use of clinical guidelines
Individual treatment planning
other members of the team.
Data can be shared
Data is private
Leadership opportunities exist for all memTreatment relies on external data
Treatment is in the relationship with
bers
of the team, and psychiatrists are especially
(lab, X-ray)
provider
suited
to ﬁll this role. Sharing a background
Disease management
Recovery model and meaningful lives
of medical education with the primary care
“Fix it” for the patient
Assist in the change process
a
providers and expertise in treating psychiModiﬁed from Raney L, Lasky G, Scott C: The collaborative care team in action, in Integrated Care:
Working at the Interface of Primary Care and Behavioral Health. Edited by Raney LE. Washington,
atric disorders with the behavioral health
DC, American Psychiatric Publishing, 2015, pp. 17–41. Reprinted with permission.
providers, psychiatrists can help mitigate
problems that occur as a result of cultural
and tracking tools (such as the PHQ and the GAD), medications
differences between the systems of care. The environprescribed, current mental health treatment, follow-up conments are quite different (Table 3) and can lead to differing
tacts, and other data deemed necessary by the team. On
expectations of team members and approaches to patient
a regularly scheduled basis, often every 2–4 weeks, depending
care. Anticipating difﬁculties beforehand can lead to less
on the size of the caseload, the behavioral health provider and
frustration and should be the norm. Resistance to the
psychiatric consultant review the registry, focusing attention
model by team members who may initially be reluctant to
on the patients who are not improving and discussing options
change their familiar approach to care is a common barrier,
to intensify or “step up” their care. Twenty or more patients
but negotiable by the perceptive psychiatrist trained in
may be reviewed in an hour, and recommendations might
group dynamics and expertise in behavior change. Buy-in
Build mutual trust and rapport
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Welcoming tone—“How can I help you?”
Be readily accessible
Offer praise for things well done
Avoid critical statements
Be respectful
Determine chief complaint quickly
Assess provider comfort level and abilities
Gather additional pertinent information
Discuss differential diagnosis and make
provisional diagnosis to move forward
Respect time constraints—both parties are
busy
Evidence-based pharmacologic and
nonpharmacologic suggestions; titration
plan if needed
Avoid excessive psychiatric jargon
Recommend measurement/screening
tools
Tailor advice to local resources
Alternative strategies if plan A doesn’t work
Summarize plan before ending the call
Encourage provider to call back if needed
Tactfully embedded in the consultation
Build provider’s conﬁdence and capacity to
manage psychiatric disorders
Brief—less than a minute usually
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from all team members, including administrative, nursing,
and other staff, is essential, and “champions” within any of
these areas can spark enthusiasm and make the system work
more efﬁciently. An interesting multisite study (26) highlighted the effects that these intangible differences can
have. All sites received the same training and postimplementation support, and they had similar patient characteristics, but they demonstrated remarkably different
outcomes, presumably as a result of these other inﬂuences.
The role of the consulting psychiatrist is crucial to the
team’s success. One study (27) demonstrated that having
an “engaged psychiatrist” had signiﬁcant inﬂuence in
patients reaching remission. While other examples of
integrated care exist, it is the inclusion of psychiatric
expertise and adherence to the guiding principles of the
collaborative care model that can lead to more effective
treatment (28).

SUMMARY AND CONCLUSIONS
Each team member has a clear role on the collaborative care
team, and the psychiatrist needs to be available to provide
consultation and guidance in a readily accessible manner.
Indirect consultation with primary care providers and behavioral health providers is a crucial part of the system of
care, and key elements such as developing mutual respect and
trust must be adhered to. Psychiatrists can prepare for
working in integrated care environments by establishing
collegial relationships with primary care providers and improving their general medical knowledge and the treatment
of common mental health presentations in the primary care
setting. Cultural differences between primary care and
mental health care need to be well understood, and active
monitoring of the team dynamics is an important role psychiatrists can play.
Integrating primary care and mental health provides new
opportunities and challenges for psychiatrists. Understanding
the fundamentals of the process allows a sophisticated application of psychiatric skills, already in short supply, to be
leveraged across larger populations of patients. To meet this
challenge, psychiatrists will need to be competent in their roles
and be prepared to provide leadership as teams navigate these
new relationships.
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