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I ntroduction:

The U.S. Centers for Disease Control (CDC) estith#tat in 2005, 133 million people,
or almost half of all Americans, lived with at Ieasie chronic condition, such as heart disease,
various types of cancer, diabetes, chronic obsteitiing diseases, stroke, etc. The CDC also
estimates that these chronic diseases accounb%rof the nation's $2 trillion medical care
costs [1]. Health behaviors (e.g., tobacco usinghabits, sedentary lifestyle, and alcohol use)
account for a significant proportion of the reasay individuals develop chronic diseases, and
how those diseases progress [2]. Changing heatévis is therefore critical to reducing
health care costs. This policy brief highlights évdence and need for integrating behavioral
health in the primary care setting.

Background:

Most adult patients with chronic diseases are maghag primary care clinics (e.g.,
family medicine or internal medicine) [3]. Primasgre providers (i.e., physicians, physician
assistants, and nurse practitioners) provide teemajority of behavioral health care in primary
care settings [4, 5]. Although they are well teadnn physical medicine, these providers often
lack training and/or the time to advise patient® ho change their health behaviors in an
optimal manner [6, 7]. Behavior change expertshsas clinical health psychologists, who are
trained in evidence-based interventions, cambegrated in the primary car e setting with
medical providers to help patients improve thealtiethrough behavior changes [8, 9, 10].

An integrated primary care (IPC) model allows patBdo be seen in the primary care
clinic by clinical health psychologists in the samay that patients see their primary care
medical provider [8, 10-12]. Evidence-based betraVinterventions to eliminate tobacco use,
improve diet, increase physical activity and redaloehol consumption can thus be offered to a
much larger proportion of the population. Modeshgan individuals’ health-related behavior
can result in a profound public health impact whpplied broadly at the population level —
particularly in diverse populations [13].

Key Research Findings

» Itis estimated that over half of the patients segorimary care can benefit from health
behavior changes [14].

* Interventions delivered in the IPC model have b&®wn to be effective in helping
patients change the behavioral and lifestyle problerhich are known to contribute to
high levels of disease related risk factors, matpi@nd mortality [12, 15, 16, 17].

* A high degree of collaboration in an integratedrteaodel has been shown to maximize
effectiveness, reduce barriers to care and impeffi@ency as much as 200-300% in
assisting patients in achieving positive healtlcontes [18-20].

* Interventions to change health behaviors are at&fe way of reducing unnecessary
medical usage and costs.

* One study shows that medical costs of patients @itbnic diseases reduced by 20% if
these patients received IPC behavioral healthvatgions, butncreasedoy 17% to 27%
if they were treated in traditional (non-IPC) offisettings [21].
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* Another study of non-diabetic patients showed lifegtyle (behavioral) changes reduced
the incidence of diabetes by 58% compared to patigho received the placebo therapy
[22].

* One analysis of 91 studies showed that medicatatibn decreased by an average of
15.7% over baseline following behavioral interventicompared with an increase of
12.3% without behavioral intervention, and thudded an overall 28% cost return [23].
These studies included an IPC model and other haiahinterventions.

* IPC models have also been shown to be effectivapmoving adherence to medical
regimens as well as the treatment of psychologigaptoms such as major depression
and anxiety [8, 14, 24, 25].

Policy Implications:

Medicare carriers are now reimbursing for healtth behavior services, but if meaningful
public health gains are to be realized, widespeshaption of IPC models is paramount. Without
reimbursement for behavioral health services,foglel is not sustainable. Although research
clearly indicates positive cost returns for theextldervices, several policy, practice and
educational barriers have forestalled widespreagpi@ah and implementation of these models in
practice.

« As of July, 2006, only an estimated 50 private theplans were reimbursing for these
behavioral health services [26]. All private hegithns should be encouraged to
reimburse for these services.

* Insurance companies and other third-party payezd teboth include and promote
health and behavior services offered to enrollees.

« Employers need to purchase and provide health anavior benefits to their
employees for management of chronic health conditias well as mental and
psychosocial problems, with financial incentivesitoso.

* Organized labor has an opportunity to offer heatttd behavioral services through
union-based health plans. Labor organizations tssmuage employers to purchase
these benefits from third party payers.

* Physicians and other health care providers nebd educated about the benefits of
integrated primary care so that they become adesdat health and behavioral
services on behalf of their patients.

* Federal initiatives, such as the Patient CentereddPy Care Collaborative, need to
include IPC models as a critical component of dat-based approach to the financing
and delivery of healthcare services.

e The Centers for Medicare and Medicaid Serviceselbas other federal agencies need
to fund long-term projects and evaluations of IP@Jeis to demonstrate its continued
validity in providing improved care and eventualgducing healthcare costs.

*The authors of this report are: Abbie BeachamPRhAssistant Professor, Department of
Psychology, University of Colorado Denver; Floraddm, Ph.D., Professor, Department of
Psychology, Eastern Michigan University; WillianeBer, Ph.D., Associate Clinical Professor,
Director of Research, UCSD Division of Family Madie, Prabhu Ponkshe, President, Health
Matrix, Inc., and Jeffrey Goodie, Ph.D., ABPP, Asant Professor of Family Medicine,
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