
Chapter 2
Primary Care Is the De Facto Mental Health 
System

Rodger Kessler and Dale Stafford

This chapter is a review of the research literature that suggests that primary care is the 
de facto behavioral health services and care system. It will summarize and reiterate 
the following points that have been made in the research literature for many years:

● Most patients with psychological problems are seen in nonpsychiatric medical 
settings

● Many medical presentations contain significant psychological comorbidity. 
Strosahl and Robinson point out in Chap. 8 that presentations that are for specific 
psychological or substance abuse issues are infrequent. More often, psychological 
issues are found to be part of acute medical issues, such as sleeping problems, 
headache or gastrointestinal problems, as well as complex chronic medical 
conditions such as diabetes, cardiac conditions or pain.

● The costs of untreated or inadequately treated behavioral problems include lack 
of medical improvement, decreased compliance with medical treatment and 
overserviced and underserved patients.1

● There are multiple clinical, administrative and financial barriers to effective 
psychological care in medicine and medical settings.

● The most effective response to these issues is developing medical-psychological 
collaborative care models in primary care practices. There is ample reason to 
think that this will produce the holy grail of medicine—better care and higher 
levels of patient-centered involvement, resulting in better health status and 
reduced need and demand for medical resources.2

Patients with Behavioral Health Problems are Primarily Seen 
in Primary and Specialty Medical Care

For over 25 years there has been a robust literature suggesting that when patients have 
psychological or behavioral problems they will turn almost exclusively to the primary 
care medical office, not to traditional mental health and substance abuse services for 
care;3 hence the conclusion that primary care is the de facto mental health system.
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Patients with psychological problems are most likely to receive medical services 
related to such problems solely in primary care medical settings.4–5 It has been 
demonstrated that 43 to 60% of patients with psychological problems are solely 
treated in primary medicine, while 17 to 20% of patients with psychological prob-
lems are treated in the specialty mental health system.6–7

At any given time in primary care, there is a prevalence of psychiatric disorders 
of 21 to 26%.8–9 For patients with chronic medical disorders the rates for hospital-
ized medical inpatients are triple the community rates of comorbidity.8

Depression, anxiety, panic, somatization and substance abuse are the most fre-
quently encountered diagnostic presentations.10–11 Eighty percent of people who 
come to primary care because of psychological and social distress present with 
physical symptoms.3, 12 Most often there is no identifiable organic cause for the 
somatic complaints that are presented and half of patients presenting to a primary 
care office will be found to have no medical illness, while almost a third will 
present with multiple unexplainable symptoms.13–15

In these settings psychological and behavioral problems are often undetected,11, 

16–17 resulting in infrequent use of evidence-based treatments and suboptimal 
management.16, 18 Treatment rates for the psychological diagnostic categories most 
frequently seen in primary care are generally poor.19 Among medical inpatients, 
formal diagnosis is made in only 11% of cases, depression was accurately diagnosed 
in 14 to 50% of cases and alcohol-related disorders were accurately diagnosed only 
in 5 to 50% of cases.20

Pharmacology is the most common treatment intervention for psychological 
disorders. When pharmacologic treatment of behavioral disorders is initiated, less 
than half of all patients remain on the medication for a therapeutically indicated 
period of time.21–22 Coyne et al.23 note that with focused efforts to detect comor-
bidties, a quarter to a third of primary care patients will screen positive and 18 to 
30% of those positively screened will meet the criteria for diagnosis. For those 
patients diagnosed with psychological or behavioral comorbidity, treatment initia-
tion is very low.23–24

Many Medical Presentations Have Psychological Dimensions

Psychological factors influence physiological functioning and in some situations 
appear to determine the course and utilization of medical care. Twenty percent to 
50% of patients are not adherent to medical treatment recommendations.25 Patients 
who are treated for mental health related problems use significantly more medical 
services than patients who are not so treated26 and untreated psychological comor-
bidity is a predictor of decreased medication compliance.27

The problem is particularly severe for patients with chronic medical disorders. 
Over 20 years ago, the Medical Outcome Study noted medical-behavioral comor-
bidity in any chronic medical condition of 65%. In 2002, United Health Care, as 
part of the Goal Focused Treatment and Outcome Study, observed that 40% of the 
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1,859 patients treated for depression also displayed at least one chronic medical 
condition.28 Recently, findings from the Star*D (sequenced treatment of alternatives 
to relieve depression) suggest that in both cohorts of over 4,000 patients, total 
depressive comorbidity with medical illness was about 50%.29

Psychological distress increases with the number of medical comorbidities that 
are present.30 When there is a psychological comorbidity along with a chronic 
medical condition, significantly more impaired functioning and worse health status 
are reported.31–33 Heart disease, chronic lung disease, diabetes, cancer, chronic pain, 
sleep disorders, stroke and arthritis are the most frequently cited disorders associ-
ated with psychological comorbidity.33–37 The World Health Organization’s World 
Health Survey was recently completed by over 245,000 patients. The results sug-
gested that depression causes the greatest decrement in health when compared with 
angina, arthritis, asthma or diabetes, and that the comorbid state of depression with 
any of the chronic diseases alone worsens health more than depression alone, or 
with any combination of the chronic diseases.38

Major depression is a risk factor for the development of cardiac disease in 
healthy patients and for adverse cardiac outcomes in patients with heart disease. 
Depression is present in 20% of outpatients with cardiac disease and a third of 
patients with congestive heart failure.39 In patients with congestive heart failure, for 
example, there have been reports of comorbid depression rates from 11 to 25% in 
outpatients and from 35 to 70% in inpatients.40 Depressed patients who have a 
myocardial infarction or a stroke have higher mortality rates.41–42 Recently an analy-
sis of 17 studies of cardiac disease depressive comorbidity found that depression 
after a cardiac event was associated with a threefold increase in cardiac mortality.43 
The risks for depressive cardiac comorbidity are twice as high for women under 60 
years of age as they are for women older than 60.44 In addition, there has been a 
recent finding that use of antidepressant medication in patients with heart failure 
was associated with increased likelihood of death or cardiovascular hospitalization, 
limiting pharmacologic treatment for depression as an option.45So for such patients, 
nonpharmacologic psychological treatments are that much more important.

Patients with chronic obstructive pulmonary disease (COPD) have a comorbid-
ity with depression that is almost 45% and is associated with longer hospital stays, 
increased symptoms and poorer functioning.46 There is a high prevalence of adults 
with arthritis and depression. When there is such a comorbidity, treatment compli-
ance is worse, and there is poorer general health, greater disability and increased 
pain reports.47–48 There have also been reports suggesting that the presence of 
depression comorbid with sleep-related breathing disorders.49

Considerable attention has been paid to psychological comorbidity with diabe-
tes. Depression rates for patients with diabetes are twice as high as those for other 
primary care patients, with rates of 15 to 30% reported.37 Because depression is 
associated with hyperlipidemia and heart failure, there is increased risk of cardiac 
events among patients with diabetes.37 When there is behavioral comorbidity, there 
is a poorer illness course,50–51 particularly if there are multiple diabetic complica-
tions.52 The greater the level of measured depression, the worse the adherence to 
medical treatments.53 Panic is frequently comorbid with diabetes, and when panic 
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disorder is present, there is also a high frequency of comorbidity with depression.54 
Older adults with history of depressive symptoms were more likely to develop dia-
betes, and the association is not fully explained by risk factors for diabetes.55 
Depressive comorbidity is associated with higher A1c levels,56 and higher mortal-
ity.51, 57 In addition, it appears that when women are diagnosed with type 2 diabetes, 
there is both a higher risk of their children developing diabetes58 and a higher inci-
dence of depression in their offspring.59

There Are Costs of Untreated or Inadequately Treated 
Psychological Problems

It has long been established that patients with psychological comorbidities have 
more costly health care. This is only partially explained by their medical conditions.60–61 
The majority of these costs were for general medical services and medications, not 
behavioral health services.62 There is a large amount of research that suggests 
patients with behavioral and medical comorbidties have 30 to 100% higher non-mental-
health utilization of health care resources.61, 63

For example, in one investigation Simon et al.61 found that the annual health 
costs of depressed patients are $4,246 compared with $2,371 for nondepressed 
patients. Controlling for morbidity, depressed patients utilize three times the 
amount of health care services, incur twice the medical costs, and make seven 
times the number of visits to the emergency room.61 Depression associated with 
diabetes produces 50 to 75% increases in health care costs.64 Untreated psycho-
logical conditions result in poorer physical health, less effective medical treatment 
and higher mortality rates. This is in addition to the increased utilization of serv-
ices and increased costs of medical services already discussed.65–66 In some sam-
ples, almost 20% of primary care patients have been assessed with an anxiety 
disorder.11 When anxiety disorders are comorbid with asthma, there is triple the 
hospitalization rate.17 Such findings suggest a patient population that is overserv-
iced and underserved.1

High utilizers of medical services have high frequencies of psychological dis-
tress.67 Conversely, patients with a chronic medical illness who are high utilizers of 
medical services have a high prevalence of comorbid psychological disorders. 
Affective, somatization and anxiety disorders are the most frequent comorbid 
conditions.68

The prevalence of psychiatric disorders amongst high utilizers of medical serv-
ices reveals rates of somatization disorder and anxiety disorders over 20% and 
panic disorder over 10%.68 The top 10% of medical services utilizers account for 
25% of all primary care visits, 52% of specialty visits, 40% of hospital days and 
26% of all prescriptions written.67 High utilizers of health care had 3 times as many 
office visits, diagnoses and medications; and had 8 times as many hospital admis-
sions.69 Katon et al.67 have further observed that the top 10% of primary care 
patients use more services than the lowest 50%.
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We are therefore left with a large patient population whose often unrecognized 
and untreated psychological comorbidities worsen health status and contribute to 
significantly greater utilization and cost of medical services.

There Are Multiple Clinical, Administrative and Financial 
Barriers to Effective Psychological Care in Medical Settings

There are multiple clinical and systems barriers that limit effective psychological 
and behavioral care for those patients that need it.70 It is still rare for psychologists 
and other behavioral health practitioners to practice within medical settings.71 One 
barrier is the lack of appropriately trained, on-site behavioral health clinicians. 
When referrals are made to clinicians outside of the medical office, patients rarely 
follow through and participate in off-site treatment.24, 72–73 Studies show 50 to 90% 
of referrals made to out-of-the-office mental health practitioners result in no 
appointment being made.74–75

Historically, it has been referral to specialty care off of the primary care site that 
has dealt with further evaluation and treatment of complex, chronic medical prob-
lems. Such a model has not been effective in dealing with psychological and psychi-
atric problems. It is also not the usual practice to have “specialty medical services” 
being provided as part of usual care. This has begun to change a bit. Within the last 
15 years, the chronic care model has been the subject of substantial medical atten-
tion.76 Such a model identifies that chronic medical problems require ongoing, often 
interdisciplinary care. It also suggests that since psychosocial issues often interfere 
with optimal patient participation and compliance with medical care, there is a need 
to adopt behavior change as a focus of care. Unfortunately, such efforts have not 
often included assessing and treating the underlying psychological issues that limit 
effective adaptation and coping. Without that attention, behavior change has proved 
elusive.77 Even more recently, there has been a focus on applying the chronic disease 
model to depression. Unfortunately, the lack of focus on significant psychological 
involvement in the model reinforces mental health issues being carved out from 
other medical issues. This, then, limits the effectiveness of the intervention.

As any primary care physician trying to find psychological assistance for their 
patients knows too well, most psychological care has been carved out to managed 
care. Since managed care focuses on cost savings within given patient populations, 
it has focused on limiting access to and supply of services for short-term cost sav-
ings. There is no incentive to use behavioral health to assist in the reduction of the 
need and demand for medical services, even though untreated comorbidities are the 
demonstrable cost drivers. Managed care incursion into medicine adds to carve-out 
costs, so there is no motivation to assist patient behavioral health care in physicians’ 
practices. Neither is there motivation to develop procedures and funding streams to 
assist development of medical-behavioral collaboration.

This and other reasons have resulted in increased difficulty for physicians 
accessing already difficult to access psychological services and a natural reluctance 
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to take on yet another, time-consuming task. This is part of the reason why behav-
ioral health services have consistently been identified by physicians as being more 
difficult to access than any other specialty.78–79 Mental health referral had the low-
est percentage of specialty referral in a survey of family physicians’ referral deci-
sions, with a rate of 4.2% of all referrals made in a sample of 2,534 referrals.80 
Over half of primary care physicians sampled reported problems arranging outpa-
tient behavioral health care.78

On the behavioral health side, there has only been limited attention to working 
within nonpsychiatric medicine. Most psychologists and other providers are not on 
the staff of community and regional hospitals. They generally do not participate in 
the settings and tasks in which medical practitioners get to know each other and 
each other’s practice, or work together planning the delivery of health care. Because 
psychologists and behavioral health practitioners have functioned as autonomous 
practitioners, there is a limited knowledge of how primary care operates, the skills 
necessary to function in that setting and what is expected of them.81–82

This situation is compounded by behavioral health practitioners having a limited 
embracing of the empirically supported treatments whose applications have been 
demonstrated as effective in medicine. Despite lengthy evidence supporting guide-
line-based care for behavioral disorders in primary care, such treatments remain the 
exception, rather than the rule.83 The emerging culture of medicine includes a 
strong focus on evidence-based treatments. Until psychological and behavioral 
treatments address the importance of evidence-based support, there is a risk of their 
continuing to be viewed by primary care providers as a black hole, with no relation 
to medicine as practiced.84 Also, many physicians are uneducated as to the types of 
available behavioral health practitioners, their skill sets and the types of psycho-
logical treatments appropriate for a particular patient and problem.

On the other hand, there is ample reason to think that the most effective response 
to these issues is improving collaborative medical-psychological care delivered 
within primary care practices. There is consistent evidence that supports the effi-
cacy of evidence-based psychological interventions as part of the treatment of 
medical issues.12, 85–86 Some studies have demonstrated the effectiveness of such 
interventions in the primary care office.65 Collaborative care models have been 
demonstrated to be more effective than consult-liaison models of care87 and have 
lowered costs while providing effective clinical outcomes.65, 88

Treating medical-psychological comorbidities has been the subject of a robust 
literature suggesting that specific behavioral health treatments are clinically, and 
potentially, cost-effective. Such psychological treatments of medical problems have 
demonstrated reduction of hospitalizations and rehospitaliztions, physician visits, 
emergency room use, levels of pain, analgesic medication costs, disability claims, 
mortality and medical costs and enhanced quality of life.89–93

Kripilani et al.25 reviewed 37 controlled trials evaluating medication compliance 
and clinical outcomes in patients with chronic medical conditions from 1967 to 
2004. The findings suggested that adherence increased most consistently with 
behavioral interventions. Such interventions have generally focused on enhancing 
self-management and self-efficacy, reducing psychophysiological arousal, altering 
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behavior patterns, stress management and enhancing social support.91 Chiles et al.94 
found most dramatic treatment effects to be behavioral medicine interventions that 
provided psychoeducational interventions that assisted coping.

Evidence-supported programs to effectively treat behavioral health issues in primary 
care have been consistently demonstrated.83, 95–96 Recently, Gilbody et al.97 reviewed 37 
randomized studies of collaborative care for depression, including over 12,000 patients. 
The analysis suggested that depressive outcomes improved consistently, mostly owing 
to increased medication compliance. In 11 of the studies, gains were maintained up to 
5 years. Availability of psychiatric supervision and increased level of training of behav-
ioral health clinicians were also factors influencing better outcomes.

When depression is effectively treated there is a general decrease in use of medi-
cal services98,–99 This is also the case for the successful depression treatment of dia-
betic patients57 resulting in health care cost reductions between $379 and $952 per 
patient over the course of 2 years.100 Those who may benefit most from collabora-
tive care of both diabetic and behavioral health comorbidities are those patients 
with multiple diabetic complications.57

Cognitive and behavioral interventions have been demonstrated to be effective 
in treating behavioral comorbidities that include physical symptoms.96, 101 In addi-
tion, the inclusion of cognitive behavioral therapy (CBT) as part of diabetic care is 
associated with improved hemoglobin A1c levels.102 When effective depression 
treatment is provided, COPD outcomes have improved.46 CBT has also been effec-
tive in treating high medical expense somatization disorder.103 Multidisciplinary 
assessment and intervention with frequent attendees at primary care clinics has 
demonstrated increased physician satisfaction and reduced the overall costs of 
medical care by almost 75% the year after the intervention.104 Patients who have 
substance abuse who are treated within the primary care office with collaborative medical 
and behavioral health care have both improvement in the substance abuse disorder 
and show per-member reductions in medical costs of between $431.12 and 
$200.03.92 Combined behavioral interventions for patients with alcohol dependence 
were demonstrated to have as good outcomes as that with naltrexone and better 
outcomes than that with acamprosate (Campral).105

Collaborative approaches involving both medical and behavioral practitioners 
have been generating more support.106–107 Colocation of behavioral health has been 
shown to improve collaboration. In one survey of 162 primary care physicians, 
there was cotreatment in some form about 30% of the time.108 Recent data show two 
beneficial outcomes from referring to psychological services within a primary care 
office. Appointments are kept at rates often over 90%,72 much higher rates than 
have been previously reported. Secondly, there is better compliance with prescribed 
medication.109

Physicians appear to be ready to have active collaborative care relationships with 
behavioral health clinicians and in some cases prefer to have behavioral health serv-
ices as part of their practice.71, 73, 110 Williams et al.73 have reported on a survey of pri-
mary care physicians showing that just over 60% of respondents would prefer to have 
behavioral health practitioners as part of their practice. If there is the opportunity for 
collaborative care, physicians select it as an  intervention strategy more often than 
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other available referral options.111 There also appears to be patient preference for 
treatment of behavioral health issues in a primary care setting.110

Despite such data, it is clear that the existence and effectiveness of empirically 
validated psychological treatments is a necessary, but insufficient element to move 
systems towards selecting collaborative models of care. A model must be supported 
in which such treatments are delivered within the primary care office

Casciani112 suggests that there are differences that distinguish primary care behav-
ioral health services from practice by traditional behavioral health clinicians. He sug-
gests that in primary care behavioral health there is a diagnostic change to physical 
illness or injury, a primary focus on factors affecting health and illness recovery and 
a goal of improving health and collaboration with the medical team and family. 
Beyond the clinical issues, there are a specific set of skills and training necessary to 
effectively work together. These include working on the reengineering of clinical 
office processes, and changes in administrative, insurer and regulator activities. All of 
these are critical to success and require effort that takes time, and incurs costs.113

A collaborative care model addresses the issues presented earlier in the discus-
sion of right treatments. Such a model uses evidence-based practice, implemented 
and coordinated to provide treatments by colocated medical and psychological 
practitioners. This results in better identification of patients who need collaborative 
care, easier referral, increased patient involvement and acceptance, and better com-
munication between the behavioral health practitioner and the primary care physi-
cian. In the authors’ own experience, such a model has been effective in family 
medicine, internal medicine, gynecology, obstetrics and neurology.

Summary

Historically, there have been limitations in detection and treatment of psychological 
disorders in the medical setting, and referring out to the specialty treatment system 
has been ineffective. The consequences of nontreatment or inadequate treatment of 
such psychological disorders are ineffective medical and psychological treatments 
and inappropriate and unnecessary utilization of health care. This chapter suggests 
an alternative approach to current treatment models in which psychological and 
medical treatments are integrated within the medical office. Such an approach sup-
ports a right treatment model, in which there is a common focus on providing evi-
dence-supported treatment with attention to timing, amount and types of service, 
promoting the best outcomes, in the most cost-efficient fashion.
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