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The Frontline Reports column
features short descriptions of nov-
el approaches to mental health
problems or creative applications
of established concepts in differ-
ent settings. Material submitted
for the column should be 350 to
750 words long, with a maximum
of three authors (one is pre-
ferred), and no references, tables,
or figures. Send material to
Francine Cournos, M.D., at the
New York State Psychiatric Insti-
tute (fc15@columbia.edu) or
Stephen M. Goldfinger, M.D., at
SUNY Downstate Medical Center
(steve007ny@aol.com).

PPssyycchhiiaattrriicc  CCaarree  iinn  aa  
PPrriimmaarryy  CCaarree  CClliinniicc
The optimal place to deliver outpa-
tient psychiatric services is in the
patient’s primary care clinic, where
both psychiatric and medical needs
can be easily met. Here is a report
on a program that succeeded and
failed.

An urban clinic of a small East
Coast city recognized the lack of psy-
chiatric services for its largely His-
panic patient base and contracted to
receive the services of an adult psy-
chiatrist. In 2005–2006, a psychiatric
clinic was established in the treat-
ment rooms of the medical clinic,
with the psychiatrist available once
per week for three-fourths of a day.
The population base was 70% His-
panic, with approximately 50% speak-
ing no English, and 80% were cov-
ered by medical assistance. A medical
clinic staff member saw new patients
first and was available to translate for
the psychiatrist (myself), who spoke
no Spanish. A nurse practitioner saw
each new patient for a general med-
ical evaluation. Initial psychiatric
evaluations were scheduled for 30
minutes, and follow-up clinic ap-
pointments were scheduled for 15
minutes each. A bilingual social work-
er was available to provide psy-
chotherapy services.

Psychiatric clinic appointments
were immediately full, and a waiting

list quickly developed for new evalu-
ations. Patients were comfortable
being seen in their own neighbor-
hood and receiving psychiatric serv-
ices in their routine medical treat-
ment rooms. The examination table’s
footrest served as the desk for the
visit. Patients generally felt comfort-
able, benefiting from the trust the
clinic had established in the commu-
nity and having the support of the
staff member who was present for
translation. Affective disorders were
the most common psychiatric prob-
lem seen, although substance abuse
was a common co-occurring disor-
der. Several patients with schizo-
phrenia who had never been seen by
a mental health professional not only
came for treatment but also contin-
ued receiving care in the clinic. Even
though the psychiatrist had no expe-
rience working in the Hispanic com-
munity, the show rate for clinic ap-
pointments was 85%.

Working in the medical clinic en-
abled medical follow-up for patients
to be done easily, and checks of
weight and blood pressure were rou-
tine. Clinicians in the medical clinic,
including physicians, a physician as-
sistant, and nurse practitioners, rou-
tinely obtained psychiatric “curbside
consultation” about patients who
may have been present in the next
room for their medical appoint-
ments. Likewise, care for pain, obe-
sity, and chronic health problems
was easily obtained for chronic psy-
chiatric patients.

The consultation process was effi-
cient. The average number of psychi-
atric clinic visits per patient was four
in the first nine months of the clinic.
Seeing patients in their “home” clinic
reduced stigma and encouraged ac-
cess to psychiatric care.

Yet the psychiatric clinic failed.
Our current structure of psychi-

atric payment was partly to blame.
Psychiatric care, even through pub-
licly funded programs in medical as-
sistance, is “carved out” to separate
psychiatric insurance systems. These
insurance programs, often with for-
profit status, have already received
prospective payments and use sepa-

rate forms, separate copayments,
separate payment regulations, and
different criteria for certifying psy-
chiatric clinics before they will re-
lease payments for any services. To
obtain this payment, then, a medical
clinic must establish a separate ad-
ministrative structure, separate
billing processes and collection sys-
tems, and separate forms and proce-
dures in the clinic. If a payment is
denied, there are separate appeals
processes as well.

Although we in psychiatry are now
familiar with the complex rules of the
carve-outs, having had experience
with them over the past 15 years, our
colleagues in medicine are over-
whelmed by these regulations. At my
clinic, the medical director was won-
derfully supportive of providing psy-
chiatric services. The director knew
that the clinic would lose money and
allowed willing staff to drop their du-
ties and translate at a moment’s no-
tice. Despite this support, the pro-
gram still failed.

At the end of nine months, the clin-
ic still had not been able to traverse
the series of steps required to receive
payment for psychiatric services. At
one year, some payments for psychi-
atric services were just beginning to
be received. Negotiations for a con-
tract renewal were obviously affected,
and the psychiatric clinic closed after
14 months, still with a waiting list for
services.

Psychiatric professionals have ac-
cepted separate and unequal insur-
ance systems. However, having pay-
ment systems separate from those of
medical systems also separates us
from medical clinics for delivering
services and separates us from our
patients’ primary care providers. Pa-
tients’ optimal place for community
psychiatry should be in their primary
care clinic, where psychiatric and
medical health needs can both be
addressed.
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AAsssseerrttiivvee  CCoommmmuunniittyy  
TTrreeaattmmeenntt  ffoorr  OOllddeerr  AAdduullttss

Adults age 60 and older are the
fastest-growing segment of the U.S.
population. An estimated 20% experi-
ence specific psychiatric disorders,
but of those only half receive treat-
ment from any health care provider.
Few older adults receive specialty
mental health services.

In 2001 Telecare Corporation (a
multistate mental health care organ-
ization) was asked by the Los Ange-
les County Department of Mental
Health to provide a full-fidelity pro-
gram of assertive community treat-
ment for this underserved popula-
tion. Three key adaptations were
made: increasing knowledge about
the complex interplay between phys-
ical and mental health, learning
about community resources avail-
able specifically for older adults, and
taking care not to let ageism affect
services.

To be eligible for enrollment, indi-
viduals must meet six criteria: be age
50 or above, have a severe mental ill-
ness, have significant functional im-
pairments, have continuous high-
service needs, be willing and able to
reside in a community setting within
the geographic area served by the
program, and be willing to accept
services.

Telecare’s ACT 7 program has a
multidisciplinary team that serves as
the primary provider of services. The
team is led by a licensed clinical so-
cial worker and includes three nurs-
es, three master’s-level social work-
ers, two half-time psychiatrists, a
personal service coordinator (who is
in recovery from mental illness), a
substance abuse specialist, and an
employment specialist. The staff-to-
member ratio is 1:10 at full enroll-
ment of 100 individuals.

The program is staffed Monday
through Friday from 8:30 a.m. to 8:30
p.m. Weekend and holiday hours are
8:30 a.m. to 5:00 p.m. After hours, a

team member is available by phone
and will go out into the community to
see a client when necessary.

The team meets every morning to
discuss the individuals seen the day
before and any crises that have oc-
curred and to plan for the coming
day. There are no assigned caseloads;
the entire team is available to work
with each individual on the basis of
his or her needs.

Services are directed by a personal
service plan that the team writes to-
gether with the client. All plans con-
tain growth rather than maintenance
goals. Services are founded on a psy-
chosocial rehabilitation philosophy,
which focuses on recovery and
strengths rather than on illness and
disability. Services are highly individ-
ualized; the content, amount, timing,
and types of service vary across indi-
viduals and time. The contractual
commitment is to have an average of
three contacts per week by the team,
although multiple contacts per day
can be provided. Over 95% of face-
to-face services are provided in the
community, including visits by the
psychiatrists.

Fifty-three individuals were admit-
ted during the first year of the pro-
gram, with 42 completing a full year’s
worth of service. The average age at
admission was 59.95 years (range=
50.25–75.83). A majority (57%) were
female. Sixty-seven percent were
Caucasian, 19% were African Ameri-
can, and 14% were Latino or Hispan-
ic. A majority had a diagnosis of schiz-
ophrenia (57%) or schizoaffective dis-
order (36%). Seven percent had a di-
agnosis of bipolar disorder.

Nearly three-quarters (74%) of the
individuals were admitted directly
from institutional care. In the year
before enrollment, the 42 individuals
spent a total of 10,771 days in a
geropsychiatric skilled nursing facili-
ty, 483 days in acute psychiatric inpa-
tient care, 631 days in subacute psy-
chiatric care, 365 days in a state hos-
pital, and 16 days in a jail inpatient

psychiatric unit. This is a total of
12,266 days (mean±SD=292.05±
58.12) of institutional care. None of
the 42 individuals received outpatient
mental health services.

On average, in their first year in
the program, individuals received
201.10 contacts (184.70 hours). This
represents a mean of 3.9 contacts
(3.5 hours) per person per week.
Most contacts were for rehabilitation
services, followed by medication
support, case management, and cri-
sis intervention.

Seventeen percent of individuals
were hospitalized in acute care psy-
chiatric facilities. Six people were
hospitalized once, and one person
was hospitalized three times. The to-
tal number of days of hospitalization
was 86 (mean length of stay of 9.55
days per episode; range=2–20 days).
These numbers are skewed by one
person who was hospitalized for 39
days.

The combined cost of community
and inpatient services was $1,319,115
($31,408±$13,194 per person). The
total cost for mental health services
received the year before enrollment
was $3,285,663 ($78,229±$33,773
per person).

As the population ages, the need
for effective and appropriate mental
health services for older adults will
only continue to grow. The experi-
ences of the Telecare ACT 7 program
suggest that assertive community
treatment is a promising model to
meet the needs of older adults with
severe mental illnesses.
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