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T he dramatic growth of man-
aged care in recent years has
led to concerns that patients

with mental health problems are
shifted away from psychiatrists to
doctoral-level psychologists or to
master’s-level therapists. The Medical
Outcomes Study found that among
depressed outpatients under prepaid
managed care in 1986 to 1990, only
one in ten received care by a psychia-

trist, compared with one in five de-
pressed outpatients insured under an
indemnity plan (1,2). Even when the
Medical Outcomes Study analysis was
limited to patients in mental health
specialty settings, only a third of pa-
tients with a depressive disorder in
prepaid managed care received regu-
lar care by a psychiatrist, a rate about
half the rate for such patients in tradi-
tional indemnity plans (2). 

Objective: Outpatient claims data from a managed behavioral health
company for 1996 were examined to determine the extent to which pa-
tients received services from different types of mental health care
providers. Methods: Claims data for 1996 were obtained from 75 plans
with more than 600,000 members that were managed by one behav-
ioral health care organization. Data were examined by type of provider
and diagnosis. Results: A total of 349,686 claims were examined. Doc-
toral-level psychologists accounted for most claims (33.4 percent), fol-
lowed by psychiatrists (30.5 percent), social workers (19.8 percent),
and other master’s-level therapists (13.8 percent). Ninety-five percent
of patients with a psychotic disorder and 86.2 percent of individuals
with bipolar disorder were seen either by a psychiatrist alone or by a
psychiatrist in combination with another provider. Among depressed
patients, 62.9 percent were seen by a psychiatrist, alone or in combi-
nation with another provider. Only 23 percent of patients with an ad-
justment disorder and 14.1 percent of those with a V-code diagnosis
were treated by a psychiatrist, alone or in combination with another
provider. Because psychiatrists treated sicker patients, their propor-
tion of patients treated (24.7 percent) was smaller than their propor-
tion of all claims filed. Most patients (78.9 percent) saw only one type
of provider. Conclusions: The results allay concerns that managed care
shifts patients away from psychiatrists to doctoral-level psychologists
and less expensive providers. The majority of patients with depressive
disorders and almost all patients with psychotic disorders had contact
with a psychiatrist. (Psychiatric Services 50:504–508, 1999) 

Shifting patients away from psychi-
atrists may affect both costs and
health outcomes. It has been found
that treatment by psychiatrists is
three times more expensive than
treatment by primary care clinicians
for comparable patients (2). Howev-
er, the quality of care, as measured by
appropriate antidepressant medica-
tion or any type of counseling for de-
pression, has been found to be signif-
icantly higher when provided by psy-
chiatrists (3). The costs and quality of
care for depression among mental
health specialists other than psychia-
trists have been found to be interme-
diate (3).

In a recent study, Goldman and as-
sociates (4) reported that the provi-
sion of care solely by a psychiatrist or
by comanagement with other pro-
viders also affects costs and utiliza-
tion. This finding is more important
for patients with disorders that re-
quire medication because there is lit-
tle evidence that the effectiveness of
psychotherapy differs by provider
type.

The mental health care system has
undergone a dramatic change since
the Medical Outcomes Study of 1986
to 1990. Unmanaged indemnity in-
surance for mental health has almost
completely disappeared. Instead, a
new form of mental health care de-
livery, by managed care organizations
that specialize in administering men-
tal health and substance abuse bene-
fits, has emerged and now dominates
the market for private-sector insur-
ance, covering more than 150 million
Americans (5). These managed be-
havioral health organizations are also
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known as carve-outs because they
manage benefits that are carved out
from a comprehensive medical plan.
They use managed care techniques,
such as concurrent utilization review
by clinical care managers, best-prac-
tice guidelines, and disease manage-
ment systems, that are significant ad-
vancements over the simple gate-
keeping arrangements or contractual
financial incentives (subcapitation)
used in other areas of managed med-
icine.

A potential advantage of managed
care arrangements is that they might
target resources to sicker patients
more effectively. In the traditional
fee-for-service system, care was large-
ly determined by patient demand.
Because wealthier patients could
more easily afford higher copay-
ments, they were more likely to de-
mand specialty care than patients
who had similar illnesses but could
not afford such care. The Rand health
insurance experiment (6) and the
Epidemiologic Catchment Area study
(7) failed to find a significant link be-
tween the types of illnesses patients
reported and the specialty of the
provider from whom they received
care. Because both studies were con-
ducted before widespread use of
managed care, absence of such a link
suggests that factors other than pa-
tients’ objective medical needs were
influencing their choice of provider.

The Medical Outcomes Study,
based on data collected from 1986 to
1990, found that more severely de-
pressed patients were more likely to
be treated by psychiatrists, but no ev-
idence was found that prepaid care
targeted these patients any better
than fee-for-service care (1). At the
time of that study, prepaid care pri-
marily meant staff-model and group-
model health maintenance organiza-
tions (HMOs) and independent prac-
tice associations; mental health care
was not yet carved out to managed
behavioral health care organizations.
Thus an important factor determin-
ing efficiency and quality of care is
whether the new carve-out systems
have advantages in matching pa-
tients’ needs with providers who have
the appropriate qualifications. 

One major change in carve-out sys-
tems is that patients are referred to

specialty providers after calling an
800 number; primary care gatekeep-
ing, which was prevalent in tradition-
al HMOs, is not a widely used strate-
gy under carve-out arrangements. Al-
though primary care clinicians no
longer have the responsibility for pa-
tients seeking treatment for mental
illness, they are also no longer reim-
bursed for treating mental health
problems. As a consequence, few pri-
mary care claims for such treatment
are filed, and most are filed for emer-
gency care. In the past many patients
with depressive disorders were seen
exclusively in primary care; however,
the majority of them did not receive
treatment specific to depression (1,
2). It is not clear to what extent those
patients are shifting to specialty care
under carve-outs or remain under-
treated in primary care. 

Research on the new mental health
and substance abuse treatment envi-
ronment has not kept up with market
changes. Data from carve-outs are
just emerging, primarily with a cost
focus. Employers switching from in-
demnity to carve-out mental health
care have experienced dramatically
lower costs, primarily because pa-
tients have been shifted from inpa-
tient to outpatient care, the number
of authorized visits has been re-
duced, and providers are reimbursed
at lower rates per visit or inpatient
day (8,9).

A similar trend has been found in
Massachusetts Medicaid data (10).
Studies have shown that utilization
rates for any mental health specialty
care commonly increase under be-
havioral health carve-out plans (9,
11), which could be a consequence of
shifting patients with mental health
problems from primary to specialty
care or of expanding benefits for
mental health care, which generally
occurs when carve-out plans are
adopted. Little is known about
provider specialty, quality of care, or
outcomes under these new insurance
arrangements.

This paper reports initial data on
the use of different types of outpa-
tient providers in 75 plans that were
managed by one behavioral health
company. Current utilization pat-
terns are compared with those from
ten years ago in other mental health

care delivery systems. The central re-
search questions are, How do carve-
out plans use different types of
providers? Do most patients see one
type of provider, and do patients with
different diagnoses see different
types of providers? 

Methods
This study used 1996 outpatient
claims data from 75 employer-spon-
sored plans with at least 1,000 mem-
bers that carved out behavioral health
benefits. The mental health and sub-
stance abuse benefits were adminis-
tered by one managed behavioral
health company, United Behavioral
Health (UBH). UBH is the third
largest behavioral health organization
in the country, managing mental
health and chemical dependency
benefits for more than 11 million
people nationwide. 

UBH administers plans that cover
only authorized care through network
providers— exclusive provider organi-
zations— and plans offering point-of-
service options. The point-of-service
option, usually restricted to outpa-
tient care, allows unmanaged out-of-
network care, but at a cost to the pa-
tient that is 20 to 50 percent higher
than the cost of care via authorized
and concurrently managed services
with a network provider (12). 

UBH relies completely on con-
tracted independent providers and
fee-for-service payments. It does not
use capitation (that is, it does not put
the provider at financial risk for treat-
ment costs) and does not employ any
provider, although such arrange-
ments exist in the industry. The UBH
network is made up of 35,000 mental
health specialists— 18 percent psychi-
atrists, 36 percent doctoral-level clin-
ical psychologists, 30 percent clinical
social workers, and 16 percent other
master’s-level counselors— and more
than 1,600 facilities. However, the
proportion of clinicians from various
disciplines in the network does not
necessarily reflect the use of different
types of provider because many net-
work clinicians receive very few refer-
rals. Thus the proportion of care de-
livered by network psychiatrists could
be substantially lower (or higher)
than 18 percent.

Mental health specialists must
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meet minimal qualifications for ac-
ceptance into the UBH network: they
must be licensed to practice indepen-
dently by the state in which they prac-
tice, be members in good standing in
the professional community, and have
five years of experience after receiv-
ing their license. Approximately 85
percent of clinicians work indepen-
dently, and the remaining clinicians
are affiliated with group practices or
facilities. Payments for services are
based on national rates and depend
on the provider’s license. UBH reim-
bursement rates do not differ by geo-
graphic region. 

Among the 75 plans, 19 (25 per-
cent) are integrated with an employ-
ee assistance program (EAP), and
EAP utilization is included in the
data reported here. Inclusion of
EAPs could reduce the rate of use of
psychiatrists because EAP services
are generally not delivered by psychi-
atrists. However, EAP plans that are
integrated with mental health care
management may refer patients di-
rectly to psychiatrists when clinical
indicators are evident to the intake
coordinators. 

The plans in this sample may not
cover all employees of all employers
because employers continue to offer
multiple plans, including HMOs, not
necessarily managed by UBH. This
factor makes the sample more repre-
sentative of the average carve-out
plan and is useful for describing the
current system. Although the 75 plans
are a convenience sample, selected
because of data availability, we were
assured that these plans do not differ
in significant ways from other plans
administered by UBH.

Results
A total of 349,686 claims for mental
health care for members of the 75
plans in 1996 were analyzed. Table 1
presents the distribution of outpa-
tient claims by type of provider. Over-
all, the largest proportions of claims
were filed by doctoral-level psycholo-
gists (33.4 percent) and psychiatrists
(30.5 percent). Social workers ac-
counted for 19.8 percent of the claims,
while other master’s-level therapists
accounted for 13.8 percent of the
claims. Thus the proportion of claims
accounted for by psychiatrists was sub-

stantially larger than the proportion of
psychiatrists in the network— 18 per-
cent. Nonpsychiatrist physicians, nurs-
es, and other providers accounted for
only 2.5 percent of the claims; these
claims primarily reflect use of
providers not in the network, includ-
ing emergency services. 

The enrollees in these 75 plans did
not belong to any other plan that cov-
ered claims for behavioral health di-
agnoses. This situation represents a
dramatic shift away from HMOs,
which relied on primary care pro-
viders to deliver many types of spe-
cialty care, even mental health care.
Primary care clinicians may continue
to provide some mental health care
for patients in the 75 plans, but the
associated claims would not list a
mental health diagnosis.

Table 2 shows the distribution of
claims for care of patients with select-
ed diagnoses by provider type at the
claim level. The diagnoses range from
more severe disorders, such as psy-
chotic disorders, to less severe disor-
ders, such as V-code diagnoses (rela-
tional problems). The list is not ex-
haustive and accounts for about two-
thirds of all claims; data for claims for
patients with other disorders were
omitted from this analysis. The data
seem to indicate that sicker patients
were cared for by psychiatrists. Psy-
chiatrists accounted for nearly 78 per-
cent of the claims for patients with
psychotic disorders and 70 percent of
the claims for patients with bipolar
disorder; psychiatrists accounted for
12 percent of the claims for patients
with adjustment disorders and only 5
percent of the claims for patients with
V-code diagnoses. 

In contrast, master’s-level thera-
pists and social workers tended to
care for patients with less severe
problems, such as adjustment disor-
ders and relational problems. Doctor-
al-level psychologists seemed to fall in
between, dealing with just under 30
percent of the claims for depressive
disorders, approximately 43 percent
of the claims involving adjustment
disorders, and 30 percent of the V-
code claims. 

The analysis described above was
at the claim level rather than the pa-
tient level. Approaching the data at
the claim level gives providers with a

Table 1

Distribution of claims for behavioral health care from enrollees in 75 carve-out
managed care plans in 1996, by provider type 

% of 
% of network

Provider type N of claims of claims clinicians

Psychiatrist 106,769 30.5 18 
Doctoral-level psychologist 116,682 33.4 36 
Social worker 69,349 19.8 30 
Other master’s-level therapist 48,308 13.8 16 
Nonpsychiatrist physician or other provider 8,588 2.5 0 
Total 349,686 100 100 

Table 2

Percentage of claims filed by patients with selected diagnoses in 75 carve-out
managed care plans in 1996, by provider type1

Psychotic Bipolar Depres- Adjustment
Provider type disorder disorder sion disorder V code

Psychiatrist 77.8 67.9 43.2 12.4 5.2
Doctoral-level psychologist 10.4 16.2 28.4 42.8 30.4
Social worker 7.0 9.8 17.0 26.1 28.9
Other master’s-level therapist 4.7 6.1 11.4 18.7 34.5

1 Based on 193,688 claims for 28,405 patients
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large number of claims per patient a
larger share of the total claims. Thus
it is not clear how examining the data
at the patient level would change the
results. Psychiatrists may provide
more assessments or medication
management, and therefore they
may have many patients, which is
probably the case when care is co-
managed by psychiatrists and other
providers.

The data in Table 2 reflect claims
by 28,405 patients. These claims
were analyzed at the patient level.
Most patients (78.9 percent) saw only
one type of provider. The results in-
dicated that nearly 94 percent of psy-
chotic patients saw a psychiatrist, ei-
ther a psychiatrist alone (67.4 per-
cent) or in combination with one of
the other provider types (26.2 per-
cent). Similarly, 86.2 percent of the
patients with bipolar disorder saw a
psychiatrist, either alone (54.2 per-
cent) or in combination with another
provider type (32 percent). For those
with a diagnosis of major depressive
disorder, 62.9 percent saw a psychia-
trist, either alone (25.1 percent) or in
combination with another provider
(37.8 percent). 

In contrast, individuals with claims
for adjustment disorders and V-code
diagnoses were much less likely to
see a psychiatrist alone (6.5 percent
for adjustment disorders and 2.9 per-
cent for V codes). They were less
likely to see a psychiatrist in combi-
nation with another provider (16.6
percent for adjustment disorders and
11.2 percent for V codes).

Among patients with more than
one of the diagnoses listed in Table 2,
76.5 percent saw a psychiatrist in
combination with one of the other
providers, and 11.1 percent saw a psy-
chiatrist alone. Approximately 6 per-
cent of patients with more than one
diagnosis saw a psychologist, 3 per-
cent saw a master’s-level therapist,
and 3.3 percent saw a social worker. 

It is difficult to comment on the as-
sociation between provider type and
having more than one diagnosis.
Such patients may have more claims
because they are sicker. However,
having several diagnoses could also
be an artifact of seeing multiple
providers with different training and
assessment styles. 

Finally, this study attempted to es-
timate how care patterns may have
changed by comparing the propor-
tions of depressed patients treated by
psychiatrists in 1996 in the 75 carve-
out plans in this study and in man-
aged care plans as estimated by the
1986–1990 Medical Outcomes Study
(2). The comparison cannot be exact
because the design of this study,
which used provider-assigned diag-
noses, differs from that of the Med-
ical Outcomes Study, which relied on
independent assessments by the
study team. In addition, we deter-
mined the provider’s specialty based
on submitted claims, whereas the
Medical Outcomes Study based the
specialty on the type of office in
which the patient was sampled. Fi-
nally, the number of patients with
major depressive disorder or dys-
thymic disorder receiving mental
health specialty care in the Medical
Outcomes Study was quite small
(N=130), and thus the estimates are
less precise than estimates based on
large samples. For this comparison,
we included only patients in the
Medical Outcomes Study who were
treated by a mental health specialist.

In the 75 carve-out plans, 78 per-
cent of patients diagnosed as having a
major depressive disorder in 1996
saw a psychiatrist. In the Medical
Outcomes Study, 29 percent of pa-
tients with a major depressive disor-
der in the prepaid plans saw a psychi-
atrist (z=6.8, p<.01) and 66 percent
in the fee-for-service plans did so
(z=2.06, p<.05). Of the patients in
our study diagnosed as having dys-
thymia, 47 percent saw a psychiatrist,
compared with 60 percent of patients
in prepaid plans in the 1986–1990
study, which was not a significant dif-
ference, and 69 percent in fee-for
service plans in the previous study
(z=2.3, p<.05). However, given the
different study designs, the statistical
tests may not be very meaningful.

Discussion
This paper provides a first look at
how a carve-out managed behavioral
health care organization uses differ-
ent types of providers. Contrary to
common beliefs, it does not appear
that patients with more severe types
of disorders are shifted away from

psychiatrists to doctoral-level psy-
chologists and less expensive mas-
ter’s-level therapists and social work-
ers. Psychiatrists and doctoral-level
psychologists accounted for the
greatest proportion of claims, and
psychiatrists were involved in the
care of most patients with more se-
vere disorders. 

Although there is little evidence
that the effectiveness of psychother-
apy differs by provider type, studies
summarized by Wells and associates
(2) have indicated that patients treat-
ed by psychiatrists experience higher
quality of care for depression, pri-
marily in terms of medication man-
agement, which results in better
functional outcomes. Of course, the
higher quality of care partly reflects
the difficulties that nonphysicians
have in coordinating care with physi-
cians prescribing medication.

In our study 94 percent of patients
with a psychotic disorder and 86 per-
cent of patients with bipolar disorder
had some contact with a psychiatrist.
However, we wonder what hap-
pened to the other patients in these
diagnostic groups. Further research
is needed to see whether they
dropped out of the system and re-
fused to receive care or whether
problems exist in the referral system.
Referrals and continuity of care
might be improved for some patients
through outreach efforts. 

Several issues still need to be ad-
dressed. We have not studied the
amount or content of care delivered
by each of the provider types. Such a
study could be particularly impor-
tant for individuals whose care is co-
managed by psychiatrists and other
providers, because recent research
has shown that costs and utilization
patterns differ between depressed
patients seen only by a psychiatrist
and those in comanaged care (4).
Comanagement has been thought to
be most cost-effective when psychia-
trists, who bill at the highest rate, are
primarily responsible for assess-
ments and medication management,
and less expensive providers conduct
counseling and other more time-
consuming treatments. However, re-
search by Goldman and his col-
leagues (4) did not support this hy-
pothesis.
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In addition, our study did not in-
clude claims for psychosocial sup-
port services, whose importance for
persons with the most severe and
disabling mental disorders is well es-
tablished. These services are usually
facility claims and are not related to
a specific provider type. Services
such as day treatment, residential
care, and services in halfway houses
are covered in the 75 carve-out
plans, and they are used for the most
severely ill patients. However, it is
important to keep in mind that pri-
vate insurance does not cover the
same range of services that is avail-
able in the public sector. For exam-
ple, social rehabilitation is not cov-
ered by private insurance. 

We compared our findings for de-
pressed patients with results from
the Medical Outcomes Study, which
described care patterns ten years
ago. Patients with a diagnosis of ma-
jor depressive disorder in the carve-
out plans in our study appeared to be
significantly more likely to receive
care from a psychiatrist than patients
in prepaid care plans ten years ago.
However, individuals with a diagno-
sis of dysthymia in our study were
less likely to receive care from a psy-
chiatrist than those in the earlier
study. Unfortunately, differences in
the study designs make it difficult to
draw firm conclusions. 

One limitation of this study is that
diagnoses were assigned by the pro-
vider, and diagnoses may differ
based on providers’ training, assess-
ments, or practice. Nonphysicians
might tend to make diagnoses of less-
er severity— for example, they might
diagnose an adjustment disorder in a
patient with major depression. This
tendency could create a small bias in
our results. However, the intensive
utilization review that penalizes in-
consistencies between diagnoses,
processes of care, and treatment plans
by denying payment is likely to lead to
more reliable diagnoses than are
made in traditional insurance systems.
A previous study using data from
United Behavioral Health found a
high correlation between type of
treatment and diagnoses (13). 

A more important limitation con-
cerns whether the makeup of the
provider network and the division of

labor are unique to the managed
care organization that provided the
data or whether these features are
more pervasive trends in the indus-
try. Overall, carve-outs certainly op-
erate in very similar ways. Neverthe-
less, subtler differences could exist
in how referrals are made and in how
the network is created. Studies like
this one could have some selection
bias because companies that are able
and willing to participate in such re-
search efforts differ in at least this
dimension from other companies.
Unfortunately, we cannot answer
this question because we have not
yet been able to obtain similar data
from other companies, although we
have established agreements to re-
ceive such data. 

Conclusions 
Although concerns have been raised
that managed care shifts patients
away from psychiatrists, we found
that the majority of patients in our
study with depressive disorders—
and almost all patients with psychot-
ic disorders— had contact with a psy-
chiatrist. The levels of care from psy-
chiatrists for patients in these diag-
nostic categories may be higher now
than under managed care ten years
ago. However, it should be noted
that only a minority of the patients in
our study were treated by psychia-
trists. 

Our findings suggest that match-
ing patients’ needs with providers’
qualifications has improved. Wheth-
er this improvement signals a more
pervasive trend in behavioral health
care or whether it is unique to the
organization studied remains an
open question. ♦
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