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Objective: This exploratory study examined utilization and costs among de-
pressed patients in two treatment models—integrated treatment, in which
psychotherapy and pharmacotherapy were provided by a psychiatrist, and
split treatment, in which pharmacotherapy was provided by a psychiatrist
and psychotherapy by a nonphysician psychotherapist. Methods: A quasi-
experimental retrospective design was used to compare claims data from a
national managed mental health care organization for 191 patients in inte-
grated treatment and 1,326 in split treatment. Results: During the 18-month
study, patients receiving integrated treatment used significantly fewer out-
patient sessions and had significantly lower treatment costs, on average,
than those in split treatment. Integrated treatment appeared to be associat-
ed with a pattern of utilization characterized by frequent treatment
episodes in contrast to that of split treatment, which was characterized by
more sessions with fewer breaks of 90 days or more. Conclusions: The re-
sults do not support the prevailing assumption that integrated treatment is
more costly than split treatment in a managed care network. Despite limi-
tations in the study methods, the strength of these preliminary findings pos-
es a powerful challenge and invites further study. (Psychiatric Services 49:
477-482, 1998)

ver the past 25 years, the role

of psychiatrists in the public

and nonprofit sector has be-
come limited to writing prescriptions
in state and county institutions, com-
munity mental health centers, and
other organized service settings, with
most nonprofit health maintenance
organizations following suit. In the
past decade, psychiatrists in the ex-

panding managed private for-profit
sector have been increasingly used as
pharmacotherapists, while psycho-
therapy services have been provided
by nonphysician mental health spe-
cialists.

The new carve-out managed be-
havioral health systems have usually
adopted the practice of using psychi-
atrists for pharmacotherapy and other
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providers for psychotherapy. They
have assumed that this approach is
prima facie a more cost-effective use
of resources because of the limited
availability of psychiatrists within
provider networks and the higher
unit cost for their services. No empir-
ical data have been published to sup-
port or refute this practice. As a re-
sult, psychiatrists have found it in-
creasingly difficult to continue pro-
viding psychotherapy at the same lev-
el as in the past (1).

Parallel to the evolution of new or-
ganized delivery systems have been
rapid advances in pharmacotherapy
and increased clinical research on the
effectiveness of psychotropic medica-
tions in the treatment of a growing
number of mental disorders. These
advances have promoted a shift to-
ward biological models of treatment
and for different reasons have rein-
forced the primacy for some psychia-
trists of their role as pharmacothera-
pist. One result of these factors is that
integrated treatment, in which a sin-
gle clinician provides both psy-
chotherapy and pharmacotherapy, ap-
pears to be less prevalent in most sys-
tems of care than split treatment, in
which the pharmacotherapy is pro-
vided by a psychiatrist or a nonpsy-
chiatrist physician and the psy-
chotherapy by a nonphysician mental
health specialist (2—4).

Chiles and associates (5) found that
63 percent of psychiatrists reported
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seeing during the past month at least
one pharmacotherapy patient who
was involved in psychotherapy with
someone else. In the same survey 79
percent of psychologists reported
providing psychotherapy for patients
who were receiving psychoactive
drugs. Likewise, a survey of psychia-
trists in Connecticut found that two-
thirds were currently providing med-
ication backup, the majority of whom
did so for more than one psychother-
apist (6).

Although some observers have
commented on the psychodynamics
and therapeutic particulars of inte-
grated versus split treatment, as well
as on the associated ethical and legal
questions (7-10), no analysis has test-
ed the basic economic assumption
that underlies the shift to split treat-
ment. Only a little research has been
done on the impact of the two models
on service utilization and clinical out-
comes (3,5,11,12).

In particular, with regard to depres-
sion, several studies have reported
some level of benefit associated with
the use of psychotherapy and phar-
macotherapy treatment by one or two
therapists (3,12-31). Yet no study has
systematically assessed the impact of
different combinations of providers of
these treatments on health care uti-
lization patterns and costs.

This retrospective study examined
differences in the utilization patterns
of depressed patients in integrated
and split treatment. It did not attempt
to determine the effectiveness of the
various treatment combinations or ex-
amine the quality of care provided or
the quality of life experienced by the
patients. An additional purpose of the
study was to test the prevailing as-
sumption that split treatment is less
costly than integrated treatment.

Methods

Design

Differences in the use and cost of be-
havioral health services were exam-
ined using a quasi-experimental de-
sign that compared patients in inte-
grated treatment with those in split
treatment. All patients (N=1,517) be-
gan care between January 1, 1995,
and December 31, 1995. Information
about utilization and costs of behav-
ioral health services was extracted
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from the claims records for all treat-
ment episodes occurring in the sub-
sequent 18 months. The care was
managed by U.S. Behavioral Health
(USBH), a national specialty man-
aged behavioral health company
headquartered in San Francisco. The
name of the company was changed to
United Behavioral Health in January
1997.

Patients were between the ages of
18 and 65 and were diagnosed as hav-
ing a depressive disorder—major de-
pression, dysthymia, depressive dis-
order not otherwise specified, or
mood disorder not otherwise speci-
fied—Dby the treating clinician some-
time during their index treatment
episode. If bipolar disorder, schizo-
phrenia, or a psychotic disorder was
also documented, the patient was ex-
cluded from the study under the as-
sumption that depression was a phase
of the disorder rather than a concomi-
tant condition.

Data source

The study is based on data on use and
costs recorded in the USBH claims
data system for all members in the
company’s behavioral health carve-
out plans offered by private and pub-
lic employers nationwide. Excluded
were members whose only benefits
were services provided by employee
assistance programs. All care was re-
imbursed on a fee-for-service basis.

Patients in the study followed the
same referral pattern as other USBH
patients. Patients request services via
telephone, and they are referred to a
network clinician based on clinical
need and geographic accessibility, as
well as the patient’s personal and cul-
tural preferences. Clinical needs are
addressed by matching patients” pre-
senting problems and symptoms with
clinicians’ specialties and availability.
Clinicians are credentialed by USBH
for specific specialties only if their
education, training, and experience
in the area are sufficiently document-
ed.

Unlike other managed care organi-
zations, USBH tries to directly refer
to psychiatrists for both psychothera-
py and pharmacotherapy. In 1996 the
USBH network had approximately
35,000 mental health specialists; 19
percent were psychiatrists, 36 per-

cent were doctoral-level clinical psy-
chologists, 30 percent were clinical
social workers, and 15 percent were
master’s-level counselors. Data from
a recent survey of 5,000 USBH net-
work psychiatrists and their practice
patterns were compared with data
from members of the American Psy-
chiatric Association (APA) in clinical
practice (Goldman W, Penner S, Mat-
evia M, unpublished manuscript,
1997). The USBH network is similar
in gender distribution to the APA
membership, but psychiatrists in the
network are younger; psychiatrists
are overrepresented in the California
network and underrepresented in
New York and the mid-Atlantic
states.

For the study reported here, uti-
lization of services was computed as
the number of medication manage-
ment sessions and psychotherapy ses-
sions. Utilization was also computed
as the number of separate treatment
episodes; an episode of treatment was
defined as a period of continuous
treatment without a break longer than
90 days.

The cost of services was estimated
as all payments made by USBH for a
patient with a diagnosis of depres-
sion, as well as the copayments made
by the patient for behavioral health
services. Costs were broken down in
several ways: total costs, costs for psy-
chotherapy sessions, costs for med-
ication management visits, and costs
for intensive services, which included
inpatient, residential, and day treat-
ment. USBH claims data do not in-
clude the use and cost of pharmaceu-
ticals because they are covered under
the patient’s medical benefit. There-
fore, costs of medications are not in-
cluded in this study.

Additional diagnoses for a patient
that suggested comorbidity were also
noted for each episode of care. Co-
morbidity, utilization of intensive
services (inpatient, residential, and
day treatment), and the presence of
suicidal ideation at the time patients
first requested services were also in-
cluded as indicators of severity of ill-
ness. Demographic information in-
cluded patients’ sex and age, as well
as their relationship to the subscriber
covered by the employer’s benefit
plan.
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Integrated and split treatment
Patients were retrospectively classi-
fied into two cohorts—integrated
treatment or split treatment—based
solely on the services they received.
Patients who saw only a psychiatrist
for both psychotherapy and medica-
tion sessions were identified as hav-
ing received integrated treatment
(N=191). Patients who saw a psychia-
trist for medication sessions and a
nonphysician mental health specialist
for psychotherapy were identified as
having received split treatment (N=
1,326). Some patients (N=179) fit
neither treatment pattern because
they received treatment from a psy-
chiatrist and a psychotherapist se-
quentially and not simultaneously.
This group was excluded from the
study.

Statistical analysis

Ordinary least-squares regression
was used to compare the integrated-
and split-treatment cohorts on units
of service and treatment costs, con-
trolling for demographic characteris-
tics and comorbid diagnostic condi-
tions. Group membership was dum-
my coded 1 for integrated treatment
and 0 for split treatment. Comorbid
conditions such as anxiety disorders,
substance use disorders, suicidal
ideation, and major depression with
psychotic features were similarly
dummy coded.

Preliminary examination indicated
a nonnormal distribution of costs and
units of service. Therefore, costs and
units of service were modeled as a
function of their natural log-trans-
formed values. Examination of resid-
ual plots suggested normal distribu-
tion of errors and homogeneity of
variance across predicted values
(df=10, 1,461 for the regression mod-
els). Tests were based on a two-tailed
t test that the beta coefficient for inte-
grated treatment was different from
zero. A .05 significance level was used
for all statistical tests.

All estimates presented here on
the use and costs of integrated and
split treatment were computed as
the mean value for each group ad-
justed for differences in patients’
characteristics. Adjusted means
were transformed from a log scale
using a nonparametric transforma-

Table 1

Characteristics of patients with depression who received pharmacotherapy from a
psychiatrist and psychotherapy from a nonphysician mental health professional
(split treatment) and those who received pharmacotherapy and psychotherapy

from a psychiatrist (integrated treatment)

Split Integrated
treatment treatment
(N=1,326) (N=191)
Characteristic N % N % %2 df p
Treatment episodes 2,052 83 424 17
Gender 96 1 <.05
Female 961 73 118 62
Male 362 27 73 38
Age 357 3 001
18 to 29 years 214 16 13 7
30 to 39 years 471 35 56 29
40 to 49 years 472 36 70 37
50 to 64 years 169 13 52 27
Relation of patient to employee 38 2 ns
Self 896 68 120 63
Spouse 278 21 52 27
Dependent 150 11 19 10
Comorbidity and illness severity
Anxiety disorder 280 21 30 16 30 1 ns
Substance abuse 30 2 7 4 14 1 ns
Substance dependence 54 4 9 5 2 1 ns
Major depression with psy-
chotic features 31 2 13 7 118 1 .001
Self-reported suicidal idea-
tion at intake 86 6 16 8 10 1 ns

tion method known as the smearing
estimate (32).

Results

Demographic characteristics
Characteristics of patients in both the
integrated- and the split-treatment
cohorts are presented in Table 1. The
distribution of gender within the two
cohorts differed, with females ac-
counting for a higher percentage of
the split-treatment cohort. The split-
treatment cohort also had a higher
percentage of younger patients. The
distribution of employees and depen-
dents was similar in both cohorts,
with employees accounting for more
than two-thirds of the sample. The in-
tegrated-treatment cohort had a
somewhat larger proportion of indi-
viduals with a comorbid diagnosis of
major depression with psychotic fea-
tures.

Treatment characteristics

Table 2 presents the treatment char-
acteristics of the two groups. In the
split-treatment cohort, the adjusted
mean number of sessions for both
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medication sessions and psychothera-
py sessions was significantly higher
than for the integrated cohort.

In the 18-month study period, no
difference was found between co-
horts in the mean length of a treat-
ment episode (defined as the time be-
tween the first date of service and a
break in services of 90 days or more).
However, we detected differences
between groups in the pattern in
which sessions were used. A total of
129 patients in the integrated-treat-
ment group (68 percent) had breaks
in treatment of 90 days or more, com-
pared with 754 patients in the split-
treatment group (57 percent; y2=
7.82, df=1, p<.005). Thus the inte-
grated-treatment cohort had a larger
mean number of episodes per patient
(2.22 episodes versus 1.55).

At 18 months after the first date of
serviee, a higher percentage of pa-
tients in the integrated-treatment co-
hort were still in active treatment
compared with the split-treatment
group (107 patients, or 56 percent,
versus 490 patients, or 37 percent;
x2=25.43, df=1, p<.001). These
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Table 2

Treatment characteristics of patients with depression who received pharma-
cotherapy from a psychiatrist and psychotherapy from a nonphysician mental
health professional (split treatment) and those who received pharmacotherapy and
psychotherapy from a psychiatrist (integrated treatment)*

Split Integrated
treatment treatment
Characteristic (N=1,326) (N=191) 2 p<
Mean N of episodes per patient 1.55 2.22 7.64 .001
Mean N of sessions per patient
Psychotherapy 21.2 104 -11.16 .001
Medication 6.3 4.0 -8.82 .001
Total outpatient 26.2 14.7 -11.12 .001
Mean costs per patient
Psychotherapy sessions $1,203 $ 576 -9.93 .001
Medication monitoring sessions ~ § 313 $ 151 -9.68 .001
Patient copayments $ 154 $ 46 -14.20 .001
Total outpatient payments $1,465 $ 868 -10.30 .001
Intensive services $ 220 $ 447 4.35 .001
Total payments? $1,854 $1,336 -5.44 .001

1 All means were adjusted for differences in demographic characteristics, comorbid conditions, and
severity of illness using linear regression. Each test is a single degree-of-freedom test, with mod-

el error degrees of freedom equal to 1,461.

2 Total payments include the amount paid for outpatient and intensive services and for miscella-
neous services (for example, psychological testing). Therefore, the values for total payments exceed
the sum of the costs for outpatient and intensive services.

findings suggest that patients in inte-
grated treatment received treatment
intermittently over a longer period
than did patients in the split cohort.

Costs
Costs of outpatient services are a
function of the number of sessions
and the type of clinician providing
services because USBH pays its net-
work clinicians using a national rate
based on the clinician’s license type.
The contracted rate for psychiatrists
is $95 per 50-minute session and
$47.50 for a 20- to 25-minute medica-
tion monitoring session, while the
contracted rates for nonphysician
clinicians (clinical psychologists, so-
cial workers, and master’s-level clini-
cians) average $68 for a 50-minute
session. The patient’s copayment or
coinsurance per session depends. on
the benefit design and may increase
with the number of sessions. It is not
- dependent on the type of provider
seen.

The adjusted mean cost of outpa-
tient services was significantly lower
in the integrated-treatment cohort,
$868 versus $1,465. Despite a higher
adjusted mean cost of intensive ser-
vices in the integrated-treatment co-
hort ($447 versus $220), the adjusted
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mean cost for all services was still sig-
nificantly lower in the integrated-
treatment cohort ($1,336 versus
$1,854).

Discussion
The prevailing assumption in public
and private organized care systems is
that split treatment is less costly than
integrated treatment in which pre-
scribing psychiatrists also deliver
psychotherapy. This assumption was
contradicted in our analyses of more
than 1,500 providers seeing patients
with a diagnosis of depression in a
carve-out managed behavioral health
care setting. Instead, data indicated
that costs were lower when medica-
tion management and psychotherapy
were delivered by a single psychia-
trist and that the lower cost was pri-
marily due to the reduced number of
sessions used by patients in integrat-
ed treatment. Furthermore, integrat-
ed treatment appeared to be associat-
ed with a pattern of utilization char-
acterized by frequent treatment
episodes in contrast to that of split
treatment, which was characterized
by more sessions with fewer breaks of
90 days or more.

Numerous possible explanations
can be offered for the findings that in-

dividuals with def)ression who re-
ceived integrated treatment differed
in their treatment utilization patterns.
For instance, differences could exist
in how efficiently these services are
provided. If patients in the integrated
treatment group regularly received
medication and psychotherapy ser-
vices during the same visit, the treat-
ment regimen could have the desired
effect with fewer total sessions.

Specifically, psychiatrists providing
integrated treatment might initiate
medication earlier in treatment than
those providing split treatment. For
example, in integrated treatment the
psychiatrist may not require several
sessions to convince the patient of the
potential efficacy of medication,
whereas in split treatment several
sessions may be required to convince
the patient or the other therapist, or
both, of efficacy. Also, in integrated
treatment the psychiatrist may rely
more on the unfolding effect of the
medication and therefore space ses-
sions further apart. In such cases, in-
tegrated treatment could result in
fewer sessions and thus lower costs
even if both treatment modalities are
equally effective therapeutically.

If an integrated-treatment strategy
is inherently more efficient so that pa-
tients stop treatment within a shorter
time, they will have fewer outpatient
visits. The observed difference in the
treatment cohorts could also be due
to a lack of coordination of care be-
tween the two providers in the split-
treatment group, which could result
in higher resource utilization (more
sessions) and thus more costly
episodes of care. Even if under ideal
collaborative conditions, the separate
medication and psychotherapy inter-
ventions are just as effective as those
provided in integrated treatment, ef-
ficiency with one provider may be
greater as indicated by the cost data.

Although this study attempted to
adjust for known indicators of illness
severity, other characteristics that
were not measured, such as psy-
chosocial support and treatment and
medical history, may have confound-
ed the comparison of the integrated
and split cohorts.

Furthermore, specific characteris-
tics of providers in this setting could
help explain the lower number of ses-
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sions in the integrated-treatment co-
hort. A survey by Chiles and associ-
ates (5) of mental health providers
who saw patients in both integrated
and split treatment found that psychi-
atrists who reported treating patients
who were in psychotherapy with
someone else were younger, had been
in practice fewer years, and were less
likely to characterize themselves as
psychoanalysts than those who pro-
vided integrated treatment. Likewise,
psychologists who reported seeing
patients in split treatment tended to
be younger, to have received their de-
grees more recently, and to have rela-
tively more extensive clinical prac-
tices. However, in the study reported
here, characteristics of providers
were not measured. Differences in
these characteristics might have in-
fluenced the results.

Because the study was not random-
ized, it is likely that a variety of fac-
tors led to the differential assignment
of patients to integrated and split
treatment. Patient preference is one
such factor. For example, individuals
who are more inclined to use medica-
tion might be more likely to request
or accept an initial referral to a psy-
chiatrist. Thus they might more easi-
ly start on a medication earlier in
treatment, if it was clinically appro-
priate, and several sessions may not
be required to convince them or their
psychotherapist of the potential effi-
cacy of this approach. This patient
grotip could achieve benefits in fewer
sessions. It is also possible that a vari-
ety of demographic or other clinical
factors, such as marital discord or
neurovegetative signs in older pa-
tients, could have influenced the as-
signment process in a way that was
not measured.

Censoring of data is also a possibil-
ity in this study. Censoring occurs
when a clinician withholds diagnos-
tic information from the payer. Also,
some individuals might have not
been correctly classified by treat-
ment cohort because of a lack of
medication treatment information in
the database. For example, individu-
als who were classified as receiving
psychotherapy only, based on claims
data, might have been receiving
medication from a physician outside
the health care system, and thereby

be receiving split treatment. Similar-
ly, if a psychiatrist conducted inte-
grated treatment but billed only for
psychotherapy  sessions, those
episodes of care could not be identi-
fied as integrated treatment and
were not included in this analysis. It
is not clear how the inclusion of such
individuals would have affected the
results.

Finally, given the nature of the data
source, an administrative claims data-
base, it was not possible to validate
the diagnosis of depression. Thus we
were unable to assess whether sys-
tematic differences existed in how pa-
tients in each treatment group were
diagnosed.

Although this study examined the
effects of integrated psychotherapy
and pharmacotherapy versus split
treatment on health care utilization,

e
This
study contradicts
the pervasively beld
belief that split treatment is

more cost-effective.
=

ultimately the more important ques-
tion is the effectiveness of different
models of treatment for different
groups of patients. Research should
address the questions of which pa-
tients benefit most from which treat-
ment models, including the broadly
conceptualized models of integrated
versus split treatment. A better un-
derstanding of the qualitative differ-
ences between the two models of
treatment and how the two models
are structured might help explain the
observed differences. Some evidence
exists for the suggestion that subtypes
of patients with depression might
benefit selectively from different
treatment strategies (33), and given
the controlled nature of managed
care settings, different factors related
to health systems must be taken into
account. We see no barrier to a ran-
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domized research design to further
study these issues.

The long-standing debate over
long-term intermittent psychothera-
py versus long-term continuous psy-
chotherapy, with or without pharma-
cotherapy, might be usefully in-
formed by further study. Are psychia-
trists continuing to do effective psy-
chotherapy during brief medication
monitoring sessions? Research has in-
vestigated the usefulness of cogni-
tive-behavioral and interpersonal
psychotherapy in the treatment of de-
pression. What psychiatrists are actu-
ally practicing, however, is not
known. The question of dose-re-
sponse also remains unanswered. Is
the finding of fewer sessions provided
to the integrated therapy cohort due
to efficiency or undertreatment in
some cases? Further research needs
to be done on how to distinguish
enough treatment from undertreat-
ment or overtreatment.

Conclusions

This study was undertaken to discov-
er if there is any economic validity to
the common practice in organized
cdre settings of splitting psychothera-
py and pharmacotherapy. We wanted
to test whether it was practical to see
one clinician for certain problems in-
stead of two. That was and remains
the central point of this analysis.

The results offer economic evi-
dence supporting our clinical belief
that having some patients see one
therapist for consolidated treatment
is more efficient. However, only 13
percent of the USBH patients in this
study received such integrated treat- -
ment. Even at USBH, where using
psychiatrists for both psychotherapy
and pharmacotherapy of depression
is encouraged, we found that many
factors may conspire to continue to
split treatment.

It remains to be seen why split
treatment remains the prevalent form
of care. How much is it due to patient
expectations or preferences? To what
extent are assumptions in the current
professional culture about the cost-ef-
fectiveness of split treatment embed-
ded in the beliefs of in-house intake
counselors and care managers, who
themselves are clinical professionals?
To what extent do psychiatrists’ prac-
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tice patterns, which often restrict
their availability, affect prevailing
forms of care? Have the economics of
the new health care delivery systems
created differential practice patterns
wherein psychiatrists provide phar-
macotherapy for managed care refer-
rals only and psychotherapy for other
patients? How many psychiatrists
prefer not to do psychotherapy—or
pharmacotherapy—because of their
age, inclinations, training, or practice
setting? If some of these factors are
verified to be pertinent, are they
modifiable through education or in-
centives?

Because medication and psycho-
therapy play central roles in the sci-
entifically based treatment of depres-
sion, these preliminary findings,
while not definitive, are suggestive
and should be followed up. Splitting
psychotherapy and pharmacotherapy
is a practice and a point of view that
has in effect been legislated without
evidence. For all its limitations, this
study contradicts the pervasively held
belief that split treatment is more
cost-effective. The strength of the
preliminary findings poses a powerful
challenge and invites serious investi-
gation and further study. We hope
that this study is only one in a series
of long-awaited benefits to be real-
ized by the development of unprece-
dentedly comprehensive data sets by
the new national managed care indus-
try that can be used to help us learn to
take better and more cost-effective
care of our patients. ¢
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