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The authors trace themodernhistory, current landscape, and
future prospects for integration between mental health and
general medical care in the United States. Research and new
treatment models developed in the 1980s and early 1990s
helped inform federal legislation, including the 2008 Mental
Health Parity and Addiction Equity Act and the 2010 Afford-
ableCare Act,which in turn are creating newopportunities to

further integrate services. Future efforts should build on this
foundation to develop clinical, service-level, and public health
approaches that more fully integrate mental, medical, sub-
stance use, and social services.
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In his 1928APAPresidential
Address, Adolf Meyer reflec-
ted on the state of psychiatry
during its early years and
speculated on what lay ahead
for the field. He described a
profession that had moved
past an administrative orien-
tation toward asylum-based
care to a clinical focus on pa-
tients in communities. He highlighted the importance of at-
tending to “the various levels of integration—structural and
functional—with total function (psychobiology) and part func-
tions (physiology)—andphysico-chemical, individual, and social”
(1). More than 50 years later, one of us (H.H.G.) published a
commentary in the American Journal of Psychiatry reviewing
progress and outlining the then-current opportunities and chal-
lenges for integration betweenmental health and generalmedical
services (2). The commentary concluded that there were still
major clinical and organizational barriers to integrating services
and that integration would occur only when a common purpose
and new incentives existed to remove the long-standing barriers.

Comorbidity between mental and general medical disor-
ders is the rule rather than the exception (3, 4). However,
care for these types of problems has historically been pro-
vided by different providers, health care organizations, and
funding streams (5). This fragmentation results in gaps in
access, quality, and efficiency of care, resulting in high soci-
etal costs (6, 7), disability (8), and excess mortality (9). These

problems highlight the im-
portance of improving in-
tegration at multiple levels
across governmental agen-
cies,healthcareorganizations,
clinics, and within individual
patients (10).

Since the early 1980s, new
treatments, service delivery
models, federal policies, tech-

nologies, and trends in the broader health system have dras-
tically reshaped the U.S. mental health service delivery system.
With these changes has come a growing interest in integra-
tion among researchers, clinicians, health system leaders,
and health policy makers. In this review, we examine these
changes and their impact on service integration for people
with mental illnesses since the early 1980s, with an eye toward
future opportunities and challenges.

1980–1996: A GROWING RESEARCH BASE
SUPPORTING MENTAL HEALTH INTEGRATION

The Epidemiological Catchment Area Survey was a ground-
breaking systematic study documenting the epidemiology and
treatment patterns for mental disorders in the United States
(11). Implemented infive cities, it was thefirst such study to be
conducted in more than a single community in the United
States. Three key findings emerged from that study that had
major implications for care integration. First,mental disorders
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Adolf Meyer: “I sometimes feel that Einstein, concerned with 
the relativity in astronomy, has to deal with very simple facts as 
compared to the complex and erratic and multicontingent 
performances of the human microcosmos, the health, happiness 
and efficiency of which we psychiatrists are concerned with.”

(Am J Psychiatry 1928; 85(1):1–31)
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were highly prevalent—more than a quarter of individuals had
a diagnosable mental disorder in any given year. Second, fewer
thanhalf of individualswith adiagnosis received treatment in
any given year. Finally, those who did receive mental health
treatment most commonly received it not from specialty men-
tal health providers but in the general medical sector. Taken
together, these findings demonstrated the importance of
more effectively diagnosing and treating common mental
disorders in primary care settings.

During the 1980s and 1990s, new treatments and financing
models affected the interface between primary care and mental
health in the provision of care formental disorders. Some factors
brought them closer together; but others pushed them apart.
The release of selective serotonin reuptake inhibitor antide-
pressants beginning in the late 1980s made it easier for primary
care providers to provide first-line treatment for major depres-
sion and anxiety disorders (12). In the public sector, new grants
helped drive a rapid growth of treatment of mental disorders
in federally qualified health centers (13). At the same time, ris-
ing mental health costs spurred the growth of mental health
“carve-outs” that provided mental health insurance benefits
and treatment separately from general medical care (14, 15).

Studies documenting the central role of general medical
providers in treating mental disorders led to calls for improved
diagnosis and treatment in those settings (16, 17). Initial studies
focusing on screening (18), provider education (19), and time-
limited consultation (20) proved disappointing in improving
outcomes (21). In 1995, Katon et al. (22) published the first
randomized trial of team-based collaborative care for treating
depression in primary care. Collaborative care in many ways
represented a return to the “liaison” dimension of consultation-
liaison psychiatry that had gained popularity during the 1960s
and 1970s, focusing on the role of psychiatrists as active
members of medical teams helping to identify and address
mental health problems across a clinic or hospital unit (23).
Subsequent studies demonstrated these approaches to be ef-
fective in improving quality and outcomes of care across a
range of other mental disorders and settings (24), for substance
use disorders (25), and for management of general medical
conditions in patients with serious mental illnesses (26).

1996–TODAY: HEALTH REFORM AND MENTAL
HEALTH INTEGRATION

Over the past two decades, passage of federal legislation has dra-
matically reshaped the health insurance and care delivery land-
scape. This legislation has had a major impact on mental health
service delivery and its relationship to the broader health system.

Insurance Reform
Prior to the passage of the Affordable Care Act, an estimated
12 million individuals with mental and/or substance use dis-
orders lackedinsurance(27).Forthosewhohadinsurance,most
behavioral health insurance benefits were separate and unequal
compared with benefits for treatment of general medical and
surgical conditions. Lack of parity raised the risk of bankruptcy
or financial hardship due to mental health expenditures.

The 1996 Mental Health Parity Act barred separate annual
and lifetime limits on coverage for treatment of mental disorders
other than the addictions (28). The 2008Mental Health Parity
and Addiction Equity Act (MHPAEA) provided another step
toward improving access to health insurance and reducing fi-
nancial burden for patients with mental illnesses and substance
use disorders by barring differential coverage limits, such as
higher cost sharing, separate visit or hospitalization maxi-
mums, and unequal application of managed care techniques
(29, 30). Parity was extended to plans that offered coverage
for behavioral health conditions, but it did not mandate that
insurance must have such coverage. In fact, most plans of-
fered somecoverage.Early results suggest that this legislation
is helping drive improved richness of benefits and access to
care for people withmental and substance use disorders (31).

For individualswithcomorbidmental andgeneralmedical
problems, financial access to mental health care is essential
for optimizing medical as well as mental health outcomes
(32). The improvement in insurance coverage is what allows
integration to work (33). This legislation was also an im-
portant symbolic victory for advocates of integration,moving
mental health benefits squarely into the center of medical
insurance. Its underlying philosophy was a manifestation of
the value of integration, that mental disorders ought to be
treated like any other condition.

TheAffordableCareActof2010 (ACA)built on theMHPAEA
to expand health insurance coverage, to prohibit exclusion of care
based on preexisting conditions, and to require that health plans
includemental health and substance use disorder treatment and
careasessentialbenefits(34,35).Theseinsuranceprotectionsand
expansions were particularly important for people with mental
illness, who were at elevated risk of being uninsured or under-
insured. The requirement that insurance plans include mental
health as an essential benefit complemented parity legislation
in ensuring widespread access to mental health benefits (34).
Early findings suggest declining rates of uninsurance for pa-
tients with mental and substance use disorders since these pro-
visions were enacted, largely related toMedicaid expansion (36).

New Models of Care
In addition to expanding insurance, the ACA included
funding for demonstration projects to improve care for
common mental disorders in primary care and for medical
problems in public sector mental health settings. These dem-
onstration projects were particularly important in the public
mental health sector, including amongMedicaid recipients and
patients at community mental health centers.

Section 2703 of theACAprovided funding for states to design
health homes to provide comprehensive care coordination for
high-cost Medicaid beneficiaries with chronic conditions, in-
cluding serious mental illnesses (37). As of June 2017, a total of
21 states had health homes, with nearly all of these programs
including individuals with serious mental illnesses as a target
population (38). These programs are mandated to provide care
and coordination, health promotion, and referral to community
social services—essential elementsof care integration forpatients
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withseriousmental illnesses.Mostof the initial statehealthhome
programs are continuing to operate even after the initial 2-year
federal matching funds have ended (39).

Several ACA programs have been targeted toward im-
proving care integration at communitymental health centers.
The Protecting Access to Medicare Act (H.R. 4302) includes
a demonstration program testing certified community be-
havioral health clinics (CCBHCs), which are required to
address care coordination and develop “partnerships … for
primary care services to the extent these services are not
provided by the CCBHC.” The ACA has provided ongoing
funding for the Primary and Behavioral Health Care In-
tegration program, which provides funding for community
mental health centers to treat common medical conditions
on-site or via referral (40).

The ACA also incentivized the development of new or-
ganizational and payment strategies that hold the potential
formorewidespread implementationof integratedcaremodels
inMedicare. Within traditional fee-for-serviceMedicare, new
billing codes for collaborative care are likely to help address
barriers to financing these services (41).

The legislationcreatedmechanisms to fundnewmodels of
payment, including accountable care organizations that in-
clude care management fees or shared savings arrangements
to incentivize quality and efficiency of care (42). To date, the
update ofmental health services inmanyof thesenewmodels
of care has been slow (43–45). Additionally, these models
may create some incentives for plans to exclude high-cost
groups, including enrollees with mental disorders (46).

If parity represented the integration of mental health into
themainstreamof health insurance, theACArepresented the
integrationofmentalhealth into federalhealth carepolicy.To
a greater extent than in earlier health reform efforts (47, 48),
mental health had a central seat at the table in the design and
implementation of the ACA (49).

THE FUTURE OF MENTAL HEALTH INTEGRATION

The trajectory toward increasing service integration is likely
to continue in the coming years. Key trends driving changes
in the organization of the broader health system, financing
models, and new health technologies will likely create new
opportunities for further service integration in both primary
care and specialty settings.However, vigilancewill be needed
to fully implement these policies and to maintain the gains
that have been made in the face of a shifting policy and care
delivery landscape.

The Gap Between Policy and Practice
The passage of the MHPAEA in 2008 provides a useful re-
minder of the many steps between federal legislation and
practice change. Even after final regulations were issued in
2013, the requirement that mental health benefits be “no
more restrictive than…medical and surgical benefits” proved
challenging to define operationally, particularly for nonquan-
titative aspects of care management (30). Currently, litigation

(50) and enforcement efforts by the U.S. Department of Labor
(51) are helping to further clarify the final scope and details of
this legislation.

Thepast year sawanumberof efforts to repeal or scale back
the ACA (52). While these were ultimately not successful,
ongoing policy and regulatory developments are likely to
weaken the ACA’s potential benefits for patients with mental
disorders. The 2017 Tax Cuts and Jobs Act removed the in-
dividual mandate requirement, which could destabilize the
health insuranceexchangemarketplace (53). ForMedicaid, the
Department of Health and Human Services is considering
granting states more flexibility in determining the scope and
structure of Medicaid benefits through block grants, spending
caps, and/or waivers (54). Decisions about continuing or
expanding demonstration programs, such as the Medicaid
health homes program,will largely restwith individual states
and with the Department of Health and Human Services. All
of these changes disproportionately affect individuals with
mental illnesses,whoweremore likely tobeuninsured, to rely
onMedicaid, and to experience fragmented care prior to the
passage of the ACA (27, 55).

These developments highlight the notion that federal and
state policies, while vitally important, rarely progress in a
linear fashion and are subject to shifting political winds.
Furthermore, policies are only the first step in changing
practice. Attention is needed to regulations that flow from
these policies, to their implementation by insurers andhealth
organizations, to care by clinicians who deliver treatment,
and to patients who are the recipients of that care. As more
data become available on the impact of this federal legislation
on quality and outcomes of medical care, it will be important
to use the data to inform future policies, regulations, and
clinical practice.

Trends in the Broader Health System
Regardless of the fate of these policies, several trends re-
shaping the health system will have important implications
for the integration between mental and medical care. The
health care system is undergoing a phase of rapid consoli-
dation, with mergers across hospitals, between hospitals and
physician practices, and between pharmacies and health
insurers (56–58). These large organizations should have an
incentive to focus on high-cost groups, including individuals
withmental illnesses, and theypossess the economies of scale
to care for them. However, as with accountable care orga-
nizations, it appears that these new organizations have been
slowto fully incorporate care formental healthdisorders. For
instance, the recent acquisition of Aetna by CVS is not cur-
rently projected to provide mental health care or screening
in its retail clinics (58).

The Growth of Health Technology
New technologies are reshaping the architecture of the
health system and of integration between general medical
and mental health care. Electronic health records coupled
with a registry function can track andmonitor symptoms for
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patients who are not improving (59). Telehealth can improve
access to specialty services for rural and other hard-to-reach
populations (60, 61). Integrated datawarehouses can be used to
identify high-utilizing patients for quality improvement efforts
and track their movement across different sectors of care (62).
Smartphone-based mobile health can support patient self-
management between provider visits (63). These technologies
can serve as platforms on which to develop and disseminate
high-quality, integrated-care interventions (64). However, the
improvedcommunication facilitatedbythese technologiesmay
also come at the expense of patient privacy (65), which can be
particularly problematic for substance use disorders and other
stigmatized conditions (66).

Bridging the Divide Between Integration
and Specialization
Taken together, these trendsprovide anopportunity to revisit
a long-standing debate within mental health about the rel-
ative merits of integration versus specialization. Specifically,
many advocates have argued thatmental health care requires
unique expertise that can best be provided by specialty mental
health clinicians, providers, or organizations. They have ex-
pressed concern about a choice between “drowning in the
mainstream or [being] left on the bank” (67, 68).

New clinical and organizational models are increasingly
making this dichotomy less problematic. Collaborative care
and medical home models seek to facilitate continuity and
coordination of care while still ensuring access to specialty
expertise. New health technologies can help guide care and
facilitate communication across providers.

However, therewill always bepatientswhoseproblems are
bestmanaged inspecialty settings.Primarycareprovidersmay
not be equipped to manage medication or provide evidence-
based psychotherapies for patients with complex mental dis-
orders (69). Patients with serious, disabling mental illnesses
also may require psychosocial services such as housing and
employment support that are not available in primary care
settings (70). The optimal balance between generalist and
specialist care will vary based on provider expertise, patient
case mix, and available community resources (71).

Addressing Integration at Multiple Levels
The future will likely see growing integration at multiple
levels—within patients, and across systems, payers, agencies,
and communities. Most current models of integration have
focusedonaddressingcomorbidmental andmedical problems
within patients or particular health care organizations. Psy-
chosomatic medicine emphasized the biological and psycho-
logical linkages between mental and physical health within
individuals, and consultation psychiatry addressed individual
psychiatric problems that were identified in medical settings.
Collaborative care addresses needs of patients in health care
clinics or provider organizations, targeting treatment based on
mental health symptoms (72).

There is a growing interest in further broadening this
perspective to address mental health integration in a public

health context (73). These approaches would examine strat-
egies for improving mental health outcomes within general
populations,while optimizing overall health in subgroupswith
more serious mental disorders. Accomplishing these goals
wouldrequire identifyingand trackingpopulationsbothwithin
and outside of health care settings; recognizing the importance
of social and community factors as determinants of health;
addressingcomorbidsubstanceuse;andexpandingtherangeof
outcomes fromsymptom-basedmeasures tobroader indicators
of health-related quality of life and recovery. This expanded
focus could complement current efforts to incorporate social
determinants such as housing and food insecurity into health
care for general medical populations (74–76).

A public health approach to integration harkens back to
the moral treatment movement of the 19th century and the
community mental health movement of the 1960s, each of
whichemphasized the importanceofsocial andenvironmental
factors as antecedents and consequences of mental illnesses
(77). Both of these movements, which began with great opti-
mism that the early treatment of mental illness would prevent
long-term disability, ultimately faced criticism for their failure
to accomplish that goal. Over the years, some reformers have
focused on the social and political dynamics of communities to
the exclusion of concern about clinical treatments (77, 78). As
wemove to expand integration to achieve these broader public
healthgoals,wemustensure that theseeffortsarecoupledwith
attention to high-quality clinical care.

CONCLUSIONS

When we reflect on the many changes that have occurred
since the early 1980s, it is clear that great progress has been
made in the integration between mental health and general
medical care. Mental health has moved from the margins to
the mainstream of health care policy, financing, and care
delivery. However, it should also be noted that many of the
problems that these integratedapproachesweredeveloped to
address, such as rates of comorbidity (4), disability (79), and
early mortality due to suicide (80, 81) and general medical
conditions (9), have persisted or worsened over time. Ef-
fectivelyaddressing theseproblemswill requirepublichealth
approaches that address the underlying social and behavioral
causes and consequences of these problems and also ensure
access to high-quality integrated care for individuals with
comorbid conditions.

Four decades from now, how will we know if we have
succeeded? At a public health level, we will need to know
whether we have been able to improve these distal outcomes
in individuals with mental disorders and medical comor-
bidity. At a policy level, we will need to track the impact of
new federal and state laws and ensure that they are suc-
cessfully implemented and sustained. At a clinical level, we
will need to continue to support widespread dissemination
of effective treatments in both the public and private sec-
tors. And for patients with mental disorders, we will need
to ensure that they are receiving care that meets their needs
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and helps them improve both their physical andmental health
and well-being.
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