
Benjamin G. Druss

40 J Clin Psychiatry 2007;68 (suppl 4)

ental health consumers, providers, and policymakers
have recently awakened to a public health crisis among

Improving Medical Care for Persons With
Serious Mental Illness: Challenges and Solutions

Benjamin G. Druss, M.D., M.P.H.

A critical step in addressing excess medical morbidity and mortality in persons with serious mental illness is to better
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mental health care systems. At a system level, at least 4 types of separation between mental and medical health care may
exacerbate the problems for persons with serious mental illnesses: (1) geographic (lack of co-located medical and mental
health services), (2) financial (separate funding streams for medical and mental health services), (3) organizational (dif-
ficulty in sharing information and expertise across these systems), and (4) cultural (providers’ focus on particular symp-
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improving medical care in this population have spanned a continuum of medical provider involvement from psychiatrist
and patient training to on-site consultation by medical staff, multidisciplinary collaborative care approaches, and facili-
tated linkages between community and mental health and medical providers. Ultimately, it will be important to develop,
test, and implement a range of models for improving the medical care of persons with serious mental disorders that are
tailored to patients’ needs, mental health system capacities, and local community resources.
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use, underuse, and misuse. Overuse is defined as obtaining too
much of the “right” type of services, such as the inappropriate
use of antibiotics. Underuse is defined as not enough use of these
evidence-based services, such as underutilization of preventive
treatments. Finally, misuse, a term commonly used interchange-
ably with medical error, involves the right type of services deliv-
ered in the wrong way, at the wrong time, or to the wrong person.

Katon et al.5 have shown that persons with major depression
(23.5%) or generalized anxiety disorder (21.8%) are “high utiliz-
ers” of health care, indicating overuse of certain medical ser-
vices. Other studies6,7 have reported that persons with serious
mental disorders use the medical emergency room at rates far
higher than the general population, suggesting a problem of over-
use for this population as well.

Similarly, persons with mental disorders may be at risk for
underuse of evidence-based medical services. Studies have iden-
tified potential deficits in cardiovascular care,8–10 hypertension
treatment,11 use of preventive services,12,13 adherence to medica-
tion regimens,14 and care for diabetes15–17 in this patient popula-
tion. Recent results using the baseline data from 1460 subjects
in the Clinical Antipsychotic Trials of Intervention Effectiveness
(CATIE) schizophrenia study18 found that appropriate medical
treatment was not received by 30.2% with diabetes, 62.4%
with hypertension, and 88.0% with dyslipidemia. Underuse of
evidence-based treatments may explain as much as 50% of the
excess mortality rate seen after myocardial infarction in persons
with mental disorders.19

Finally, persons with mental disorders may be at elevated risk
for medical errors. In a recent study,20 hospitalized patients with
schizophrenia were found to have elevated rates of postoperative
sepsis, respiratory deep vein thrombosis, and respiratory failure,
suggesting the potential misuse of medical services.

POTENTIAL CAUSES OF POOR QUALITY CARE

Substandard medical care for persons with serious mental ill-
ness is likely to result from a range of contributory factors from
patients, providers, and the health care system. The presence of

M
persons with serious mental illness.1 Persons with serious mental
illness are dying as much as 25 years younger than the general
population, most often due to medical causes, in particular, car-
diovascular disease.2 Multiple risk factors, including physical ac-
tivity, smoking, medication side effects, and the toxic effects of
abused substances, may lead to and exacerbate medical comor-
bidity in these patients.3 These patients are doubly challenged by
the fact that they often receive a substandard quality of care for
these conditions. Thus, a critical step in addressing morbidity and
mortality in this population is to better understand and seek to
improve the medical care that they receive.

This review will attempt to delineate more appropriate and
effective ways of addressing the medical care needs of this vul-
nerable population. Three interrelated issues will be addressed:
(1) evidence for the poor quality of medical care in this group of
patients; (2) factors, particularly system-based factors, that un-
derlie this deficiency; and (3) the evidence base that supports
various approaches for improving medical care in these patients.

SPECTRUM OF CARE IN SERIOUS MENTAL ILLNESS

In its National Roundtable on Quality of Care, the Institute of
Medicine4 described 3 general types of quality problems: over-
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a significant psychiatric disorder may adversely impact social
and cognitive skills, including the ability to communicate with
clinicians.21–23 Lack of motivation may reduce patients’ ability
to initiate and follow through with medical treatment. Fearful-
ness and distrust also may make patients wary about engaging in
medical care.

Provider factors include challenges on the part of both pri-
mary care physicians and mental health providers. Primary care
physicians may feel uncomfortable treating persons with serious
mental illness.24 Psychiatrists and other mental health care pro-
viders may lack the knowledge or experience to provide medical
care for their patients.25 Also, psychiatrists and primary care pro-
viders alike often work under extreme time constraints and com-
peting demands that may make them unable or unwilling to pro-
vide additional services.26

Health care system factors also make a substantial contribu-
tion to the problem of poor quality care in persons with serious
mental disorders. Although some of these factors represent frag-
mentation within mental health care systems, many are a result
of the separation of the medical and mental health systems of
care.27,28 There are at least 4 types of separation between the 2
systems: geographic, financial, organizational, and cultural. Geo-
graphic separation results from the fact that, particularly in the
public sector, mental health and medical services are rarely pro-
vided by the same facility. As a result, a patient is required to go
to 2 or more different places for treatment, which requires moti-
vation, time, and money.

The present health care system also creates a financial separa-
tion between the medical and mental health systems of care.
Mental health organizations often experience difficulty in obtain-
ing reimbursement for delivery of routine screening and medical
services.29 For example, Medicaid may not pay for these services
outside of medical facilities, and State mental block grants for
the uninsured typically are even more restrictive. Financial sepa-
ration typically creates externalities—situations in which ser-
vices are paid for by 1 sector, but economic benefits accrue else-
where.30 For example, a proposed rationale for providing early
screening and preventive services for persons with serious men-
tal illness is that these services have the potential to reduce un-
necessary emergency room visits and inpatient medical admis-
sions.31 From a strictly financial perspective, this argument may
encourage leaders at a community mental health center to avoid
providing screening and preventive services if the resulting mon-
etary savings flow only to the local medical center or emergency
room.

Organizational separation may manifest as impediments to
communication and coordination between medical and mental
health systems, often as a result of a lack of policies for sharing
information.32 For example, the absence of a shared chart can
limit medical and psychiatric providers’ awareness of each
other’s prescription directives, including orders for new medi-
cations, dosage changes, or treatment discontinuations. Mental
health systems are particularly reluctant to share information
about their patients, often wrongly assuming that regulations,
such as the Health Insurance Portability and Accountability Act
(HIPAA), proscribe this communication.32

Lastly, cultural separation results from the fact that medical
and mental health providers and organizations are typically ori-
ented toward providing care for particular conditions, rather than
for the persons with those conditions. Community mental health

centers and state mental health authorities may see themselves
as responsible for treating only their patients’ mental conditions,
rather than their full physical and mental needs. Only recently
have these organizations begun to accept a broader range of re-
sponsibility for addressing the health and well-being of the pa-
tients they serve. The 2003 President’s New Freedom Commis-
sion33 has called for the mental health system to replace its
narrow focus on symptom reduction with a broader emphasis
on recovery, including patients’ overall functioning and quality
of life.

SYSTEM-BASED STRATEGIES
FOR IMPROVING CARE

Each of the barriers just described suggests potential system-
level solutions. Geographic separation can be addressed through
the co-location of mental health and primary care services within
the same facility. Some real-world examples of this approach
include staff model health maintenance organizations (HMOs),
such as Group Health at Puget Sound and Kaiser Permanente; the
U.S. Veterans Administration (VA) Health System; and much of
the National Health Service in the United Kingdom.34–36 How-
ever, given the decentralized nature of medical and mental health
practices in the United States, it is unlikely that co-location is a
realistic alternative for all sites. Furthermore, although there may
be fewer disparities in care in sites such as those of the VA that
already co-locate medical and mental health care, there remains
substantial room for improvement in the quality of medical care
for persons with mental disorders at these sites.10,37

Financial separation can, in theory, be addressed by carving-in
services in which 1 group takes financial and/or administrative
responsibility for all mental and medical health care services. For
instance, some community mental health centers have obtained
licenses to provide single-source care for their clients. However,
studies38 have shown that integrating funding streams alone is
often insufficient to result in integration at a clinical level. To
have a positive impact on care, financial integration needs to be
part of a broader quality improvement strategy.

A third system-level strategy to improve health care has
focused on addressing the issue of organizational separation
through improvements in information sharing. The VA services
provide an example of a system with fully integrated electronic
health records.39 The most substantial challenge associated with
fully shared health records is balancing the benefits of improved
information transfer with the need to preserve patient privacy.40,41

Specifically, while it is important for medical providers to have
access to certain patient information (such as medications), de-
fining access to potentially more sensitive information (such as
clinical notes) remains a legal and ethical challenge. In other
systems, it may be possible to develop a portable, hand-held,
medical record that patients can carry between medical and men-
tal health providers. However, 2 randomized trials in the United
Kingdom42,43 were unable to demonstrate a benefit to patients,
largely because of the failure of clinicians and patients to use the
records on a regular basis.

A final system-level strategy is to address cultural separation
issues by improving accountability for medical care among men-
tal health providers.44,45 Examples of this strategy include the re-
quirement that mental health providers keep a complete list of
health problems for each patient and the use of quality assessment
or accreditation measures that track the extent of coordination
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between mental health clinicians and general medical providers.
These are likely to be important, but not sufficient, strategies for
improving medical care in this population.

EVIDENCE-BASED MODELS

As outlined above, system “fixes” can be important steps in
improving medical care for persons with severe mental disorders.
However, any such changes are unlikely to be sufficient for sub-
stantially improving care in the psychiatric population. Further-
more, most patients, providers, and health care organizations will
continue to operate under the constraints of the current systems,
with ongoing barriers to obtaining high quality medical care.

Is it possible, under these imperfect conditions, to improve
medical care for the psychiatric patient population? This is the
question that “real-world” effectiveness trials seek to address. To
date, only a handful of effectiveness trials44–46 have assessed
strategies to improve medical care in patients with behavioral
disorders. However, the results from these trials46 are quite prom-
ising, demonstrating that a range of strategies appear to be effec-
tive in improving linkage with, and quality of, medical care and
improving self-reported health outcomes in groups with higher
levels of baseline medical comorbidity.

Analogous to conceptual models for organizing approaches
for treatment of depression in primary care, models for improv-
ing medical care in persons with mental illnesses can be orga-
nized along a continuum from less to more involvement on the
part of mental health care providers (Table 1).47 At 1 end of the
continuum, training programs may provide psychiatrists with the
skills to diagnose and provide care for certain medical con-
ditions. Although some investigators44,45 initially proposed that
psychiatrists with appropriate training could provide the bulk
of medical care for persons with severe mental illness, this ap-
proach has not been widely adopted in routine practice for a vari-
ety of workforce and logistic reasons. Nonetheless, psychiatrists
and other mental health providers are likely to play an important
role in ensuring that patients receive appropriate screening and
follow-up medical care, even if they do not directly provide these
services.

A second approach that requires minimal input from medical
providers trains patients in self-management48 and/or therapeutic
lifestyle change strategies.49,50 Studies3 in this area have demon-
strated considerable potential to reduce lifestyle risk factors,
such as poor diet, smoking, and obesity, in persons with serious
mental illness. This approach is likely to be most useful as an ad-
junct to, rather than a replacement for, formal medical treatment.

In medical consultation models, a part-time or full-time med-
ical consultant comes on-site to provide for the medical needs

of patients. This approach has been tested in several inpatient
studies,51,52 in which it has been shown to improve the quality
of medical care substantially. Inpatient settings are likely to be
the most appropriate sites for these consultative approaches, be-
cause they are relatively isolated (patients cannot travel offsite)
and have sufficient economies of scale to support hiring a part- or
full-time medical consultant.

The most widely tested approach to providing medical care
for persons with serious mental or substance use disorders falls
under the category of “collaborative care models,” in which care
is delivered by multidisciplinary teams made up of both internists
and mental health or substance use specialists.53–56 These models
are analogous to evidence-based approaches to treating depres-
sion in primary care, which have been shown to improve quality
and outcomes in a range of study settings and across a variety
of patients groups.57 Like collaborative care approaches for the
treatment of depression, multidisciplinary models have been
most widely tested in quasi-integrated systems of care, such as
the VA system and staff model HMOs. These settings already
have a number of favorable conditions for integrating care—
geographic co-location of medical and mental health services,
financial integration of funding streams, shared medical records,
and a close proximity between providers that can help break
down cultural barriers to the provision of shared care. Imple-
menting collaborative care models in other settings may be more
challenging, but at least for depression in primary care, these
models have proven to be feasible and cost-effective.58–61

Finally, under facilitated referral models,62 a mental health
facility can hire a care manager to provide linkage and coordinate
follow-through with medical care in a community medical set-
ting. These models are the simplest and least costly programs to
implement in free-standing mental health settings such as com-
munity mental health centers. They do, however, depend on the
availability of a high-quality community mental health provider
and effective linkages between mental health and community
medical provider organizations. The National Institute of Mental
Health (NIMH) is currently funding a large study in Atlanta to
test the effectiveness of this approach.

CONCLUSION

It is probably most helpful to think of integration not as a
“1-size-fits-all” solution, but rather as a process that needs to
be tailored to the clinical and organizational features of any
given mental health setting.46 The recent Institute of Medicine
report “Improving the Quality of Health Care for Mental and
Substance-Use Conditions”32 called for all organizations to
“transition along a continuum of evidence-based coordination

Table 1. Strategies to Improve Medical Care in Persons With Serious Mental Illness: A Continuum of Involvement of Medical Providersa

 Involvement of
Strategy Medical Providers Requirements Potential Sites
Training for patients or staff Low Time; training; motivated trainees Sites with co-located clinicians
On-site medical consultation Intermediate Sufficient flow of patients to support medical Inpatient mental health and

consultant addiction settings
Collaborative care Intermediate Regular contact between medical and mental Staff model HMOs; VA Centers;

 health/addiction staff some CMHCs
Facilitated referral to primary care High Adequate community medical resources; Free-standing mental health

 mechanism for linkage between the systems and substance use clinics
aBased on Bower and Gilbody.47

Abbreviations: CMHCs = community mental health centers, HMOs = health maintenance organizations, VA = Veterans Administration.
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models . . . [and] adopt models to which they can most easily
transition from their current structure.” Mental health organiza-
tions need to take stock of their patients’ needs, internal capaci-
ties, and local community resources and determine what steps
they can take to improve patients’ health and health care.

Disclosure of off-label usage: The author has determined that, to the best of
his knowledge, no investigational information about pharmaceutical agents
that is outside U.S. Food and Drug Administration–approved labeling has
been presented in this article.
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