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Lessons Learned at the Interface of 
Medicine and Psychiatry 
The Psychiatric Consultation Service at 
Massachusetts General Hospital sees medical 
and surgical inpatients with comorbid psychiatric 
symptoms and conditions. During their twice-weekly 
rounds, Dr Stern and other members of the Consultation 
Service discuss diagnosis and management of 
hospitalized patients with complex medical or surgical 
problems who also demonstrate psychiatric symptoms 
or conditions. These discussions have given rise to 
rounds reports that will prove useful for clinicians 
practicing at the interface of medicine and psychiatry. 
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H ave you been unsure about what you can manage 
and when you should refer your patients to a 
mental health professional? Have you found it 

difficult to find a mental health professional with whom 
you can collaborate? Have you wondered whether 
communication with a mental health professional about 
the treatment of your patients will require informed 
consent from your patients? Have you wondered about 
different models of integrated mental health care designed 
to enhance access for your patients? If you have, the 
following case vignette and discussion should prove useful. 

CASE VIGNETTE 

Mr C, a 44-year-old man, presented to his primary 
care physician (PCP) with worsening depression (with a 
loss of interest in activities, sadness, despondency, 
fatigue, feelings of guilt, and passive suicidal ideation) 
and anxiety. He denied having a plan to harm himself and 
cited several protective factors (including wanting to be 

available to his 2 children). However, his wife wrote an 
email to Mr C’s PCP about her concern for her husband, 
as he was not spending much time out of bed. 

His medical history was notable for diabetes, 
hypertension, and nonalcoholic fatty liver disease, and he 
was taking sertraline (200 mg/d), clonazepam (0.5 mg 
nightly for sleep), metformin (500 mg twice daily), 
dulaglutide (1.5 mg weekly), and lisinopril (20 mg/d). 
Mr C has been followed by his PCP for the last 8 years. 
His depressive episodes and generalized anxiety had 
previously responded to a selective serotonin reuptake 
inhibitor (SSRI), while his insomnia had improved 
with alterations in his sleep hygiene and use of a 
benzodiazepine. At his most recent visit, Mr C’s 
Generalized Anxiety Disorder-7 (GAD-7) score was 14, 
and his Patient Health Questionnaire-9 (PHQ-9) score 
was 21. He had a family history of cardiovascular disease, 
dementia, and depression. 

DISCUSSION 

How Has the Training and Delivery of 
Primary Care Changed Over the Past 
Several Decades? 

Although roughly half of primary care patients have 
1 or more psychiatric diagnoses and approximately half of 
those patients have psychiatric symptoms that lead them 
to seek medical assessment, training (involving didactics 
and clinical supervision about psychiatric problems) has 
remained limited (ie, less than 1 hour/week). Simulation 
exercises (that guide practitioners to the assessment 
and treatment of affective, behavioral, and cognitive 
manifestations) are infrequently introduced, and case- 
based conferences rarely focus on cases at the interface 
of medicine and psychiatry. In addition, pressure is often 
placed on providers to maximize the number of patients 
seen per session, to shorten the length of each visit, and 
to maximize the revenue earned by each provider. 
Moreover, increasingly, physician extenders/nurse 
practitioners and physician assistants provide care in 
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lieu of visits with PCPs, and their training tends to involve 
fewer hours than the training of PCPs related to the 
assessment and management of psychiatric issues.1 

When (and why) Should a PCP Consider 
Consulting With a Mental Health 
Professional About Their Patient’s 
Affective, Behavioral, or Cognitive State? 

PCPs are often the first health care professionals to 
see patients who experience symptoms of a mental health 
disorder. This allows them to play a vital role in early 
identification (via screening) and management of 
psychiatric conditions (eg, depression, anxiety, substance 
use disorders [SUDs], and psychosis) and to determine 
when specialized care is needed.2 

If a patient reports persistent sadness, a lack of 
interest in daily activities, or significant changes in 
sleep and appetite, depression may be the cause, and 
screening tools (eg, the PHQ-9) may be warranted.3 If a 
patient is experiencing excessive worry, restlessness, or 

physical symptoms (eg, muscle tension or fatigue), a 
GAD-7 screening test can help assess the severity of 
anxiety.4 Similarly, for patients exhibiting intrusive 
thoughts and compulsive behaviors, the Yale-Brown 
Obsessive-Compulsive Scale can be used to screen for 
obsessive-compulsive disorder.5 If there are concerns 
about substance use, screening tools (eg, the Alcohol 
Use Disorders Identification Test or Drug Abuse 
Screening Test) are effective in identifying SUDs.6,7 

These screening tools identify mental health issues 
and can guide further evaluation, diagnosis, and 
treatment (Table 1).2 

For patients who present with mild-to-moderate 
symptoms of depression or anxiety, PCPs can, and do, 
initiate management. Evidence-based approaches (eg, 
psychotherapy such as cognitive-behavioral therapy 
[CBT]) or medication (such as SSRIs or serotonin- 
norepinephrine reuptake inhibitors) often manage 
symptoms effectively. For example, if depression has 
developed, initial treatment might include prescription 
of an antidepressant or advising about lifestyle changes 
(including exercise, dietary modifications, and 
improvements in sleep hygiene), which can enhance 
mood. For anxiety, patients can embark upon CBT and 
relaxation techniques, while simultaneously considering 
medications like SSRIs if needed. 

In cases of more intense, persistent, or worsening 
symptoms, specialized mental health care (eg, referring 
the patient to a psychologist for psychotherapy, to a 
psychiatrist for medication management, or to another 
type of mental health provider) is often critical (Table 1). 
In addition, patients with treatment-resistant 
depression, bipolar disorder, schizophrenia, and 
personality disorders often require care that is outside 
of the comfort zone of many PCPs. 

Referral to a psychiatrist is appropriate when a 
patient’s evaluation and mental health issues lie beyond 
the scope of primary care practices (eg, when 
depression or anxiety is persistent or severe; when the 
ability to function at work, school, or in relationships is 
markedly impaired; when the patient is at risk of 
suicide). If these issues have failed to respond to 
initial treatments (eg, counseling, psychotherapy, or 
use of medication), referral for more advanced care 

Table 1. 
Common Screening Tools for Mental Health Disorders 
Disorder Screening tool Description 
Depression Patient Health Questionnaire-9 A 9-item questionnaire that assesses the severity of depression symptoms. 

Anxiety Generalized Anxiety Disorder-7 A 7-item scale that measures symptoms of generalized anxiety disorder. 

Obsessive-compulsive disorder (OCD) Yale-Brown Obsessive-Compulsive Scale A clinician-administered scale that assesses the severity of OCD symptoms. 

Substance use disorders Alcohol Use Disorders Identification Test A 10-item questionnaire designed to identify alcohol use disorders. 

Drug Abuse Screening Test A 28-item test that screens for drug abuse and related problems. 

Clinical Points 
• Since primary care physicians (PCPs) are often the first 

health care professionals to see patients with symptoms 
of a mental health disorder, they play a vital role in the 
identification, management, and referral of psychiatric 
conditions (eg, depression, anxiety, substance use 
disorders, and psychosis). 

• Referral to an emergency department is necessary when a 
patient’s acute psychiatric or medical condition poses an 
imminent threat to their safety (eg, due to having thoughts 
of suicide or their engaging in self-harming behaviors) or 
the safety of others. 

• Several brands of psychotherapy can be initiated (eg, 
cognitive-behavioral therapy that targets depressed 
patients’ irrational beliefs and distorted cognitions that 
perpetuate depressive symptoms by challenging and 
reversing them, and dialectical behavior therapy teaches 
skills to help control impulsive and harmful behaviors). 

• PCPs should be proactive and meet with their mental 
health colleagues to discuss their mutual interests in 
improving integrated care for shared patients and to 
facilitate collaboration and seamless patient care handoffs. 
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(eg, for schizophrenia, bipolar disorder, or a 
personality disorder) is advised. Mental health 
professionals often play a crucial role in the 
management of psychotropic medications, with 
monitoring for adverse effects and drug interactions. 

Referral to an emergency department (ED) is 
necessary when a patient’s psychiatric or medical 
condition poses an imminent threat to their safety (eg, 
manifest by thoughts of suicide, self-injurious behaviors) 
or the safety of others.8 Similarly, if new-onset 
psychosis arises (eg, with hallucinations, delusions, or 
disorganized thinking) and function is impaired, care in 
the ED may be required for assessment and stabilization. 
Lastly, any psychiatric or medical condition that 
presents with acute, life-threatening signs and 
symptoms (eg, an altered mental status due to a medical 
condition or intoxication, delirium tremens, seizures) 
requires immediate ED care. 

What Types of Mental Health Professionals 
Collaborate With PCPs and What Treatment 
Can They Provide? 

Mental health providers (eg, in nursing, 
psychology, psychiatry, social work) undergo different 
types of training (eg, in the practice of psychotherapy, 
counseling, psychopharmacology) to appreciate the 
complex interplay among medical conditions, 
medications, psychological reactions, and social 
service. Table 2 describes the different types of 
mental health providers and the treatments they may 
provide.1 

What Types of Talking Therapies Can 
Mitigate Symptoms and Enhance Function? 

Myriad types of psychotherapy are available to improve 
how patients feel and function. Table 3 describes the types of 
therapy provided by mental health professionals. 

Can Mental Health Care Be 
Delivered Virtually? 

Telehealth is a viable treatment strategy that allows 
practitioners to provide psychiatric evaluations, 
psychotherapy, medication management, and patient 
education remotely (ie, virtually). Moreover, 
telepsychiatry reduces patient-incurred costs and travel 
time to appointments, improves accessibility of services, 
and produces treatment outcomes that are comparable 
to in-person care.11 Unfortunately, not everyone has 
access to high-speed internet connections, virtual 
interpreter services, and a private space to hold 
telehealth visits.12 Thus, before conducting a telehealth 
session, PCPs should assess their patient’s readiness to 
engage with virtual care, and they should obtain 
informed consent13–15 and realize that complex diagnostic 
evaluations often require providers to assess nonverbal 
cues, body language, and elements of the mental status 
examination that can be made more reliably in person. 

PCPs should also know their patient’s contact 
information, support system, medical status, and how far 
they are from the nearest emergency medical facility. 
For example, if medical aspects of a patient’s care are 
relevant (eg, side effects associated with psychotropic 
management or dysregulation of physiologic 

Table 2. 
Types of Mental Health Providers and the Treatments They Provide 
Type of mental health provider Type of treatment 
Psychiatrist (doctor of medicine [MD] or doctor of osteopathic medicine [DO]) Psychiatrists can diagnose and treat mental health conditions and prescribe 

medication, and some provide counseling or psychotherapy. Their training allows 
them to distinguish mental health problems from medical conditions that may present 
with psychiatric symptoms. They may further specialize in certain diagnoses or 
patient populations (eg, addiction medicine, child and adolescent psychiatry, or 
geriatrics). Psychiatrists are well equipped to medically manage patients with severe 
symptoms and complex diagnoses (eg, eating disorders, psychotic conditions, 
substance use disorders). 

Advanced registered nurse practitioner (ARNP)/psychiatric-mental health nurse 
practitioner (PMHNP) 

Nurse practitioners diagnose and treat mental health conditions, provide counseling 
or psychotherapy, and prescribe psychiatric medications. 

Physician assistant (PA/PA-C) PAs who specialize in psychiatry can diagnose and treat mental health conditions and 
prescribe medication (under the supervision of a psychiatrist). 

Psychologist (PhD/PsyD) Psychologists evaluate the mental health of patients using clinical interviews, 
psychological evaluations, and specialized diagnostic testing. They have training in a 
variety of psychotherapies. 

Licensed marriage and family therapist (LMFT) LMFTs treat mental health issues in the context of relationships and offer services to 
individuals, couples, or families. 

Licensed mental health counselor (LMHC) LMHCs evaluate and treat mental health conditions by providing counseling or 
psychotherapy. 

Licensed independent clinical social worker (LICSW/LCSW) Social workers assess, diagnose, counsel, and provide other services, often using a 
strength-based approach. 
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parameters), an in-person examination may need to be 
arranged.13 While obtaining the informed consent, PCPs 
should also discuss when it will no longer be safe to 
manage the patient virtually. During this process, PCPs 
should establish a plan on how to connect with locally 
available emergency services, which may include in- 
person emergency medical or psychiatric services at the 
patient’s location.14 Compliance with specific local, state, 
and federal regulations around the prescription of 
controlled substances may also necessitate an in-person 
evaluation.13 Those most likely to benefit from virtual 
mental health visits include individuals who are 
providing care for young children or the elderly, those 
who are immunocompromised, or those who struggle 
with busy schedules, medical challenges, or social 
determinants of care that preclude easy transportation 
for care.15 

What Is Integrated Care? 
Integrated care combines many models, including 

collaborative care, colocated care, care management, 
health psychology, consultation-liaison psychiatry, and 

enhanced referral.16 A growing body of research has 
demonstrated the efficacy (ie, improving health outcomes) 
of integrating behavioral/mental health care with 
primary care. Operationalization of integrated care can 
face resistance from providers concerned with a perceived 
loss of autonomy and enduring beliefs about the 
definition of “good” treatment. The frequent use of 
standardized assessment instruments in integrated care 
contrasts with the long-held belief that open-ended 
questions yield the most reliable information. Outcome 
studies to date demonstrate that integrated care 
approaches equal or exceed specialized mental health 
care in terms of measures of functional and symptomatic 
relief and patient satisfaction.16 

What Is Collaborative Care? 
Collaborative care is an evidence-based care delivery 

model developed by Katon and colleagues17 at the 
University of Washington that systematically integrates 
behavioral health case managers and psychiatric 
consultants into primary care to treat mental health 
conditions. The model was designed to provide 

Table 3. 
Types of Therapy Provided by Mental Health Professionals 
Type of therapy Description Typical duration of care 
Cognitive-behavioral therapy (CBT) CBT targets depressed patients’ irrational beliefs and distorted cognitions that 

perpetuate depressive symptoms by challenging and reversing them. CBT is a 
well-established treatment method for major depressive disorder (MDD), and it 
has been recommended as a first-line treatment in most guidelines.9,10 

12–16 sessions 

Acceptance and commitment therapy (ACT) ACT is another form of CBT that can help patients accept and adjust to persistent 
problems. It appears to be effective in reducing depressive symptoms and 
preventing relapses.9 

12–16 sessions 

Psychodynamic psychotherapy Psychodynamic psychotherapy focuses on intrapsychic conflicts that are related 
to guilt, shame, repressed impulses, and problems in early childhood with one’s 
emotional caretakers that lead to low self-esteem and poor emotional self- 
regulation. Efficacy in the acute phase of MDD is well established compared to 
other forms of psychotherapy.9 

Treatment can be brief or long term 

Dialectical behavior therapy (DBT) DBT teaches skills to help control impulsive and harmful behaviors (eg, such as 
self-harming, substance misuse, and binge eating); reduce suicidal thoughts and 
behaviors; and improve symptoms of borderline personality disorder, 
posttraumatic stress disorder (PTSD), and depression. DBT can help patients build/ 
maintain healthy relationships; it may be particularly well suited for people who 
experience a lot of conflict in relationships with frequent ups and downs. Learning 
new problem-solving and coping skills improves one’s overall quality of life.10 

Often 6 mo or longer 

Marital and family therapy (MFT) Marital therapy includes both members of the couple, as depression is considered 
in an interpersonal context. Goals are to facilitate communication and resolve 
marital conflict.9 Family therapy involves all family members and uses similar 
principles as other forms of therapy while considering depression within the 
context of pathological family dynamics.9 

Variable 

Cognitive-behavioral therapy for insomnia (CBT- 
I) 

Patients learn how much sleep they need to feel rested and how to achieve it; how 
to spend less time in bed while trying to fall sleep; how to turn their bed back into a 
place for sleep, rather than wakefulness; strategies that help your mind and body 
relax and prepare for sleep; and to adjust one’s thoughts that get in the way of 
sleeping.10 

4- to 7-wk sessions (30–60 min each) 

Motivational interviewing (MI) MI is a therapy that can help patients develop healthier habits related to 
substance use, smoking, nutrition, exercise, chronic health problems, and risky 
behaviors. Therapists explore patient values and goals for treatment and reasons 
for change.10 

Typically, 1–4 sessions 
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psychiatric care in primary care settings, and it has been 
adapted for care in a variety of medical specialty clinics. 
Core members of the team include a primary care 
provider, a behavioral health care manager, and a 
consulting psychiatrist.18 Behavioral health care managers 
are embedded in primary care clinics and play various 
roles. They participate in making a diagnosis and 
planning treatment, coordinating treatment, providing 
proactive follow-up to assess treatment response, 
supporting medication management, facilitating 
communication among team members, and offering brief 
psychotherapies. The psychiatrist on the team provides 
indirect consultation (informal or “curbside”) to increase 
access to psychiatric expertise, develops the capacity of 
PCPs (through training about treatment of common 
mental health conditions) through education and 
modeling, provides immediate recommendations to 
primary care and behavioral health specialists regarding 
diagnosis and management, provides direct consultation 
to patients who are not improving, and reviews cases 
within the patient registry to intensify or “step-up” care 
when patients fail to respond to current treatments. By 
reducing the stigma and logistical barriers that deter 
patients from seeking mental health care, collaborative 
care successfully enhances access to mental health care. 
In addition, collaborative care incorporates population 
health principles, focusing on assessment and 
improvement of care across an entire panel of patients, 
and thus achieves more efficient mental health care at a 
lower cost. 

Unfortunately, alleviation of mental health conditions 
(eg, depression) does not always reduce medical 
morbidity. For example, a systematic review and meta- 
analysis of collaborative care for comorbid depression 
and diabetes showed that a reduction of depressive 
symptoms did not reliably improve self-care and glycemic 
control (when depression treatment did not target 
adherence to diabetes treatment).19 However, quality 
improvement strategies for diabetes care that promote 
glucose self-monitoring among patients were found to 
significantly improve the hemoglobin A1c (HbA1c) level 
(eg, the standard mean difference was 0.57% [0.31% to 
0.83%]).20 Evidence from a sensitivity analysis19 showed 
that the effect of collaborative care on HbA1c was almost 
entirely confined to 3 studies that integrated diabetes care 
within the collaborative care model.21–23 

What Is the Evidence for the Efficacy of 
Collaborative Care? 

The evidence for the effectiveness of collaborative 
care across a variety of outcomes is robust. Research 
suggests that for a range of conditions, including 
depression and anxiety, collaborative care significantly 
improves mental health outcomes compared to usual 
care.24 A systematic review and meta analysis25 suggested 
that collaborative care improves behavioral health 

outcomes, medication adherence, and patient satisfaction. 
Collaborative care leads to better outcomes (ie, better 
screening, adherence to care), reduced health care 
utilization, and a reduced financial burden over time.26 

Across studies, collaborative care has been effective, 
cost-effective, and scalable. 

How Can Collaborative Care Be Delivered? 
Collaborative care can be delivered through either 

colocated (ie, on-site) or virtual (ie, off-site, technology- 
facilitated) configurations. Both models share a 
team-based approach but differ in their practical 
considerations. Colocated collaborative care involves the 
physical presence of behavioral health specialists within 
primary care settings. Physically embedded care has 
distinct advantages, including more seamless access to 
medical records as well as quicker response times to 
emerging clinical situations. 

The Veterans Health Administration (VHA) has the 
largest integrated health care system in the United States, 
serving over 9 million enrolled veterans each year. 
Primary care mental health integration services at 
Veterans Affairs (VA) medical centers and community- 
based outpatient clinics were designed based on the 
“White River Model of Co-located Collaborative Care: 
A Platform for Mental and Behavioral Health Care in the 
Medical Home,” which was first implemented in 2004.27 

The primary mental health care clinic at the White River 
Junction Veterans Affairs Medical Center, Vermont, is 
staffed by a therapist and a psychiatrist (or advanced 
practice nurse), complemented by care management and 
health psychology, and it offers a full spectrum of mental 
health care. This model has allowed 75% of referred 
patients to receive all of their care within the 
appropriately resourced primary care clinic, thereby 
conserving specialty mental health care services for the 
most complex patients.27 Integration of mental health 
care into primary care and medical settings offers 
improved quality of care for patients with chronic 
medical illnesses (eg, diabetes) who frequently suffer 
from psychiatric comorbidities (eg, depression). 

Another paradigm, the “mental health home” model 
(also called the “behavioral health home”), places great 
importance on enhancing the interface of psychiatry 
with PCPs and social services to support individuals 
suffering from severe mental illness (eg, schizophrenia).28 

This model aims to help individuals improve quality of 
life and well-being via active monitoring of basic health 
indicators (eg, smoking status, body mass index, blood 
pressure) and lifestyle choices (eg, physical activity, 
nutrition) for patients with severe mental illness. 

Teleconsultation can be used to connect off-site 
mental health professionals with primary care teams via 
telephone and video calls. Evidence suggests that virtual- 
based collaborative care can achieve equal or better 
outcomes than colocated care, potentially because 
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teleconsultation (versus colocated) facilitates higher 
fidelity to evidence-based collaborative care 
protocols. This has been established in rural clinical 
settings that have more limited access to mental 
health providers.29 Nonetheless, teleconsultation has 
its limitations. Off-site providers, particularly outside 
of the care system, may have more challenges 
accessing medical records, and there may be greater 
delays in clinical responses. 

Overall, colocated and teleconsultation collaborative 
care models are both promising options. The strengths of 
colocated care include greater responsivity to clinical 
situations and potentially fewer barriers to medical 
records, whereas the strengths of teleconsultation include 
bringing specialization to clinical settings where mental 
health resources might be more limited as well as 
potentially higher fidelity to empirically supported care 
models. 

How Does Collaborative Care in Private 
Practice Differ From Such Care in Academic 
Medicine? 

Collaborative care in private practice and academic 
medicine shares the same foundational principles of 
team-based care with the aim of integrating behavioral 
health into general medical settings. However, their 
mission differs. In private practice, the implementation 
of collaborative care can occasionally be constrained by 
a smaller number of clinicians as well as by 
reimbursement and resource challenges. Private 
practices, given that they tend to be smaller, may lack 
the administrative support and protected administrative 
time that can facilitate the implementation of 
collaborative care models. That said, motivated 
practitioners who are committed to the mission of 
collaborative care can overcome these obstacles. 

In contrast to private practice, academic medicine 
may have an easier time implementing collaborative care 
models. Academic medical centers may have more 
resources dedicated to embedding behavioral health 
providers and care managers, as well as the resources for 
supporting billing personnel. In addition, academic 
medical centers are often more familiar with the 
integration of measurement-based care and quality 
improvement processes into clinical practice. Some 
barriers to adoption in academic medicine include 
hierarchical decision-making and slower adoption of 
newer workflows, given greater bureaucratic constraints. 

Both private practice and academic medicine are 
settings in which collaborative care can thrive. Academic 
medicine often has structures that facilitate adoption of 
collaborative care models, although its hierarchical 
structure may slow implementation. Private practice may 
have challenges around resources given their relatively 
smaller size, but they can be nimbler, facilitating use of 
more novel care delivery models. 

How Has the Reimbursement for and the 
Availability of Mental Health Care Changed? 

Treatment of mental illness is costly (ie, over 
$280 billion annually in the United States),30 and the cost 
for mental health care treatment varies significantly, 
depending on the location, type of treatment, and one’s 
insurance coverage. Broadly speaking, there are 
insurance-covered interventions, out-of-network 
interventions, and out-of-pocket payments. Insurance 
coverage varies widely, from employer-sponsored health 
insurances to Medicaid and Medicare to marketplace 
insurances for inpatient, partial, residential, and 
outpatient services. 

When using a provider who is in-network for an 
insurance plan, individuals often pay a copay after their 
deductible has been reached (with significant variation 
across insurance plans). In addition, employee 
assistance plans often offer a limited number of free 
therapy sessions, and community mental health centers 
often provide treatment at a significant cost reduction. 
Patients can call their insurance carriers for more specific 
information related to their plans. 

Out-of-network psychiatric care is becoming 
increasingly prevalent, and costs also vary widely. 
Patients can seek out-of-network reimbursement from 
their insurance carriers if they have a preferred provider 
organization (PPO). PPOs typically allow for out-of- 
network coverage, and there are reduced needs for 
referrals, which allows for greater flexibility. These plans 
tend to have higher premiums and deductibles, and they 
tend to reimburse a percentage of a reasonable and 
customary fee for a given service (eg, psychotherapy, 
medication management). Although most out-of-network 
services are provided to outpatients, some out-of- 
network services are available for higher levels of care 
(eg, residential treatment). Costs for outpatient 
psychotherapy are highly variable, starting around 
$50 and going up to $500 or more for visits with 
specialized providers in areas with a higher cost of living. 
Services for psychopharmacology tend to be more 
expensive than those for psychotherapy. 

How Can Family Members of Your Patients 
Cope Better? 

When patients experience psychiatric distress and 
medical challenges, family members and couples become 
stressed. Incorporating family and couples therapy into 
treatment plans can support patients and their family 
systems and reduce their stress. Family and couples 
therapy also mitigates burnout of caregivers and 
enhances communication and coping strategies in the 
patient and their family. Thus, engaging your patients’ 
family members can serve as an important step when 
treating patients. 

Caregiver burden31 often occurs when individuals 
care for chronically and acutely ill family members. 
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Helping individuals to understand that burnout develops 
when caring for an ill family member mitigates caregiver 
burden, thereby reducing stress on the family. Further, 
couples and family therapy can be efficacious for many 
conditions, including psychiatric and physical 
illnesses.32,33 

How Can Communication With Mental 
Health Professionals Be Enhanced? 

Several strategies can enhance working relationships 
and communication among PCPs and mental health 
professionals. Primary care practices can consider 
redesigning systems to colocate behavioral health 
clinicians into their office practice setting or to deploy a 
collaborative care model.34,35 Both approaches offer an 
opportunity to schedule real-time consultations and to 
coordinate treatment. Colocated psychiatric care is 
distinct from collaborative care in that while PCPs and 
mental health providers share physical spaces, they 
may operate without shared workflows. Colocated 
mental health professionals provide one-on-one 
assessment and treatment of patients. Collaborative 
care expands beyond physical proximity to implement 
the systematic tracking of mental health outcomes and 
facilitate active communication through a structured 
team of PCPs, case managers, and psychiatrists who 
serve as consultants.34 

Rapport-building further improves communication. 
Proactive meetings between primary care and behavioral 
health facilitate clarity on referral pathways for 
collaboration and seamless patient care handoffs. For 
instance, a seminal randomized controlled trial, called 
Improving Mood-Promoting Access to Collaborative 
Treatment, examined outcomes with a collaborative care 
management program for late-life depression and 
established the foundation for indication for referral to 
psychiatry. This includes diagnostic uncertainty (eg 
unipolar depression versus bipolar disorder); severe or 
treatment-resistant symptoms (eg, continued symptoms 
despite multiple trials of antidepressants, medication 
complications); safety concerns (eg suicidal ideation with 
intent and/or plan); comorbid substance use, trauma, or 
personality disorder; and need for specialized treatments 
(eg clozapine, lithium, or interventional psychiatry).24 

Establishing a regular schedule for meetings between 
PCPs and behavioral health practitioners enhances 
feedback on processes and practices.35 Moreover, optimal 
use of the electronic health record (EHR) through staff 
messaging and note-sharing enables PCPs and mental 
health professionals to share updates and track progress 
on a patient’s clinical symptoms, treatment, and 
outcomes.36 When using the EHR in this manner, 
message volume should be attended to and managed to 
keep EHR inboxes from becoming overloaded with 
redundant notifications.37 PCPs can also consider 
scheduling regular interdisciplinary meetings, case 

conferences, and training workshops. Interdisciplinary 
meetings with mental health professionals provide the 
opportunity to review care of patients with complex 
problems and to adjust treatment plans and review 
barriers to care (eg, social determinants of mental 
health).38 Case conferences or training workshops can 
focus on specific mental health topics, inspired by 
specific cases, with a mental health professional 
providing expert analysis and education on the 
assessment and treatment of patients.38 Finally, 
leadership support from both primary care and 
behavioral health plays a pivotal role in fostering a culture 
of open dialogue and trust, which prioritizes the 
experience of patients and providers. 

To enhance the behavioral health assessment and 
evaluation of patients in primary care, valuable resources 
include the American Psychiatric Association clinical 
practice guidelines38 and National Institute of Mental 
Health topics on mental health.39 In addition, useful 
references include textbooks (eg, Psychiatry Essentials 
for Primary Care,40 Integrated Care: Working at the 
Interface of Primary Care and Behavioral Health,41,42 

the Massachusetts General Hospital Handbook of 
General Hospital Psychiatry, Eighth Edition,43 and the 
Massachusetts General Hospital Guide to Primary Care 
Psychiatry, Second Edition44). These are practical and 
popular guides filled with case examples. 

Is Informed Consent From Patients (about 
communication with your colleagues) 
Necessary When Seeking Consultation 
or Referral? 

Effective collaboration between PCPs and mental 
health professionals is a cornerstone of integrated care, 
but it raises important questions about when informed 
patient consent is required for interprofessional 
communication. While federal regulations like the Health 
Insurance Portability and Accountability Act (HIPAA) 
generally allow providers to share protected health 
information (PHI) for treatment purposes without specific 
patient authorization, there are some important 
exceptions that clinicians must understand. 

Under HIPAA, treating providers may communicate 
and exchange information related to diagnosis, treatment, 
and care coordination without obtaining explicit consent 
from the patient.45–47 This facilitates routine 
collaboration between PCPs and mental health 
professionals. However, certain types of mental health 
information are subject to stricter rules. For example, 
psychotherapy notes (defined as a clinician’s private 
documentation of a counseling session) are not 
considered standard PHI and cannot be shared without a 
written authorization from the patient.45,47 

SUD treatment records are also governed by 
additional federal protections under 42 Code of Federal 
Regulations Part 2. These regulations typically require 
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written consent for disclosure, even between treating 
providers, unless the situation qualifies as a narrowly 
defined emergency (to prevent death or serious 
harm).46–49 While intended to protect patient privacy, 
these requirements often complicate care coordination 
and have been identified in the literature as a barrier to 
integrated behavioral health services.48,49 Some health 
systems have adopted solutions such as limiting access to 
sensitive notes within EHRs, but these do not replace the 
need for formal patient consent.49 

State laws may further restrict the sharing of 
behavioral health information. Some states require explicit 
consent for telehealth consultations or allow minors to 
control access to their mental health records.46,50 In any 
clinical setting, the most protective applicable law, whether 
federal or state, takes precedence. 46,50 

Even when not legally mandated, discussing consent 
with patients may be consistent with ethical best 
practices. It supports autonomy, fosters trust, and 
encourages transparency in the care relationship. Many 
mental health providers view consent as part of a broader, 
patient-centered dialogue that can help reduce stigma 
and clarify the purpose of provider collaboration.45,51,52 

For adolescents in particular, professional guidelines 
recommend involving them in decisions about 
information sharing to enhance engagement and clinical 
outcomes.50 

In practice, although HIPAA allows treatment-related 
communication between providers without explicit 
patient consent, exceptions involving psychotherapy 
notes, SUD records, and specific state laws require 
careful attention. Proactively engaging patients in 
discussions about consent may reflect both legal 
compliance and respectful care, especially in the context 
of mental health. 

What Happened to Mr C? 
Mr C’s PCP increased his clonazepam dose to 1 mg at 

night and maintained his sertraline and other 
medications. In addition, Mr C’s PCP referred him to the 
hospital’s collaborative care program. As part of this 
program, Mr C and his PCP were connected to a care 
manager, a consulting psychiatrist, and a licensed 
clinical social worker. 

The care manager reached out to Mr C, and they met 
twice online. Mr C was offered resources to help navigate 
unemployment, as well as job search resources. Further, 
the care manager ensured that Mr C could fill his 
prescriptions at the pharmacy. The case manager met 
with Mr C and his wife and educated them about the 
importance of getting out of bed, increasing 
socialization, and exercising. The psychiatrist reviewed 
Mr C’s chart and, in collaboration with his PCP, made 
several recommendations. Given his marginal response 
to sertraline and without much room to raise the dose, Mr 
C’s regimen was cross-titrated to fluoxetine (with a target 

dosage of 40–60 mg/d, depending on his response). In 
addition, the psychiatrist recommended starting trazodone 
50 mg at night for insomnia. Finally, recommendations 
were given to the PCP regarding an eventual taper and 
discontinuation of clonazepam, given Mr C’s family history 
of substance use and his recent need for higher doses. 

In addition to working with a care manager and a 
consulting psychiatrist, Mr C was connected to a social 
worker. The social worker met weekly with the patient 
via telehealth for 50 minutes, and the empirically backed 
unified protocol32 was administered. The unified protocol 
has been effective as a transdiagnostic treatment for 
anxiety and depression. In this psychotherapy, Mr C 
learned ways to deal with his unhelpful cognitions, 
mindfulness strategies, and the importance of engaging 
in health-promoting behaviors (eg, exercise and 
socialization to improve mood). 

Within 1 month, Mr C’s thoughts of suicide abated, 
and after 6 weeks, his mood and anxiety improved. At 
8 weeks, Mr C’s sleep had returned to normal (sleeping 
7 hours per night), and his feelings of guilt and sadness 
substantially diminished. His wife supported the patient 
by encouraging him to exercise and attend his 
psychotherapy sessions. His PCP continued to prescribe 
his psychiatric medications (60 mg/d of fluoxetine, 
50 mg/d of trazodone) and successfully tapered and 
discontinued clonazepam. Mr C worked with his 
therapist to learn skills to improve his mood and 
prevent relapse. 

CONCLUSION 

Mental health care often involves the delivery of 
psychotherapy and psychopharmacology by a range of 
mental health providers. Referral to a psychiatrist is 
appropriate when a patient’s problems lie beyond the 
scope of primary care practice (eg, when patients 
experience persistent and severe symptoms of 
depression, anxiety, or other psychiatric conditions that 
significantly impair their ability to function in daily life, 
eg, in work, school, or relationships). Virtual mental 
health care allows practitioners to provide psychiatric 
evaluation, therapy, medication management, and patient 
education remotely. Telepsychiatry reduces patient- 
incurred costs and travel time to appointments, 
improves accessibility of services, and produces treatment 
outcomes that are comparable to in-person care. 

Collaborative care is an evidence-based care delivery 
model that systematically integrates behavioral health case 
managers and psychiatric consultants into primary care to 
treat mental health conditions. It incorporates population 
health principles and focuses on the assessment and 
improvement of care across an entire panel of patients and 
thus achieves more efficient mental health care at a 
lower cost. 
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