
Primary Care Clinicians Evaluate Integrated 
and Referral Models of Behavioral Health 
Care For Older Adults: Results From a 
Multisite Effectiveness Trial (PRISM-E)

ABSTRACT
BACKGROUND Recent studies have shown that integrated behavioral health 
services for older adults in primary care improves health outcomes. No study, 
however, has asked the opinions of clinicians whose patients actually experienced 
integrated rather than enhanced referral care for depression and other conditions. 

METHOD The Primary Care Research in Substance Abuse and Mental Health 
for the Elderly (PRISM-E) study was a randomized trial comparing integrated 
behavioral health care with enhanced referral care in primary care settings across 
the United States. Primary care clinicians at each participating site were asked 
whether integrated or enhanced referral care was preferred across a variety of 
components of care. Managers also completed questionnaires related to the pro-
cess of care at each site. 

RESULTS Almost all primary care clinicians (n = 127) stated that integrated care 
led to better communication between primary care clinicians and mental health 
specialists (93%), less stigma for patients (93%), and better coordination of 
mental and physical care (92%). Fewer thought that integrated care led to better 
management of depression (64%), anxiety (76%), or alcohol problems (66%). At 
sites in which the clinicians were rated as participating in mental health care, inte-
grated care was highly rated as improving communication between specialists in 
mental health and primary care.

CONCLUSIONS Among primary care clinicians who cared for patients that 
received integrated care or enhanced referral care, integrated care was preferred 
for many aspects of mental health care.

Ann Fam Med 2004;2:305-309. DOI: 10.1370/afm.116.

INTRODUCTION

To address patient, physician, and health system barriers to adequate 
care of depression and other mental health conditions of late life, 
innovative models are being tested to enhance the recognition and 

management of mental health problems in primary care.1-3 The Primary Care 
Research in Substance Abuse and Mental Health for the Elderly (PRISM-
E) study was a multisite effectiveness trial designed to assess the use of a 
mental health and substance abuse (MH/SA) specialist co-located in the 
primary care practice to enhance treatment (the integrated care model) and 
the use of direct referral to specialty care (the enhanced referral model) for 
older adults with depression, anxiety, or alcohol use problems. We asked 
the clinicians to offer their perspectives on the specifi c interventions tested 
in PRISM-E. Given the heterogeneity of how primary care clinicians man-
age depression,4 it is important to be aware of systems of care that clinicians 
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themselves think might work better. We believe primary 
care clinicians are important stakeholders in improving 
practice, and their opinions matter.

Our study differs from previous studies of attitudes 
of primary care clinicians regarding MH/SA treatment 
given to patients in primary care. First, most studies 
have focused on depression,5-7 whereas we were able 
to examine several conditions that affect older adults 
in relation to primary health care. Second, we have 
focused on the mental health care of older adults, in 
contrast with other studies that have not considered 
the specifi c needs of older persons.5-7 Most importantly, 
unlike studies that elicit opinions of primary care clini-
cians,5,6,8-10 we specifi cally asked these clinicians about 
the effect of the integrated and enhanced referral mod-
els on the care of patients for whom the participating 
clinicians had clinical responsibility. No other study has 
asked clinicians about the preferences for new models 
of mental health care for older persons who were actu-
ally under their care.

METHODS
The PRISM-E Study
In the PRISM-E study, all patients aged 65 years and 
older were initially seen by or referred to the study 
by their primary care clinician, and those eligible for 
the study were subsequently randomized to treatment 
in 1 of the 2 models. The integrated model consisted 
of the co-location of MH/SA specialists and services 
within primary care practices so that the primary care 
clinicians could play a more active role in treatment. 
The enhanced referral model encompassed referral to 
a separate mental health or substance abuse specialty 
clinic. The referral model was enhanced with transpor-
tation, case management, and other services to engage 
elderly patients in treatment. A total of 54 integrated 
and referral clinics operated within 11 study sites. Local 
institutional review boards at each site reviewed and 
approved the study protocol. Methods are described in 
detail elsewhere.11

Measurement Strategy
The survey was designed to assess important elements 
of MH/SA care among clinicians who had actually 
experienced integrated or enhanced referral care with 
patients. All clinic primary care clinicians who had 
at least 1 study patient and who were, at the time of 
the survey, employed by the participating clinic were 
approached to complete the survey instrument. Most 
clinicians had experience with both models of care and 
hence responded to all survey questions, but clinicians 
at clinics from 3 Veterans Administration sites (Little 
Rock, Madison, and Chicago) only had experience 

with 1 model (integrated or enhanced referral) because 
of a different randomization scheme; the primary care 
clinicians from those sites responded only to questions 
pertaining to the model in use at their clinic. A total of 
153 clinicians from the 11 study sites participating in 
the PRISM-E study were approached with the survey. 
Of this number, 127 returned completed survey instru-
ments (response rate 83%). 

To document any heterogeneity between the inte-
grated and enhanced referral models of care at different 
sites, a clinic-level process evaluation was developed 
and implemented at each study site. Offi ce managers 
at each of the 54 clinics completed a detailed process 
evaluation that documented clinical care at the study 
sites. The purpose of the process evaluation was to 
ascertain which specifi c clinic features might contribute 
to the success or failure of the models. 

Analytic Strategy
We tested whether the proportions of primary care cli-
nicians preferring the integrated and enhanced referral 
models were signifi cantly different from 50% by using 
a chi-square test of proportions (ie, no preference for 
one model of care to another). We performed bivari-
ate chi-square analyses to examine possible clinician 
factors related to these preferences (variables were 
dichotomized to permit the calculation of odds ratios 
to facilitate interpretation). Because preference for 
integrated care to enhanced referral care might refl ect 
differing accessibility of MH/SA specialists at each site 
rather than a preference for integrated care as such, we 
used accessibility ratings of MH/SA specialists obtained 
from the process evaluation to control for any differ-
ences across clinics (using tests of homogeneity of odds 
ratios across strata).12 Finally, we examined the relation 
between clinician participation in counseling and phar-
macologic management and the clinicians’ rating of 
communication between sectors in integrated care.

RESULTS
Study Sample
The mean age of the 127 clinicians who completed 
a survey was 44 years (SD 10 years). With regard to 
medical specialty, 52% of clinicians were internal medi-
cine physicians and 32% were family or general prac-
tice physicians. Eighteen percent of respondents were 
nurse practitioners or physician assistants. 

Preferences for Integrated Care 
or Enhanced Referral Care
Clinicians strongly preferred integrated care to enhanced 
referral care for all the dimensions assessed (Table 1). 
We noted that sex and specialty of the clinician were 
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signifi cantly associated with preferences. Specifi cally, 
women clinicians were more likely than men to per-
ceive that integrated care offered more advantages 
than enhanced referral care for comprehensiveness of 
services (odds ratio [OR] = 2.9 for women compared 
with men, 95% confi dence interval [CI], 1.3–6.7), 
for management of depression (OR = 3.3, 95% CI, 
1.2–8.9), more convenient services for patients (OR 
= 9.4, 95% CI, 1.5–58), and quicker appointments 
for mental health (OR = 6.4, 95% CI, 1.2–34). 
Compared with other clinicians, family physicians 
were more likely to perceive that integrated care was 
better than enhanced referral care for comprehen-
siveness of services (OR = 3.4 for family physicians 
compared with other clinicians, 95% CI, 1.1, 10.6) 
and for better management of depression (OR = 6.5 
for family physicians compared with other clinicians, 
95% CI, 1.8–24).

Controlling for Ratings of Access to 
MH/SA Specialists in the Referral Arm
There was a signifi cant association between 
access to MH/SA specialists in the integrated 
arm and preference for the integrated arm 
for the treatment of depression, even after 
controlling for access to MH/SA specialists in 
the enhanced referral arm (P = .007). In par-
ticular, primary care clinicians at clinics rat-
ing access to mental health specialists in the 
enhanced referral arm as neutral to diffi cult 
were 8 times more likely to prefer integrated 
care to enhanced referral care for the man-
agement of depression (OR = 8.4; 95% CI, 
2–35) when access to mental health special-
ists in the integrated arm was rated as easy. 

Shared Care and Improved Communi-
cation in the Integrated Model
Less than 50% of primary care clinicians 
rated communication between themselves and 
MH/SA specialists in the enhanced referral 
arm as occurring frequently compared with 
80% in the integrated arm. Participation of 
the pri mary care clinician in mental health 
care (counseling and psychopharmacology 
management) was signifi cantly associated with 
believing that there was frequent communica-
tion in the integrated model between the clini-
cian and the MH/SA specialist (Table 2). 

DISCUSSION
The primary care clinicians in our study 
expressed a strong preference for integrated 
care rather than enhanced referral care for 

older adults with psychiatric disturbances. Specifi cally, 
clinicians thought that older adults were more likely to 
experience greater convenience and less stigma if the 
mental health services were integrated with the primary 
care setting. When the primary care clinicians were more 
involved in counseling and management of medications 
in the integrated arm, communication regarding the 
MH/SA care was much more likely to be rated highly. 
Although the referral condition was enhanced with 
transportation and other services to engage older adults 
in treatment, the clinicians still preferred to have MH/
SA care integrated into the primary health care setting.

Like all surveys, our results are based on the opin-
ions of clinicians in practices that participated in a 
research project and might not be representative of all 
primary care practices. Our sample size was relatively 
small compared with other surveys.4,9,13 Although our 
response rate for the survey was high, clinicians who 

Table 1. Clinicians Preferring Integrated Care to 
Enhanced Referral Care According to Aspects of 
Treatment of Mental Health Problems 

Treatment Aspect

Integrated Care 
Preferred* 
No. (%) P Value†

Better communication  113 (92.6)  <.0001

More comprehensive services  74 (61.7)  .0106

Better management of depression  77 (64.2)  .0019

Better management of anxiety  91 (75.8)  <.0001

Better management of alcohol abuse  78 (65.5)  <.001

More convenient services for patients  106 (87.6)  <.0001

Less stigma for patients  111 (92.5)  <.0001

Better coordination of mental and physical 
care

 109 (91.6)  <.0001

Quicker appointments for mental health  102 (85.7)  <.0001

Better health education  102 (88)  <.0001

* Some data missing due to item nonresponse.
† P values represent the statistical test for whether the proportion preferring integrated care 
equaled 50%.

Table 2. Clinician Rating of Communication Between 
Clinicians and MH/SA Specialists, by Clinician Participation 
in Management

Areas Clinicians More 
Likely to Agree Frequent 
Communication Occurs

Participates 
in Counseling
OR (95% CI)

Participates in 
Psychopharmacology 

Management 
OR (95% CI)

Results of MH/SA diagnosis  8.2 (2.5–26)  7.8 (2.4–25)

Medical diagnosis, condition  1.5 (0.52–4.4)  1.8 (0.67–4.9)

Medical care plan  1.4 (0.52–3.9)  0.97 (0.36–2.6)

MH/SA care plan  3.5 (1.2–10.6)  4.3 (1.5–12.7)

MH/SA progress and follow-up  3.3 (1.1–9.2)  2.9 (1.1–7.9)

CI = confi dence interval; OR = odds ratio; MH/SA = mental health/substance abuse.

Note: Rated by the clinicians who experienced the integrated care model. 
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returned a survey instrument might have differed from 
others in important ways.

Despite limitations, our results about the preference 
of primary care clinicians for integrated rather than 
enhanced referral care deserve attention because our 
study of clinician attitudes differs in several important 
ways from other surveys carried out in primary care 
settings. First, we were able to focus our attention on 
2 specifi c models of mental health service integra-
tion into primary care settings; namely, an integrated 
model that included a primary care-based mental health 
specialist and direct referral. Clinicians in our study 
were asked to comment on models of care they had 
actually experienced as a component of the PRISM-E 
study in contrast to hypothetical situations. Second, 
organizational-level data were available from paral-
lel, standardized process evaluations carried out at 
each participating site so that we could relate practice 
characteristics from process evaluations to the survey 
responses from clinicians. Third, no survey to date has 
examined the perceptions of primary care clinicians 
regarding integrated mental health care for older per-
sons under their care who had actually experienced one 
model of services organization or another.

Overall, responding clinicians preferred integrated 
care to enhanced referral care. Consistently, the added 
resources of integrated care were perceived as having 
enhanced aspects of primary health care, such as com-
munication with the MH/SA specialist, convenience 
for patients, and less stigma for patients who require 
mental health care.

Women physicians and family physicians were more 
likely to prefer integrated care for improving some 
aspects of the care of older adults with mental distur-
bances. Previous studies have reported differences in the 
therapeutic stance of family physicians and internists 
in the treatment of depression. For example, Gallo and 
colleagues4 compared responses of family physicians 
and internists who had participated in an effectiveness 
trial of depression treatment in primary care settings.14 
Family physicians were about twice as likely as inter-
nists to report that they would prescribe an antidepres-
sant for a patient with moderate to severe depression, 
whereas the internists were about twice as likely to 
report they would refer the patient. Whether because 
of training or characteristics related to specialty choice, 
family physicians generally report feeling more comfort-
able than internists with the responsibility for depres-
sion management.4,13,15-17 Primary care clinicians who 
actively provided counseling or pharmacologic manage-
ment of depression were much more likely to rate com-
munication about several aspects of MH/SA care highly. 
The association between active participation in care and 
improved communication suggests that the integrated 

model affords the clinician the ability to take a more 
active role in the management of MH/SA conditions.

Preference for integrated rather than enhanced 
referral care for the management of depression was 
strongly associated with the accessibility of the MH/SA 
specialist in the integrated arm but not with that in 
the enhanced referral arm. This fi nding suggests that 
clinicians preferred a care model affording them close 
access to an MH/SA specialist and possibly the oppor-
tunity to take a more active role in treatment.

If we are to deal with depression as a public health 
problem, we need to address the primary health care 
setting.18,19 Numerous models for integrating mental 
health care into primary health care settings have been 
evaluated in randomized trials1-3,20,21 or discussed in anec-
dotal reports.22-24 For many aspects of care, clinicians in 
PRISM-E preferred mental health care to be integrated 
with primary health care for older patients with psychi-
atric disturbances. The integrated intervention was feasi-
ble in the community practices across the United States 
in diverse health care environments that participated in 
PRISM-E. Given the expansion of group practice, we 
think the intervention could be feasible in many prac-
tices beyond those that participated in PRISM-E.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/2/4/305. 
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