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SUMMARY OF KEY FINDINGS

> Comorbidity is the rule rather
than the exception. \When
mental and medical conditions
co-occur, the combination
is associated with elevated
symptom burden, functional
impairment, decreased length
and quality of life, and increased
costs.

> The pathways causing
comorbidity of mental
and medical disorders are
complex and bidirectional.
Medical disorders may lead to
mental ones, mental conditions
may place a person at risk for
medical disorders, and mental
and medical disorders may
share common risk factors.

> Models that integrate
care to treat people with
mental health and medical
comorbidities have proven
effective. Despite their
effectiveness, these models
are not in widespread use.
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Why is this issue important to policy-makers?

In the wake of national health care reform, an unprecedented number of people will
become newly insured. Given the high rates of uninsurance among people with mental
illness and the high rates of comorbidity between mental and medical conditions,
policy-makers will be confronted by how best to serve this newly insured population.

Health reform has increased attention on ways to improve quality and control costs.
Expenditures and gaps in care delivery are not evenly distributed across the population,
however. To improve quality and reduce the growth of health spending, policy-makers
must focus on particular subgroups most at-risk for high cost and poor quality. Persons
with mental health and medical comorbidities represent just such a population.

For the purposes of this brief, comorbidity is defined as the co-occurrence of mental and physical
disorders in the same person, regardless of the chronological order in which they occurred or the causal
pathway linking them (Reference 1).

What is the prevalence of comorbidity between mental and
medical conditions?

Comorbidity between mental and medical conditions is the rule rather than
the exception. In the 2003 National Comorbidity Survey Replication (NCS-R), more
than 68% of adults with a mental disorder had at least one medical condition, and 29%
of those with a medical disorder had a comorbid mental health condition (Figure 1)
(Reference 2).

Figure 1: Percentage of adults with mental disorders and/or medical conditions, 2001-2003
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Source: Adapted from the National Comorbidity Survey Replication, 2001-20083 (Reference 2)



COMORSBIDITIES AND TREATMENT

Many of the most common treatments
for diseases may actually worsen

the comorbid condition. Many
psychotropic medications can cause
weight gain, a risk factor for type 2
diabetes (Reference 3). At the same
time, many treatments for common
medical conditions have psychological
side effects that may exacerbate or
complicate underlying psychiatric
conditions (Reference 4).

Many chronic medical conditions
require patients to maintain a self-
care regimen in order to manage
symptoms and prevent further
disease progression, which may
be hampered by comorbid mental
conditions. For example:

> Depression may decrease the
motivation and energy needed
to perform self-management
behaviors and may adversely
impact interpersonal relationships,
including collaboration with
physicians (Reference 5).

> The odds of noncompliance with
medical treatment regimens are
three times greater for depressed
patients compared with non-
depressed patients (Reference 6).

> People with severe mental illness
often exhibit poor adherence to
both antipsychotic medications
and medications for medical
conditions (Reference 7).

Having a mental disorder is a risk factor for

developing a chronic condition,

Why is the rate of comorbidity so high?

An important driver of the high rate of comorbidity is the high
prevalence of both mental disorders and chronic conditions.
Approximately 25 percent of American adults suffer from a diagnosable
mental disorder in any given year and close to half of the adult population
have one or more chronic medical conditions (Reference 8).

Having a mental health disorder is a risk factor for developing a
chronic condition and vice versa. In the National Health Interview Survey,
the likelihood of depression increased with each additional comorbid chronic
medical disorder (Reference 9). Similarly, people with schizophrenia and
bipolar disorder are up to three times more likely to have three or more
chronic conditions compared with people without these mental disorders
(Reference 10).

The pathways causing comorbidity of mental and medical disorders
are complex and bidirectional (Figure 2). Medical disorders may lead to
mental disorders, mental conditions may place a person at risk for certain
medical disorders, and mental and medical disorders may share common
risk factors. For instance, medical conditions that are accompanied by a
high symptom burden, such as migraine headaches or back pain, can lead
to depression (Reference 11). At the same time, major depression is a risk
factor for developing medical conditions, such as cardiovascular disease,
that are characterized by pain or inflammation (Reference 12).

Figure 2: Model of interaction between mental and medical disorders
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and having a chronic condition is a risk factor

for developing a mental disorder.

Exposure to early trauma, chronic stress, socioeconomic factors,

and adverse health behaviors are all associated with both mental and
medical disorders (Figure 2). These factors are responsible for much of the
high rates of comorbidity, burden of iliness, and premature death associated
with chronic illness (Reference 13).

What is the cost and mortality burden of comorbidities?

When mental and medical conditions co-occur, the combination is
associated with elevated symptom burden, functional impairment,

decreased length and quality of life, and increased costs (Reference 17).

The impact of having comorbid conditions is at least additive and at times may
be synergistic, with the cumulative burden greater than the sum of the burden of
individual conditions.

Comorbid mental and medical conditions are associated with
substantial costs. Melek and Norris used a national claims database to look at
10 common chronic conditions. The presence of comorbid depression or anxiety
significantly increased total health care costs (Reference 18). Perhaps surprisingly,
the costs attributable to mental health services account for only about 16% of
the increase.

Mental disorders are associated with roughly a twofold-to-fourfold
elevated risk of premature mortality (Reference 19). From a population
perspective, the bulk of these deaths are due to “natural” causes such as cardio-
vascular disease rather than accidents and suicides.

ADDRESSING COMORBIDITY

The most effective treatment for
persons with comorbid mental
and medical conditions involves
a “collaborative care” approach
that uses a multidisciplinary team
to screen and track mental
conditions in a primary care
setting (Reference 14).

Two key components of this model
are the use of care managers

and the use of “stepped care”
approaches to illness management.
Care managers provide patient
education, aide patients with
treatment decision-making, monitor
symptoms, provide follow-up care,
and communicate with the team.
Stepped care involves tracking
and monitoring medical and mental
outcomes, and adjusting services
or moving to a higher level of
intensity as needed.

Collaborative care approaches
have been found to be highly cost-
effective from a societal perspective
(Reference 15). Cost-effectiveness
indicates a good value for society,
but does not necessarily mean that
cost-effective programs will save
money, or result in a “cost-offset.”
However, more recent research has
suggested that cost savings may
be achievable over the long term,
particularly among the costliest and
most complex patients such as
those with comorbid diabetes and
depression (Reference 16).
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Policy Implications

Given the high rates of uninsurance and underinsurance among people

with mental disorders, the expansion of health insurance under the Patient

Protection and Affordable Care Act has the potential to benefit persons

with comorbid mental and medical disorders. Many of these newly insured

patients are likely to enroll in Medicaid. This gives policy-makers the

opportunity to address mental and medical comorbidities in a manner that

improves patient care, reduces system fragmentation and disseminates
evidence-based approaches to treating comorbid conditions in routine
care settings.

Insurance coverage and new financing models

> A benefits package that includes essential mental health services would help ensure

that expansion of health coverage translates into improved access to services.

> Membership in newly designed models such as Accountable Care Organizations

could provide the opportunity for mental health/substance use treatment providers

to integrate vertically with other components of the health care system.

Care delivery redesign
> Medical homes will need the capacity to provide mental health services or
coordinate with mental health providers.

> Allowing mental health and substance abuse systems to be part of the newly
formed health information exchanges while preserving appropriate privacy of data
will improve communication.

Prevention and promotion
> Primary prevention efforts will be needed to address common risk factors for

comorbid conditions, such as adverse health behaviors and substance use, in their

social and environmental contexts.

Secondary prevention could include screening for common mental disorders
in primary care settings, or screening for common medical health conditions in
specialty medical settings.

THE SYNTHESIS PROJECT (Synthesis) is an initiative of the Robert Wood
Johnson Foundation to produce relevant, concise, and thought-provoking briefs
and reports on today’s important health policy issues.
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