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The extreme shortage of child and adolescent psychiatrists in the United States has led to an undesirable fragmentation of care in 

which physicians are often put into the role of using medications to treat mental health symptoms when evidence-based therapy 

treatments have solid (and often better) empirical basis for use. Difficulties in coordinating care between physicians and other 

mental health professionals for those patients fortunate enough to receive therapy services, as well as biases in treatment 

paradigms throughout many mental health care systems for youth may contribute to over-prescribing of medication treatments and 

under-utilization of therapy treatments. Insurance companies may contribute to this pattern via undervaluing the benefit of 

psychotherapy with respect to the treatment of mental illness in youth. Given the increase in sound, evidence-based treatment for 

most mental health disorders in youth, which often indicates that a combination of both psychotherapeutic and/or 

psychopharmacologic treatment results in the best outcomes, it is logical that clinics which offer all of these services in one location 

should actually save money in delivering proper care and achieve better results. In an effort to explore this hypothesis, data from a 

community clinic was reviewed. 

Background 

Objective 

To explore the association between cost of care and treatment practices in a community, non-profit, multidisciplinary, evidence-based 

clinic. 

Data was obtained from a community, non-profit, multidisciplinary outpatient clinic in the San Francisco Bay Area. Patients between 

the ages of 12 and 17, who were in treatment at least six months between 2007 and 2014, and who came into the clinic having 

been already prescribed at least one medication were included in the analysis. Drug cost information was obtained from 

Epocrates™ and when drug cost data was not available, the website, www.drugs.com was utilized. The lowest drug cost was 

always used when there was conflicting information on cost, and generic medication costs were used when a generic form of the 

medication existed. Although several medications were not available in generic form in 2007 and are in 2014, cost information from 

June 2014 was utilized to make the findings applicable to current medication costs. Information on total pre-treatment and post-

treatment medication costs, as well as dividing the population into those patients who received weekly therapy for the first six 

months of treatment vs those who did not were analyzed. Mann-Whitney U tests were used to compare the mean drug cost per 

groups, given the non-normality of the data. 
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Medical costs, especially prescription drug prices, have risen steadily and represent a strain on our health- care system.  Often, 

evidence-based practices are not evaluated in terms of direct cost savings, but only in outcomes.  In child psychiatric clinics, where 

therapy treatments are often poorly reimbursed and there are often fewer limits on prescribing practices, it should be helpful and 

informative to further explore potential savings when proper care is delivered. Presenting this information to insurance companies 

may allow for negotiation of more appropriate reimbursement for therapy services and integrated care systems rather than our 

current fragmented care in which child and adolescent psychiatrists are often restricted to psychopharmacologic treatments if they 

desire to see patients who must use their insurance to pay for services.  In addition, government reimbursed community agencies 

would likely provide better, more cost effective care by integrating psychopharmacologic and psychotherapy services.  Further 

prospective studies on cost-savings with respect to overall patient morbidity and prevention of poor outcomes as children age into 

adults should reinforce that prevention of adult mental illness by providing proper evidence-based care for children and adolescents 

can drastically improve global public health. 
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Monthly medication costs for the therapy 

group were initially $21,572.92 and 

decreased to $16,367.77 at the end of 

treatment, which is a savings of $5,205.15 

per month. 
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For those that received weekly therapy for the first 

six months of treatment (n= 63) , the daily 

medication cost was $719.10 ± $13.01 and at the 

end of treatment the cost was $545.59 ± $8.35 

which was a significant difference (z=1.74, p=.041).  

For those that did not receive weekly therapy, pre-

treatment daily medication cost was $184.27 ± 

$10.09 and post-treatment daily medication cost 

was $162.32 ± $8.88 (z=1.12, p=.13). 
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Monthly Medication Costs 

A total of 84 patients were included in the study. At the treatment start date, the 84 patients were taking a total of 127 medications 

with a total daily cost of $903.36 ± $12.36 (monthly cost of $27,100.87). At the end of their treatment the patients were taking a total 

of 104 medications with a total daily cost of $707.91 ± $8.42 (monthly cost of $21,237.25). This difference was significant with 

z=2.1, p=.017. 

Results 
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