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1. What is Behavioral Health Care
A Behavioral Health Care and Trauma
2. Risk and Protective factors
3. Integrated Behavioral Health Care
Impact Behavioral Health Car&olutions

“When we put the word “mental” in front
we are demarcating a tettory of human suffering that has issues of meaning at its core.
This simplglemandsan i nter pretive response from

Pat BrackenTowards a hermeneutic shift in psychiatry; World Psychiatry 13:3 - October 2014

“Bread feeds theebsdfyeedndmhesQdrar bat sbdblbbw”

CC Pollen Crhe Importance of Bees http://www.beepollen.com/the-importance-of-bees/

The cold truth is, we may be bored with a life that moves in a straight line,
but we cling to the comfort it brings.
Much of our existence is in the lack of knowing what we’d like to do

and the lack of courage to do it.
John Hunt and Sam Nhlengethwa; the art of an idea — and how it can change your life; Zebra Press; 2009

Science without social ecology is like breeding test tube babies for orphanages. Egotistical irrelevance to the welfare
of humankind, a waste of intellectual resources, a burden on scarce resources and (in its siloed existence) denied the
much needed support, care and encouragement of society at large. Behavioral Health Care, in co-operation with
conversion-intermediary’s like Social Stress Science and Prevention Science, is the front line transformation and
utilisation of human science and theory in Health Care. Behavioral Health and Trauma-Informed Care exponents
have put themselves on the line. They have used the body of existing knowledge to inform them. They have made


http://www.ptgrr.com/contents/get-involved/trisi-content
http://www.beepollen.com/the-importance-of-bees/

decisions, executed action plans and implemented monitoring & evaluation ‘on the go’ for constant improvement
and adaptability. That is the valued ecology of the real world that is so vital to progress.

If TRISI is founded on the basis of a Trauma-informed Lens and a Resilience Informed Lens focusing, then the scope
of its operations is only convincingly useful if the Lens’ can be applied to the micro-scope of Mental Iliness biology
and the 360° Multi-dimension Video Instrumentation afforded by Behavioral Health Care. To continue the metaphor,
it is acknowledged that 360° Video is clearly operational and effective in modern society, although a little grainy
unless viewed in very high definition. Like 360° Video, Behavioral Health is on a rapid continuous progressive
improvement road.

Behavioral Health (individual and social healthas superseded the traditional, Mental (biological) Health authority
and nomenclature in the United States. Noticeably, biological Mental Health is a component part of Behavioral
Health solutions. Following an intensive and time efficient process and significant political will saw the establishment
of central customer service organisations such as SAMHSA (Substance Abuse and Mental Health Services
Administration).

The comparison of Mental Health and Behavioral Health services

Mental Health Behavioural Health

- Biology of the individual - Biological and environmental
- Trauma-Informed Care
- Emotions, behaviour, habits
- Relational
- Inclusive, less stigmatising,
- Risks and Protective factors

- Integrative with primary health care

INDIVIDUAL

- Incremental skills deployment

- Body, mind and spirit

Behavioral Health is the gateway to a totally Integrated Health Care System. Without the broader societal scope of
Behavioral Health Theory and Practice, the current Mental Health biological model is only capable of producing test
tube babies. Yet, Behavioral Health does not mean an entire overhaul of our academic and field infrastructure
before integration can begin. Yes, some expertise is required in education for theory and practice, but the existing
implementation resources are already in place. Primary care; Social, Human and Biological Sciences - all exist.
Transition to an appropriate integrated structure can begin immediately with re-orientation education of existing
capacity.

Behavioral Health remarkably has no official status, signified by any kind of ‘board’ or controlling body. Yet it
permeates the entire US Health infrastructure and directly impacts Education, the Criminal Justice System, the
Military, Disaster Management and Homeland Security. All bodies of government (national and state customers)
were seeking solutions that the limited traditional Mental Health system could not provide. Behavioral Health
stepped up to the USA plate!



The graphic below is a visual impression of the existing hierarchy of relationships that have evolved.

A conceptual graphic of emerging inter-disciplinary Integrated Health Care services
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A similar wave of change has swept the Canadian system and, thanks to an independent Australian NPO called ASCA
(Adults Surviving Child Abuse), the Antipodeans in general. Australia and Canada are foundation thinkers in
Behavioral Health centred, impact solutions, for Integrated Health Care.

Note: An extremely important component of Behavioral Health style solutions thinking, from a South African point
of view, is its cultural sensitivity Both Canada and Australia have contributed significantly to this progress.

“The dominant conceptual model of health in the United States, and as a result, the U.S. health
care system, artificially separates the mind and the body. This separation has a negative impact on
health care access, health care costs, and quality of caineawdisproportionate share of the
burden falling on women, racial and ethnic minorities, and immigrant populations. Furthermore,
this separation has a negative impact on public health as opportunities for prevention, education,
and early intervention ardenied” --American Psychological Association

California Primary Care Associatitmtegrated Behavioral Health Care - An Effective and Affordable Model

Jonathan Shay, M.D., Ph.D. 1 and James Munroe, ERESDORING THE ARCHITECTURE OF CHARACTER IN COMPLEX PTSD AFTER COMBAT;
In: Posttraumatic Stress Disorder: A Comprehen3iext,“Group and Milieu Therapy of Veterans with Complex PTSD.” New York: Simon &
Schuster (Allyn & Bacon Imprint), 1999, pp. 391-413.

‘We take seriously that the human being is a bio-psycho-social-cultural whole at every moment This restates
Aristotle’s zoological observation (Politicsl:1: 1252a3) that the human is the animal of the political community.
Body, mind, society, culture are not separate “realities,” even less are they hierarchical “levels,” which underlie each
other, making some fundamental and others epiphenomenal. Our physical brains are biologically evolved to make us
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culture bearers and users; it is our biological nature to live in relation to culturally constructed moral codes; our
social lives remodel our brains; cognitive assessments and their related emotional states influence bodily health, and
so on. The very fact that we speak in terms of body, mind, society, culture is no more than a reflection of the
methodological and institutional history of our intellectual worlds. They are temporary guides to perception and
communication. They are throwaways, not eternal realities existing beyond the Platonic veil. What we do at this
moment of writing and what you do at this moment of reading is at one and the same moment physiological,
psychological, social, and cultural.

Weissbecker, |; Clark, Ahuse on Women’s Physical Health: Can Trauma-Informed Treatment Make a Difference? Journal of Community
Psychology, Vol. 35, No. 7, 909-923 (2007)

‘Up to one half of all visits to primary care physicians are due to conditions that are caused or exacerbated by mental
or emotional problems (Collaborative Family Healthcare Coalition, 1998) Suffering from past trauma has also been
associated with negative health behaviours, such as increased smoking, poor nutrition, physical inactivity, and
caffeine use as well as the use of alcohol and drugs, all of which can be detrimental to physical health ~Felitti, 2001,
Mcnutt et al., 2002V

Jayasree Kalathil; Beth Collier, Renuka Bhakta, Odete Daniel, Daseph,Jeremila Trivedecovery and resilience: African, African-
Caribbean and South Asian women’s narratives of recovering from mental distress; Survivor Research. User-led perspectives in Mental
Health

‘The social and cultural contexts and causes of mental distress, including experiences of inequality, discrimination
and expectations of behaviour, are not always taken into account in recovery approaches. Often, the effects of these
experiences are pathologised as symptoms of mental ‘illness’. However, for many people, as the narratives above
have shown, these have to be taken on board and made sense of in a socio-cultural rather than medical/pathological
context in order to start the journey of recovery.’

‘Addressing the damaging effects of inequality and discrimination, including racism, sexism, cultural oppressions, or
a combination of these, was a key element in their sense of recovery for many women. Clearly, these inequalities
have not been eradicated; they have a continued impact, and developing a positive sense of self and identity meant
that these experiences needed to be addressed, first and foremost, within mental health services. Many of them felt
that mental health services did not take on board experiences of racism and other discrimination, and indeed were
not capable of doing this, essentially failing to address a significant part of their distress.’

‘A major part of what women described as recovery is regaining a positive sense of self, re-negotiating personal and
cultural expectations and having a sense of control over who you are.’

Chris Collins, Denise Levis Hewson, Richard Munger, and TorlerEVéhdeg Models of Behavioral Health Integration in Primary Care;
Milbank Memorial Fund

‘Improving the screening and treatment of mental health and substance abuse problems in primary care settings and
improving the medical care of individuals with serious mental health problems and substance abuse in behavioral
health settings are two growing areas of practice and study. Generally, this combination of care is called integration
or collaboration. Integrating mental health services into a primary care setting offers a promising, viable, and
efficient way of ensuring that people have access to needed mental health services. Additionally, mental health care
delivered in an integrated setting can help to minimize stigma and discrimination, while increasing opportunities to
improve overall health outcomes.’

‘The good news is that research has improved our ability to recognize, diagnose, and treat conditions effectively. In
fact, many studies over the past twenty-five years have found correlations between physical and mental health-
related problems. Individuals with serious physical health problems often have co-morbid mental health problems,
and nearly half of those with any mental disorder meet the criteria for two or more disorders, with severity strongly
linked to co-morbidity (Kessler et al. 2005). As cited in Robinson and Reiter (2007), as many as 70 percent of primary
care visits stem from psychosocial issues. While patients typically present with a physical health complaint, data
suggest that underlying mental health or substance abuse issues are often triggering these visits.’



Peter Kinderman & Sara Taiet et 8bychological health and well-being: A new ethos for mental health - A report of the Working Group on
Psychological Healtind WeliBeing The British Psychological Society; 2009; ISBN 978-1-85433-498-5

‘Mental health care is better located within a social, not medical, framework. Psychologists address this through
their understanding of scientifically valid psychological models of how biological, sociological and circumstantial or
life-event related factors impact on psychological processes to affect psychological well-being.’

‘The majority of adults' psychological problems are likely to have started in childhood and many would have been
amenable to intervention had they had the right input at the right time. Such psychological processes also impact on
behaviours which constitute six of the ten leading risk factors for physical disease; unsafe sex, tobacco use, alcohol
use; obesity, high blood pressure and high cholesterol levels. The application of psychological science to health
behaviour offers opportunities to impact on these major causes of physical ill-health (World Health Organisation,
2003). Clearly, if interventions were to be effective, there is an overwhelming case for investment in those
interventions.’

‘Services should be commissioned on the basis of social care provision and functional outcome as much as on the
basis of ‘treatment’ and clinical outcome, and new assessment and evaluation frameworks should be developed, to
match these priorities. The well-being approach to mental health implies that a wide range of needs are appropriate
targets for intervention.’

‘Psychological specialists should lead on the development of individual formulations based on need and functional
outcome; these formulations should in time become as universally incorporated in care planning as diagnostic
categories. Clients and communities would benefit from care planning based on a clear, shared understanding of
predisposing, precipitating, maintaining and protective factors which lead to or mitigate distress; at present, care is
often uniformly driven by an understanding of illness as represented by patterned clusters of symptoms which risks
ignoring or subordinating psychological and psychosocial stressors.’

‘The social and economic environment is a primary cause of mental health problems, and this means that there is a
significant responsibility for politicians and executive agencies of Government outside the mental health care system
in primary prevention of mental health problems. The well-being approach, however, does offer considerable
potential for primary prevention too. A wide range of psychosocial factors promote positive mental health, and a
focus on these factors, through a well-being approach, could be of particular value.’

‘The social inclusion of people with mental health problems must be promoted; as positive contact between people
with and without mental health problems is increased and social distance and in turn stereotyping is reduced
(Alexander & Link, 2003; Corrigan, Edwards, Green, Diwan & Penn, 2001; Gale, Seymour, Crepaz-Keay, Gibbons,
Farmer & Pinfold, 2004). In the specific field of mental health care, this means developing services other than those
forms of treatment and therapy which target the individual — and this extends not only beyond medical treatments
to the psychotherapies, but also, crucially, beyond the psychotherapies to social interventions designed to achieve
change at the level of the system, the community or even at societal level.’

California Primary Care Associatitmtegrated Behavioral Health Care - An Effective and Affordable Model

‘Whether or not people are physically ill and even how ill they are is not the primary determinant of whether they
decide to visit a physician. Studies have suggested that only 12-25% of health care use can be accounted for by
disability or morbidity alone. Nearly 70% of all health care visits have a psychosocial basis. In fact, a recent study of
the ten most common complaints encountered in primary care revealed less than 10% had a diagnosable physical
etiology.

The most frequently occurring psychosocial drivers of medical utilization are behavioral disorders, alcoholism/drug
addiction, deficient social support, lack of coping skills, and a stressful home/work environment. Psychosocial
problems, whether the result of medical illness or as a contributor to the onset of iliness, are strongly related to poor
general health status, functional disabilities, and long-term chronic progressive diseases, all of which complicates
medical treatment and increases costs.’
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What is Behavioral Health Cafe

SAMHSAA Behavioral Health Lens for Prevention; https://captus.samhsa.gov/prevention-practice/prevention-and-behavioral-
health/behavioral-health-lens-prevention/1

‘What is Behavioral Health?

Behavioral health is a state of mental/emotional being and/or choices and actions that affect wellness. Substance
abuse and misuse are one set of behavioral health problems. Others include (but are not limited to) serious
psychological distress, suicide, and mental illness (SAMHSA, 2011). Such problems are far-reaching and exact an
enormous toll on individuals, their families and communities, and the broader society.’

National Council for Behavioral Health - http://www.thenationalcouncil.org

‘As services offered to people with mental illnesses became more diverse and comprehensive, it also became clear
that helping people function at optimal levels would require the addition of treatment services for addiction
disorders. This coordinated brand of service was labelled as “behavioral healthcare.’

Substance Abuse and Mental Health Services Administratianmalnformed Care in Behavioral Health ServicEseatment Improvement
Protocol (TIP) Series 57, 2014

‘Behavioral health: Behavioral health refers to a state of mental/emotional being and/or choices and actions that
affect wellness.

Behavioral health problems include substance abuse or misuse, alcohol and drug addiction, serious psychological
distress, suicide, and mental and substance use disorders. This includes a range of problems from unhealthy stress to
diagnosable and treatable diseases like serious mental illness and substance use disorders, which are often chronic
in nature but from which people can and do recover.

The term is also used in this TIP to describe the service systems encompassing the promotion of emotional health,
the prevention of mental and substance use disorders, substance use and related problems, treatments and services
for mental and substance use disorders, and recovery support.

Because behavioral health conditions, taken together, are the leading causes of disability burden in North America,
efforts to improve their prevention and treatment will benefit society as a whole. Efforts to reduce the impact of
mental and substance use disorders on America’s communities, such as those described in this TIP, will help
achieve nationwide improvements in health.’

Insight National Telepsychiatry Provider; Definition of Behavioral Health; http://insighttelepsychiatry.com/resources-2/consumer-resource-
center/wellness/definition-of-behavioral-health/

‘Behavioral health is the scientific study of the emotions, behaviours and biology relating to a person’s mental well-
being, their ability to function in everyday life and their concept of self. “Behavioral health” is the preferred term to
“mental health.” A person struggling with his or her behavioral health may face stress, depression, anxiety,
relationship problems, grief, addiction, ADHD or learning disabilities, mood disorders, or other psychological
concerns. Counsellors, therapists, life coaches, psychologists, nurse practitioners or physicians can help manage
behavioral health concerns with treatments such as therapy, counselling, or medication.

The Difference Between Behavioral Health and Mental Health:

Many people are more familiar with the term, “mental health.” Mental health covers many of the same issues as
behavioral health, but this term only encompasses the biological component of this aspect of wellness. The term,
“behavioral health” encompasses all contributions to mental wellness including substances and their abuse,
behaviour, habits, and other external forces.’

Medanth; Behavioral Health; https://medanth.wikispaces.com/Behavioral+Health

‘Behavioral Health is a branch of interdisciplinary health which focuses on the reciprocal relationship between the
holistic view of human behaviour and the well-being of the body as a whole entity.’
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Mental health Behavioural Health

Biology Biological and environmental
Emotions, behaviour, habits,
Body, mind and spirit
Inclusive, less stigmatising,
Risks and Protective factors
Integrative with primary health care

Behavioral Health Care and Trauma

Substance Abuse and Mental Health Services AdministrSAHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach.
HHS Publication No. (SMA) 14-4884. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2014.

‘The need to address trauma is increasingly viewed as an important component of effective behavioral health
service delivery. Additionally, it has become evident that addressing trauma requires a multi-pronged, multi-agency
public health approach inclusive of public education and awareness, prevention and early identification, and
effective trauma-specific assessment and treatment. In order to maximize the impact of these efforts, they need to
be provided in an organizational ocommunity contexithat is traumarinformed, that is, based on the knowledge
and understanding of trauma adits far-reaching implications.

Emerging research has documented the relationships among exposure to traumatic events, impaired
neurodevelopmental and immune systems responses and subsequent health risk behaviours resulting in chronic
physical or behavioral health disorders. Research has also indicated that with appropriate supports and intervention,
people can overcome traumatic experiences. However, most people go without these services and supports.
Unaddressed trauma significantly increases the risk of mental and substance use disorders and chronic physical
diseases.Q

Cheryl S. SharmSw, ALWF, CPSST, Special Advisor, Trauma-informed Services, National Council for Community Behavioral Healthcare; It’s All
About Relationships; Breaking the Silence Trauma-informed Behavioral Healthcare

‘When we experience trauma, our trust in the world, our relationships, and our selves are often broken. We heal in
community and in relationship with others — and it is community behavioral healthcare that can serve as the link
that so many of us need to begin healing.’

Linda Rosenberg/SW, President and CEO, National Council for Community Behavioral Healthcare; We Must Do More; Breaking the Silence
Trauma-informed Behavioral Healthcare

‘“During every incarceration, eveinstitutionalization, every cowrdered drug treatment program, it was always

the same: | was always treated like a hopeless case. All people could see was the way | looked or the way | smelle

wasn’'t until [ f ionemtdd,| traumaanfiotmed teeatmeat progeam a iittke mgre than four years
ago, wher e | felt safe and respected, t hat | coul d
instead of * Whd"tTdnisrCamt ong wi th you?

‘Why is a focus on trauma important? First, we know that violence is pervasive.
Second, we know the physical and psychological consequences of violence are highly disabling.
Third, we know that trauma is shrouded in secrecy and denial and is often ignored’

‘We must adopt a systemic approach which ensures that all people who come into contact with the behavioral
health system will receive services that are sensitive to the impact of trauma. They must be able to receive such
services regardless of which “door” they enter or whether they ever find their way to a trauma-specific treatment
program. We can begin by recognizing the primacy of trauma as an overarching principle. Being trauma informed
means realizing that the vast majority of people we come in contact have trauma histories. Trauma must be seen as
the expectation, not the exception, in behavioral health treatment systems.’

Anthony SalernPhD, Technical Assistance Specialist, SAMHSA-HRSA Center for Integrated Health Solutions at the National Council for
Community Behavioral Healthcare; The Rest of the Story; Breaking the Silence Trauma-informed Behavioral Healthcare

‘What is trauma-informed care? What does it mean when an organization says that they are committed to becoming
a trauma-informed organization? Some behavioral healthcare providers may only tangentially recognized the role of
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adverse life experiences in the wide array of mental health, substance use, and physical health difficulties facing
clients. They may believe that trauma informed care means the provision of trauma-specific services for clients with
specific trauma histories delivered by professionals with specialized competencies. Undoubtedly, the presence of
trauma-specific services is one important dimension of trauma-informed care, but that is just a part of the story. The
rest of the story tells us that an organization committed to integrating the philosophy, principles, and practices of
trauma-informed care takes on the challenging task of examining its core processes, routine practices, well
established policies, and basic organizational habits that challenge the organization’s equilibrium set point. As our
knowledge and experience of trauma-informed care increases, we face the challenge of integrating this knowledge
into the policies, practices, training programs, and day-to-day operations of a healthcare organization.’

Jeannie Campbelxecutive Vice President, National Council for Community Behavioral Healthcare; “ACE”ing Trauma-informed Care; Breaking
the Silence Trauma-informed Behavioral Healthcare

‘What can behavioral health organizations do to improve care? ACE Study findings strongly suggest a shift in the
paradigm of behavioral health and medical care from a focus solely on biological to a true biopsychosocial approach.
All consumers of medical and behavioral health services should be asked early in the assessment process about
childhood stressors and traumatic experiences, which, if necessary, must then be addressed through prevention or
trauma-informed treatment and systems of care.’

National Associatio of State Mental Health Program Directc8hining the Light on Trauma-informed Care; Breaking the Silence Trauma-
informed Behavioral Healthcare

‘The psychological effects of violence and trauma are pervasive and highly disabling, yet largely ignored. Responding
to the behavioral healthcare needs of all trauma survivors across the lifespan is crucial to treatment and recovery
and should be a priority of state mental health programs; the prevention of traumatic experiences is a fundamental
value held by state mental health authorities. Toward this goal, it is important to implement traumainformed
systems and trauma-specific services in mental health systems and settings. The experience of violence and trauma
can cause neurological damage and can result in serious negative consequences for an individual’s health, mental
health, self-esteem, potential for substances use, and involvement with the criminal justice system. Indeed, trauma
survivors can be among the people least well served by the mental health system as they are sometimes referred to
as “difficult to treat”— they often have co-occurring mental health and substance use disorders, can be suicidal or
self-injuring, and are frequent users of emergency and inpatient services.’

Trauma crosses service systems and requires specialized knowledge, staff training, and collaboration among
policymakers, providers, and survivors.




Risk and Protective Factors

SAMHSAA Behavioral Health Lens for Prevention; https://captus.samhsa.gov/prevention-practice/prevention-and-behavioral-
health/behavioral-health-lens-prevention/1

‘What Are Risk and Protective Factors?

Prevention practitioners have long targeted risk and protective factors as the “influences” of behavioral health
problems. The 2009 report Preventing mental, emotional, and behavioral disorders among young people: Progress
and possibilitieglefines risk and protective factors as follows:
1 Risk factor: a characteristic at the biological, psychological, family, community, or cultural level that precedes
and is associated with a higher likelihood of problem outcomes
1 Protective factor: a characteristic associated with a lower likelihood of problem outcomes or that reduces the
negative impact of a risk factor on problem outcomes’

‘Some risk factors are causal: cigarette smoking, for instance, has been closely linked to lung cancer. Others act as
proxies (e.g., living in an area with a high prevalence of cigarette smoking) or markers of an underlying problem (e.g.,
having a smoker’s cough).

Some risk and protective factors, such as gender and ethnicity, are fixed they don’t change over time. For instance,
at a population level being a boy is a risk factor for substance abuse because boys develop substance abuse
problems more quickly than girls. Other risk and protective factors are considered variable these can change over
time. Variable risk factors include income level, peer group, and employment status.’

SOClETA /.
MNOAp
F .

INDIVIDUAL

‘...individuals don’t exist in isolation. They are engaged in relationships that influence their behaviours. They are
members of communities. And they are part of society. A variety of risk and protective factors operate within each
of these contexts, or levels, and these factors influence one another. For example:

1 Inrelationships, risk factors include parents who use drugs and alcohol or who suffer from mental illness, child
abuse and maltreatment, and inadequate supervision; a protective factor would be parental involvement

1 In communities, risk factors include neighbourhood poverty and violence; protective factors might include the
availability of faith-based resources and after-school activities

1 Insociety, risk factors can include norms and laws favourable to substance use, as well as racism and a lack of
economic opportunity; protective factors include policies limiting availability of substances or anti-hate laws
defending marginalized populations, such as lesbian, gay, bisexual, or transgender youth

Practitioners must look across these contexts to address the constellation of factors that influence both individuals

and populations: targeting just one context is unlikely to do the trick.’

National Institute on Drug Abuse Natidriastitutes of Health U.S. Department of Health & Human SerHb&8IDS: RISK & PROTECTIVE
BEHAVIORS AMONG AMERICAN YOUNG ADULTS, 2004-2008

‘The extent to which these HIV/AIDS risk and protective behaviors are changing over time is of great importance to
the country, and the evidence here from the most recent five-year interval suggests that little change is taking place.
In other words, there is little evidence of progress being made during this period. As we have argued in the context
of drug abuse, there is always a danger of generational forgetting—that through generational replacement, younger
cohorts may not acquire the knowledge about risks that earlier cohorts possessed, which led them to avoid risky
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behaviors. It seems likely that there has been a considerable shift over the past two decades in the perceived
dangers of HIV/AIDS, leaving recent cohorts of young adults more vulnerable to taking risks.’

SADC SecretariaCOMPREHENSIVE REVIEW OF BIOMEDICAL, BEHAVIORAL, AND STRUCTURAL DETERMINANTS OF HIV RISK AND
PROTECTIVE FACTORS AND BEST PRACTICES IN HIV PREVENTION; March 2013

‘The face of the HIV epidemic is constantly changing (Kaiser Family Foundation 2008). HIV is spreading among
generalized populations, mutating, and becoming resistant to certain classes of medicines. Due to the growing
availability of life-saving treatment, individuals with HIV are living longer, and are able to transmit the virus to
others. Moreover, a large number of individuals who are living with HIV do not know their status. Women account
for over half the HIV cases globally, while teens and adolescents remain at the center of the epidemic. Individuals are
often infected during the reproductive and productive years of their lives, resulting in new HIV cases in children. The
burden of HIV is highest in low- to middle-income countries, which also account for the greatest number of HIV-
related deaths (Kaiser Family Foundation 2008). Sub-Saharan Africa bears the highest burden of the epidemic, with
two-thirds of people living with HIV residing in this region (Kaiser Family Foundation 2008).’

‘HIV infection is undoubtedly connected to human behavior. It is therefore important to understand the behaviors
and activities that heighten the risk of acquiring and transmitting HIV (Global HIV Prvention Working Group 2008).
Behavioral risk factors vary by individual, but should be examined in the context of broader socioeconomic,
environmental, and cultural issues.’

‘The risk of transmitting HIV is often increased in violent or forced-sex situations, so girls and women who are raped
are more likely to become infected with HIV. According to a baseline survey on sexual- and genderbased violence in
Rwanda, HIV-positive women were over two and half times more likely to have experienced gender-based violence
than HIV-negative women (Southern African AIDS Trust 2011). Findings from a nationally representative sample of
females aged 13 to 24 in Swaziland indicated that 33% had experienced sexual violence before the age of 18
(Breiding, Reza et al. 2011). Girls orphaned by AIDS are exposed to a high risk of sexual exploitation and HIV
infection, coupled with a sense of hopelessness and a lack of emotional and financial support. Studies on gender-
based violence and poverty in the region indicate high rates of sexual abuse among these girls, the majority of them
sexually assaulted by family members or forced into sex work to survive (Southern African AIDS Trust 2011). This
significant human rights and development issue is therefore a tremendous public health problem with specific
implications for HIV prevention programming.’

‘HIV is associated with a number of biomedical risk factors. In recent years, some risk factors have gained attention
by becoming focus areas for intervention. In an ideal world of adequate resources, systems, and policies to support
effective risk reduction, a number of HIV cases attributed to biomedical risk factors could be prevented. Significant
progress has been made in addressing some of these determinants, while others remain complex and difficult to
address. Many tools exist to prevent biomedical risk factors from contributing to the HIV epidemic.’

‘Cultural and religious beliefs continue to play an important role in upholding social norms and expectations in
Southern African communities. However, cultural influences may affect individual behavioral choices and increase
HIV vulnerability. Cultural and religious beliefs contributing to increased vulnerability to HIV include practices around
the acceptability of polygamy or early sexual debut, wife inheritance, male circumcision, and prevalence of barrier
contraceptive use (UNESCO 2002). The acceptability of sexual behaviors and practices is linked to cultural
perspectives, religious beliefs, and historical concerns in the SADC countries. For instance, culture, myths, and
mistrust of government influence individual condom use in South Africa (Versteeg and Murray 2008).’

‘This review of the HIV prevention literature and the presentation of good and promising behavioral, biological, and
structural practices from the SADC region provide Member States with recent scientific developments to stimulate
discussion. This review should also encourage Member States to reflect on the adequacy of policy and strengthen
program design and implementation in light of recent developments. Each Member State must address the
challenge of identifying and applying an optimal combination of behavioral, biological, and structural interventions
informed by both their specific and unique country contexts and the availability of human and financial resources.
Given the current high prevalence of HIV in many SADC countries, and the potential for increases in the incidence of
HIV transmission in some SADC countries, it is critical that HIV prevention efforts are scaled up, and that sufficient
human and financial resources are allocated for effective, evidence-informed programs to operate at scale over the
long-term to stem the tide of the epidemic.’
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Adolescent Substance Use: Risk and Prote &MNALYSIS OF RISK AND PROTECTIVE FACTORS; http://www.emcdda.europa.eu/

‘Various risk and protective factors influence young people’s attitudes and behaviours with regard to substance use.
These factors are also related to the success of treatment programmes. A risk factor is any factor associated with the
increased likelihood of a behaviour that usually has negative consequences. A protective factor is any factor that
reduces the impact of a risk behaviour, helps individuals not to engage in potentially harmful behaviour, and/or
promotes an alternative pathway (Spooner, Hall and Lynskey 2001). A growing body of cross-cultural evidence
indicates that various psychological, social, and behavioural factors are protective of health, especially during
adolescence (WHO 2002). Consequently, treatment programmes that incorporate protective factors provide greater
opportunities for clients to maintain drug-free lives.

‘Jason and Rhodes developed a social stress model in 1988 that illustrates the need to consider the balance of risk
and protective factors, for an individual or a community, when planning interventions. Risk factors include stress,
normalization and experience with a substance. These risk factors are weighed against protective factors, which
include attachments, skills and resources. While the problem with this model is that many of these factors are not
just associated with risk or protection, it is useful to look at the full range of factors and to consider their balance
(Spooner, Hall and Lynskey 2001).

The World Health Organization’s Programme on Substance Abuse modified the model developed by Jason and
Rhodes to include the effects of substances, the personal response of the individual to the substances, and
additional environmental, social, and cultural variables. The modified social stress model is an approach to better
understand vulnerability to risk behaviour by looking at risk factors that can increase vulnerability and protective
factors that can decrease vulnerability. Each component in the model can have positive and negative aspects that
function as risk or protective factors. The model includes the following six components that influence vulnerability:

9 Stress: major life events, enduring life strains, everyday problems, life transitions, and adolescent
developmental changes.

9 Normalization of substance use: legality and law enforcement, availability, price, advertising, sponsorship

and promotion, media presentation, and cultural role.

Experience of substance use: depends on the user, the substance, and the setting.

Attachments: positive attachments are personal connections to people, animals, objects and institutions;

negative attachments are connections to people or institutions that are associated with substance use.

9 Skills: physical and performance capabilities that help people succeed in life, and coping strategies, including
internal, behavioural, and social abilities, which help a person manage stress.

9 Resources: internal resources such as willingness to work hard, and environmental resources such as
schools, money, and people who care (ESCAP 2000).’

=A =

‘This theory is based on the relationships among three psychosocial variables:

(1) The personality system, which includes values, personal beliefs, expectations, attitudes, and orientations toward
self and society.

(2) The perceived environment system, which addresses perceptions of parents’ and friends’ attitudes toward
behaviours.

(3) The behaviour system that concerns problem behaviour such as illicit substance abuse as well as “conventiona
(protective) behaviours such as church attendance and health behaviour.’

III
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Andreas Meyet.indenberg, Gregor Domes, Peter Kirsch & Markus Heinbigyisicin and vasopressin in the human brain: social
neuropeptides for translational medicine http://www.nature.com/nrn/journal/v12/n9/fig_tab/nrn3044 F5.html

Health ; ; T Psycho thogy

e

: _
.|-Social buffering

Nature Reviews | Neuroscience

‘Social stress and social anxiety stimulate the amygdala—cingulate circuit and the hypothalamus—pituitary—adrenal
(HPA) axis, which is enhanced by arginine vasopressin (AVP). In healthy individuals, stress and anxiety encourages
social approach behaviour as a coping strategy. It also stimulates oxytocin (OXT) release, which also promotes social
approach behaviour. In addition, positive social interaction (for example, physical contact) is itself associated with
OXT release, which in turn further promotes social approach behaviour. OXT reduces amygdala and HPA axis
reactivity to social stressors (shown by the inhibitory arrow) and as such it is an important mediator of the anxiolytic
and stress-protective effects of positive social interaction ('social buffering'). Patients with mental and
developmental disorders that are associated with severe deficits in social interactions (for example, autism, social
anxiety disorder and borderline personality disorder) may benefit from novel '‘psychobiological therapy' approaches
in which psychotherapy is combined with administration of OXT (or OXT receptor agonists). Selective V1a and V1b
receptor antagonists might be a promising target for reducing the anxiogenic and aggression-related role of AVP
(shown by the inhibitory arrow).’

Suicide Prevention Resource Center, & Rodgers, P. (2011). Understanding risk and protective factors for suicide: A primer
for preventing suicide. Newton, MA: Education Development Center, Inc.

‘Risk and protective factors play a critical role in suicide prevention. For clinicians, identifying risk and protective
factors provides critical information to assess and manage suicide risk in individuals. For communities and
prevention programs, identifying risk and protective factors provides direction about what to change or promote.
Many lists of risk factors are available throughout the field of suicide prevention. This paper provides a brief
overview of the importance of risk and protective factors as they relate to suicide and offers guidance about how
communities can best use them to decrease suicide risk.

Risk factors are characteristics that make it more likelythat individuals will consider, attempt, or die by suicide.
Protective factors are characteristics that make it less likelythat individuals will consider, attempt, or die by suicide.
Risk and protective factors are found at various levels: individual (e.g., genetic predispositions, mental disorders,
personality traits), family (e.g., cohesion, dysfunction), and community (e.g., availability of mental health services).


http://www.nature.com/nrn/journal/v12/n9/full/nrn3044.html
http://www.nature.com/nrn/journal/v12/n9/full/nrn3044.html
http://www.nature.com/nrn/journal/v12/n9/fig_tab/nrn3044_F5.html
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They may be fixed (those things that cannot be changed, such as a family history of suicide) or modifiable (those
things that can be changed, such as depression).

Researchers identify risk and protective factors by comparing groups of individuals who have died by (or attempted
or contemplated) suicide with a group of similar individuals who have not died by (or attempted or contemplated)
suicide. If a specific characteristic is found more often in those who died by suicide than in the comparison group,
then a risk factor for suicide may have been discovered. Likewise, if a specific characteristic is found more often in
members of the comparison group, but not in the suicide group, then a protective factor may have been discovered.’

Wey points about risk and protective factors for suicide prevention

e Risk and protective factors play a critical role in the prevention of suicide for both individuals and communities.

e Risk factors are not warning signs.

e Major risk factors include prior suicide attempt(s), mood disorders, substance abuse, and access to lethal means.

e Major protective factors include effective mental health care, connectedness, problem-solving skills, and contacts
with caregivers.

¢ Risk and protective factors provide targets for intervention in both individuals and communities: Decreasing risk
factors generally decreases risk, and increasing protective factors generally decreases risk.

e Risk and protective factors vary between individuals and across settings.

¢ Suicide prevention efforts should begin with a strategic planning process that, among other goals, identifies and
targets specific risk and protective factors for intervention.’

Society for Prevention Resegarstandards of Knowledge for the Science of Prevention; June 1, 2011

‘The field of prevention science has developed rapidly over the last 40 years, drawing on professionals with diverse
training, perspectives, and theoretical orientations. The primary goal of prevention science is to improve public
health by identifying malleable risk and protective factors, assessing the efficacy and effectiveness of preventive
interventions and identifying optimal means for dissemination and diffusion.

The field involves the study of human development and social ecology as well as the identification of factors and
processes that lead to positive and negative health behaviors and outcomes. Theories of human development are
used to design interventions (programs and policies) that target the reduction of risk and the enhancement of
protective factors at the individual, familial, peer, community, and environmental levels. The terms preventive
interventions and interventions are interchangeable and are used in this document to encompass preventive
programs and policies. Prevention science is the foundation for health education and health promotion as well as
preventive interventions.

Prevention science is multidisciplinary as the expertise necessary to conduct this science draws from many fields.
Many areas of science contribute to the understanding of the etiology of positive and negative social and health
outcomes, including biological, cognitive, behavioral, and social sciences. The development and implementation of
interventions demands expertise in behavior change, and requires the perspective of clinical scientists. Determining
the cost effectiveness of interventions requires economists. Prevention science methodologies draws on research
designs from these fields and statistical analytic techniques from biostatistics, mathematical statistics, economics,
education, agriculture, and many other disciplines. Thus, prevention scientists include epidemiologists,
psychologists, physicians, sociologists, social workers, educators, health practitioners, public health scientists,
biostatisticians, nurses, geographers, mental health counselors, anthropologists, policy analysts, economists,
criminologists, neuroscientists, and geneticists.’
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Integrated Behavioral Health Care
“Heal th choi ces ar e enfacdd witha Health evant, a
people follow the treatment advice

Sundiatu Dixofiryle, PhD; Shonu Gandhi; Thomas Pellathy; and Angela SpatPlaipu
Changing patient behavior: the next frontier in healthcare value; Health International 2012 Number 12
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American Hospital AssociatiaBringing Behavioral Health into the Care Continuum: Opportunities to Improve Quality, Costs and Outcomes;
January 2012

‘The delivery of behavioral health services is usually separate from and uncoordinated with the broader health care
delivery system. For individuals with comorbid behavioral and physical health conditions, this fragmentation
compromises quality of care and clinical outcomes. Integration of care between the behavioral health and general
medical care treatment settings and providers, can reduce costs and improve outcomes for these patients.
Integration of care can range from brief screening and intervention for comorbid conditions, to coordinated
communication between medical and behavioral health providers, to full integration of care delivery across the care
continuum with respect to all of the medical and behavioral health care needs of a particular patient. Integration
entails both improving the screening and treatment for behavioral health care needs within primary, acute and post-
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acute care settings, as well as improving the medical care of people receiving services in behavioral health care
settings.’

U.S. Department of Human Health Servitebsat Is Integrated Behavioral Health Care (IBHC)?
http://integrationacademy.ahrg.gov/atlas/What%20Is%20Integrated%20Behavioral%20Health%20Care

‘The Definition of Integrated Behavioral Health Care

Integrated behavioral health care is an emerging field within the wider practice of high-quality, coordinated health
care. In the broadest use of the term, “integrated behavioral health care” can describe any situation in which
behavioral health and medical providers work together. However, for the purpose of the IBHOMeasures
Atlasintegrated behavioral health care specifically addresses the integration of behavioral health and primary care
and is defined as follows:

The carea patient experiences as a result of a team of primary care and behavioral health clinicians
working together with patients and families, using a systematic and-efésttive approach to provide
patient-centered care for a defined population.

This care ray address mental health and substance abuse conditions, health behaviors (including thei
contribution to chronic medical illnesses), life stressors and crises,-i&ti@ssl physical symptoms, and
ineffective patterns of health care utilization.

‘The following points serve to clarify the language used in the definition of integrated behavioral health care and to
provide guidance on the contexts in which the definition can be applied.

1 The term “behavioral health” is used to emphasize the broad applicability of integrated health services in
medical care. Behavioral health encompasses behavioral factors in chronic illness care, care of physical
symptoms associated with stress rather than diseases, and health behaviors, as well as mental health and
substance abuse conditions and diagnoses. This choice was made with recognition that the term “behavioral
health” may be less familiar to some audiences than the term mental health. It is also recognized that, in
some circles, “behavioral health” may be used differently than it is being used here. The intention in
the IBHC Measures Atlaésto be broad and inclusive in thinking about the role of behavioral health clinicians
in medical settings, not to create a debate about proper terminology.

1 The term “patient-centered care” reinforces that the patient is a key stakeholder in integrated
care. Patient-centered care is defined as health care that establishes a partnership among practitioners,
patients, and their families (when appropriate) to ensure that decisions respect patients’ wants, needs, and
preferences and that patients have the education and support they need to make decisions and participate
in their own care.!

1 The use of the term “systematic” indicates that integration needs to be a routine part of care. Integration
should be used reliably whenever appropriate for the care of the patient.

1 Integrated behavioral health care teams and services do not have to be present or delivered in the same
physical location to meet the definition of integrated care. While there appear to be advantages to bringing
behavioral health services on site in primary care settings, such as increased likelihood that patients referred
for services will follow through and the opportunity for medical and behavioral health providers to build
their relationships and skills through informal interactions, increased integration can occur between
clinicians and organizations that are physically separate but use shared care plans and workflows that
achieve integration of care. This is considered an acceptable variation as long as the care team can fulfill the
required functions of integrated behavioral health care from separate locations.

This definition is adapted from AHRQ’s Lexicon for Behavioral Health and Primary Care Integration: Concepts and
Definitions Developed by Expert Consengisrred to simply as the Lexicon. This has been updated from an earlier
lexicon with more background rationale and application to creation of a research agenda contained in A National
Agenda for Research in Collaborative Care

The Lexicorincludes a functional definition for integrated behavioral health care, which served as the conceptual
framework for this IBHOQVieasuresAtlas The Lexicoris the product of an AHRQ-sponsored process to develop a
consensus, functional definition for integration of behavioral health and primary care. In 2009, AHRQ convened a


http://integrationacademy.ahrq.gov/atlas/What%20Is%20Integrated%20Behavioral%20Health%20Care
http://integrationacademy.ahrq.gov/atlas/What%20Is%20Integrated%20Behavioral%20Health%20Care#_edn1
http://integrationacademy.ahrq.gov/lexicon
http://integrationacademy.ahrq.gov/lexicon
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group of subject matter experts to set a research agenda. The group was later expanded to include 18 members of
the AHRQ National Integration Academy Council (with other invited participants), and the resulting Lexicors posted
in full on the AHRQ Web site.’

‘The Relationship Between Integrated Behavioral Health Care and “Good Health Care” in General

The definition of integrated behavioral health care may come across to some readers as describing good health
carein general, rather than specifically describing integrated behavioral health car@he reader may ask, “If the

elements of integrated behavioral health care look so much like good care in general, why feature them separately?

What’s the difference? What’s the point of a separate IBHOMeasuresAtlas?”

The reason is largely historical. Good health care, at its best, should be inclusive of behavioral health. It is all one
field, after all. However, over the past two decades, a tremendous amount of resources have been devoted to
developing and implementing the principles of good, high quality health care, particularly in familiar clinical areas
such as prevention, acute medical care, and chronic disease management. Indeed the “Patient-Centered Medical
Home™” concept synthesizes many or all of these functions in one aspirational description widely proposed for
implementation and measurement. However, these principles of good care have not been systematically applied on
a broad scale to the integration of primary care and behavioral health care. Therefore, it is important to take the
familiar principles of good health care and explicitly apply them to the narrower and historically challenging area of
behavioral health integration.

In the future, when the behavioral dimension of health and health care is well integrated with primary care in
practice and in principle, it may all seem like “good care in general.” Until then, the IBHOVIeasuresAtlasis a
resource for those practices and organizations seeking to provide integrated behavioral health care to their
patients.’

SAMHSAIRSA Center For Integrated Health Soluimiegrating Behavioral Health And Primary Care For Children And Youth; Concepts
and Strategies

‘Behavioral health conditions among children and youth today occur at a disturbing rate, impacting their overall
growth and development and leading to higher mortality rates as they reach adulthood. In fact, studies have shown
that adults with mental illness who are served in the public mental health system have a shortened life expectancy
of 11 to 25 years on average when compared to the general population.1 Key to disrupting this phenomenon is the
development of preventive and early identification strategies, including integrating care systems for children with
behavioral health conditions that address the primary care, behavioral health, specialty care, and social support
needs of children and youth with behavioral health issues in a manner that is continuous and family-centered.’

‘Today’s behavioral health landscape for children and youth is grim, with rising rates of youth and adolescent
depression and illicit drug use. The rates of mental illness and substance use rise as youth move into young
adulthood, while studies show that people with serious mental illnesses and substance use disorders die earlier than
the general population, in large part due to unmanaged physical health conditions.

To close the early mortality gap, there must be a shift in focus from treatment of chronic disorders to prevention,
and greater emphasis on identifying early onset of behavioral health concerns among children and youth. Many
factors point to the need for prevention and early identification strategies by primary care clinicians (PCC) in
integrated care systems.’

Sundiatu Dixoiryle, PhD; Shonu Gandhi; Thomas Pellathy; and Angela SpatPbBpGhanging patient behavior: the next frontier in
healthcare value; Health International 2012 Number 12

‘Changing individual behavior is increasingly at the heart of healthcare. The old model of healthcare—a reactive
system that treats acute illnesses after the fact—is evolving to one more centered on patients, prevention, and the
ongoing management of chronic conditions. This evolution is essential. Across the globe, a fundamental shift in
healthcare risk is taking place, driven by an aging population and the increasing incidence of behaviorally induced
chronic conditions. Health systems are innovating on the delivery side to meet this challenge through a growing
emphasis on primary care, integrated care models, and pay-for-value reimbursement.’


http://integrationacademy.ahrq.gov/atlas/What%20Is%20Integrated%20Behavioral%20Health%20Care#_edn1
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‘We believe that behavior change programs can succeed, but only if their design paradigm is rethought. This article
describes an emerging approach—a personfocused paradigm that uses a behaviorally based rather than
diseasebased orientation to drive sustainable behavior change. Instead of assuming that individuals are fully rational,
it recognizes that human decision making is affected by systematic cognitive biases, habits, and social norms. Instead
of focusing exclusively on the clinician-patient relationship, it seeks to create a supportive ecosystem that engages
individuals and those closest to them.’

Creating
broader coalitions
for change

‘Elements of the paradigm
The new person-focused paradigm for behavior change has five major components
(Exhibit 1):
1 Engaging individuals more effectively by taking advantage of new insights from behavioral psychology and
behavioral economics
9 Integrating behavior change as a core component of new care delivery models ¢ Using the power of
influencers and networks to support behavior change
9 Utilizing remote and self-care-oriented technologies to support and empower individuals, and connect them
to clinicians and other influencers e Adopting a multi-stakeholder approach, which includes public-private
partnerships, to support high-impact societal and primordial prevention interventions

CalMHSAWhat is integrate behavioral health care and how do you know it’s a good fit?
http://www.ibhp.org/index.php?section=pages&cid=97

DIFFERENCES BETWEEN BEHAVIORAL HEALTH CARE IN PRIMARY CARE SETTINGS AND SPECIALTY MENTAL HEALTH
MODELS

Primary care-based behavioral services operate at a different clip and level than traditional mental health care. The
fast-paced, cognitively-oriented, short-term aspects of integrated behavioral counseling often contrast with the


http://www.ibhp.org/index.php?section=pages&cid=97
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more in-depth, longer-term treatment offered by many mental health clinics. The contrast in operational and
professional cultures sometimes makes adjustment difficult for traditional mental health professionals.

The following charts, delineating the differences between primary behavioral health and specialty mental health
treatment in concepts and approach, were taken from the “Primary Behavioral Health Care Services Practice Manual

2.0, U.S. Air Force Medical Operations Agency, 2002.

Conceptual Differences Between Primary Begloral Health Care and Specialty Mental Health Models

Dimension

Primary Care Behavioral Health Care

Specialty Mental Health Care

Model of care

Population based

Client based

Primary customers

Medical provider, then client

Client, then others

Primary goals

Promote Medical provider

efficacy

9 Support small client change
efforts

I Prevent morbidity in high risk
clients

1 Achieve medical cost savings

Resolve clientds mi

Service delivery
structure

Part of primary care services

A specialized service, either in or out of
primary care clinic

Who is fAin <
patient care

Medical provider

Medical provider and therapist

Primary modality

Consultation model

Modified specialty treatment model

Team structure

Part of primary care team and behavioral
health team

Part of specialty mental health team

Access standard

Determined by medical provider
preference

Determined by medical provider and
client preference

Cost per episode of care

Potentially decreased

Highly variable, related to client
condition

Defining Characteristics of the Primary Care Behavioral Care vs. Specialty Mental Health Treatment Models

Dimension

Primary Behavioral Health Care

Mental Health Specialty Care

f
f

Primary Goals

perform appropriate clinical

assessments

support medical provider decision
making

build on medical provider
interventions

teach medical pr

mental health skills

educate patient in self
management skills through
exposure

improve medical provider-patient
working relationship

monitor, with medical provider, il a 1

9 deliver primary treatment to resolve

condition

I reauthorization with Medical

Provider

9 teach patient core self management

skills

manage more serious mental

disorders over time as primary
provider
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risko patients
9 manage chronic patients with
medical provider in primary
provider role
9 assistin team building
o . 9 session number variable, related to
) 9 one to three visits in typical case ) .
Session 1 15-30 minute visits cllent. condltllo.n
Structure 9 50 minute visits
 informal, revolves around primary
care (medical) provider T formal, requires intake assessment,
assessment and goals treatment planning
9 less intensity, between session 9 higher intensity, involving more
interval longer concentrated care
Intervention 9 relationship generally not primary T relationship built to last over time
Structure focus 9 visit structure not related to medical
q Vvisits timed around medical visits
provider visits I long term follow-up encouraged for
 long term follow up rare, reserved most clients
for high risk cases
 limited face to face contact
I uses patient education model as i face to face contact is primary
primary model treatment vehicle
{ consultation is a technical 9 education model ancillary
Intervention resource to patient 1 home practice linked back to
Methods 9 emphasis on home-based practice treatment
to promote change 9 medical provider rarely involved in
1 may involve medical provider in visits with client
visits with patient
9 responsibility returned to medical 9 therapist remains person to contact
provider in toto if in need
Termination/ 9 medical provider provides relapse 9 therapist provides any relapse
Follow Up prevention or maintenance prevention or maintenance
treatment treatment
9 client referred by medical provider 9 client self-refers or is referred by
Referral only others
Structure
9 consultation report to medical 9 specialty treatment notes (i.e.,
) provider intake or progress notes)
anary_ I consultation report to medical 9 part of a separate mental health
Information provider record with minimal notation to
Products 9 part of the medical record medical record

National Council for Community Behavioral HealthCBetavioral Health / Primary Care Integration and the Person-Centered Healthcare
Home; www.TheNationalCouncil.org/ResourceCenter

‘People living with serious mental illnesses are dying 25 year earlier than the rest of the population, in large part due
to unmanaged physical health conditions. To address the gap in current thinking about this health disparity, this
paper presents evidence-based approaches to a person-centered healthcare home for the population living with
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serious mental illnesses. In doing so, it brings together current developments around the patient-centered medical
home with evidence-based approaches to the integration of primary care and behavioral health.’

Chris Collins, Denise Levis Hewson, Richard Munger, and TorlerEVéhdeg Models of Behavioral Health Integration in Primary Care;
Milbank Memorial Fund

‘Unfortunately, most primary care doctors are ill-equipped or lack the time to fully address the wide range of
psychosocial issues that are presented by the patients.’

‘These realities explain why policymakers, planners, and providers of physical and behavioral health care across the
United States continue to grapple with how to deliver quality, effective mental health services within the context of
individual well-being and improved community health status. Over the past several decades, examples of
coordinated care service delivery models—those that connect behavioral and physical health—have led to promising
approaches of integration and collaboration. Emerging evidence from a variety of care models has stimulated the
interest of policymakers in both the public and private sectors to better understand the evidence underpinning these
models.

‘Collaborative care and integrated care are the two terms most often used to describe the interface of primary care
and behavioral health care. Unfortunately, the terms collaborative care and integrated care are not used
consistently in the field, and this has led to confusion. Strosahl (1998) has proposed a basic distinction that is useful.
Namely, collaborative care involves behavioral health working with primary care; integrated care involves behavioral
health working within and as a part of primary care.

In collaborative care, patients perceive that they are getting a separate service from a specialist, albeit one who
collaborates closely with their physician. In integrated models, behavioral health care is part of the primary care and
patients perceive it as a routine part of their health care.’

‘The first step of (Integrated stepped) behavioral care involves basic educational efforts, such as sharing information
and referral to self-help groups. The second level “steps up” the care to involve clinicians who provide psycho-
educational interventions and make follow-up phone calls. The third level involves more highly trained behavioral
health care professionals who use specific practice algorithms. If a patient does not respond to these progressions of
care (or if specialized treatment is needed), the patient is then referred to the specialty mental health system
(Strosahl 2005). When referral to specialty care is necessary, there is acceptance that responsibility for some aspects
of care should be retained by the primary care team, which in turn will work collaboratively with the mental health
provider. Sometimes, the patient’s care can be transitioned back (or stepped down) fully to primary care after
adequate specialty mental health treatment/intervention has been provided.’

‘To close the early mortality gap for individuals with behavioral health disorders, there must be a dedicated focus
from early on in children and youths’ lives to identify and effectively treat emerging health conditions. Integrated
care systems of tomorrow are a critical part of that focus, and represent an approach to delivering care that
comprehensively addresses the primary care, specialty care, and social support needs of children and youth in a
continuous and family-centered manner.’

‘Organizations that implement individualized and integrated care plans, use evidence-based guidelines, create
accountable relationships with outside organizations, engage in data-informed planning, and are family and youth-
guided with care coordination capability, will be best positioned to impact the behavioral health of children, youth,
their families, and their communities.’

‘There are core competencies that should be developed by any organization that means to serve as an integrated
care system for a child with behavioral health issues. Derived from the Chronic Care Model and the System of Care
approach, these competencies are necessary regardless of the integration model that is ultimately adopted.

1. FAMILY AND YOUTH-GUIDED TEAMS WITH CARE COORDINATION CAPABILITY. A coordinator is designated to
communicate, network, and educate. The individual designated as the coordinator depends on the needs and
strengths of the family, members of the child/youth’s multidisciplinary team, and the complexity and intensity of
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care coordination needed. Family members and youths are considered important participants and advisors
throughout the process.

2. INDIVIDUALIZED AND COORDINATED CARE PLANS. Care plans are individualized: they are guided by family
and youth input, and account for differences among children and children’s families; including their values,
preferences, and available resources. Care plans are also coordinated: they address the whole health of the youth or
child. Behavioral and physical health conditions are considered simultaneously and are incorporated into a
comprehensive approach. To accomplish this, the planning process requires team input.

3. USE OF EVIDENCE-BASED GUIDELINES. Practitioners use evidence-based screening and assessment tools,
and follow the guidance of the Bright Futures initiative of the American Academy of Pediatrics for well child visits
until the age of 21. Integrated care systems for children with behavioral health conditions assure that youths receive
the full complement of well child visits and screenings, including those for non-behavioral health conditions.

4, ESTABLISHED AND ACCOUNTABLE RELATIONSHIPS WITH OTHER ENTITIES. Organizations establish
relationships with outside entities that, to the greatest extent possible and practicable, include formal agreements
on topics such as communication standards, wait times, or responsibility for development of care plans.

5. DATA-INFORMED PLANNING. Organizations have clinical information systems that support proactive
planning and informed decision making on both individual and population levels. *

Impact Behavioral Health Car&olutions

American Hospital AssociatioBringing Behavioral Health into the Care Continuum: Opportunities to Improve Quality, Costs and Outcomes;
January 2012

‘Behavioral health disorders affect a substantial portion of the U.S. population. Nearly half of all Americans will
develop a mental illness during their lifetime. An estimated 22.5 million Americans suffered with substance abuse or
dependence in 2009, and 27 percent of Americans will suffer from a substance abuse disorder during their lifetimes.
While behavioral health disorders primarily affect adults, they also are prevalent among children. Among children,
mental health conditions were the fourth most common reason for admission to the hospital in 2009. Studies reveal
that approximately 17 percent of Medicare beneficiaries have a mental illness. An analysis of Medicaid beneficiaries
across 13 states found that more than 11 percent of beneficiaries used behavioral health services in a year. The
economic and social costs associated with behavioral health are significant, underscoring the importance of treating
these conditions. In the majority of cases, behavioral health conditions are serious enough to cause limitations in
daily living and social activities. For example, behavioral health conditions hinder worker productivity and raise
absenteeism, resulting in reduced income or unemployment.’

‘Each year, approximately 217 million days of work are lost or partially lost due to productivity decline related to
mental disorders, costing United States employers $21.7 billion annually.

Behavioral health disorders also can have a profound social impact. Individuals with behavioral health conditions are
more likely to live in poverty, have a lower socioeconomic status, and lower educational attainment. Lack of
treatment amplifies these outcomes and increases the likelihood that individuals will end up homeless or
incarcerated. These social impacts, in conjunction with treatment costs, present a significant and growing economic
burden that has made mental illness one of the five most costly conditions nationwide.’

‘Patients with comorbid mental health and medical conditions experience higher health care costs, with much of the
difference attributable to higher medical, not mental health, expenditures. One analysis found that although the
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presence of comorbid depression or anxiety boosts medical and mental health care costs, more than 80 percent of
the increase stems from medical spending. Monthly costs for a patient with a chronic disease and depression are
$560 more than for a person with a chronic disease without depression.

The presence of comorbid conditions also can lead to suboptimal patient outcomes. Research indicates that
individuals with mental iliness die younger than people without such diagnoses, but from the same leading causes of
death as occur nationwide, such as heart disease and cancer.

Individuals with comorbid conditions are at heightened risk of returning to the hospital after discharge. A Canadian
study found that 37 percent of patients with mental illness discharged from acute care hospitals were readmitted
within a period of one year, compared with only 27 percent of patients discharged without a mental illness.’

Alexander BlountMichael SchoenbaunRoger KathoBruce L. RollmaMarshall Thomaswi | | i a n€. JPéekTherEconomics of
Behavioral Health Services in Medical Settings: A Summary of the Evidence; Professional Psychology: Research and Practice; 2007, Vol. 38,
No. 3, 290-297

‘It is in the area of behavioral health that the U.S. health care system could find the largest potential payoff in
reduction of morbidity and mortality and the largest increase in the cost effectiveness of care... The most prominent
contributors to premature death are tobacco use, diet and activity patterns, alcohol abuse, microbial agents, toxic
agents, firearms, sexual behavior, motor vehicles, and illicit drug use (McGinnis & Foege, 1993). These factors
account for about half of all deaths. Of these, individual behavior plays a major role in 86% of these deaths, or 43%
of all deaths (McGinnis & Foege, 1993). These factors are commonly, but not always effectively, addressed in
primary medical care.’

‘The history of the managed care era is largely a history of attempts to control the supply of health care. The system
has controlled the supply of care by denying hospital days, by creating incentives for physicians to use less expensive
medications over more expensive ones, by limiting tests, and by controlling access through the use of preferred
providers. All of these measures contained costs at first but now have proven to be failures in the marketplace. Costs
are rising again. The evidence suggests that if the system meets patients’ needs more precisely by addressing the
presently unmet behavioral health needs people bring to primary care, the best area for new cost savings may be
available. This may provide an alternative to simply asking providers to do more, faster, and for less: a strategy
bound to have disastrous effects on the quality of the workforce and care in the long term.’

‘The separation of funding streams into two separate worlds of medical and mental health services greatly impedes
innovation in the development and implementation of targeted behavioral health programs in medical settings.
Patients, providers, and health care economics all suffer when the design of the system (its interlocking clinical,
operational, and financial aspects) is mismatched to the basic scientific and clinical realities it confronts daily. In the
case of American health care, the design flaw is in the fact that the system operates as if biomedical and
psychosocial were separate and parallel domains (Pincus et al., 2006). This problem has been described from within
the field of medicine and without. Two of the most notable examples are George Engel’s (1977) call for a
biopsychosocial model and, more recently, the Institute of Medicine’s (2005) Improving the Quality of Health Care
for Mental andSubstancdJse Conditions: Quality Chasm Series.

California Primary Care Associatitmtegrated Behavioral Health Care - An Effective and Affordable Model

‘The majority of patients with behavioral health issues prefer to seek services in general medicine, but the structure
of general health care precludes responding in a meaningful way. Costly services are being delivered with little
clinical impact, creating a revolving door that leads to increasing levels of functional and health impairment in the
patient, and a corresponding increase in the provision of expensive medical services on the part of the delivery
system.

Since there is a strong relationship between psychological distress and medical service utilization, providing
appropriate behavioral health services can reduce utilization, resulting in significant cost savings. Because medical
interventions are significantly more costly than behavioral therapies, the savings associated with reduced utilization
often exceed the cost of the mental health treatment, effectively resulting in the treatment paying for itself and
providing net savings to the health care system.
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While the amount of cost savings varies, the cost offset literature suggests that the provision of behavioral health
services may be a major medical cost containment strategy. Cost savings in the vicinity of 20-40% are not uncommon
for well-designed programs.’

National Council for Behavioral Healtthe Business Case For Effective Mental Health Treatment
The Three-Part Solution

The solution to addressing the healthcare needs of persons with serious mental health and substance use disorders
and the behavioral health needs of all Americans is straightforward.

N

Close the gap between those needing behavioral healthcare and those receiving it.

Better integrate medical and behavioral healthcare, as well as substance use and mental health care.

Expand the use of evidence-based practices to coordinate care, treat behavioral health disorders, and treat
chronic medical conditions.

A Path to the Three-Part Solution
States, health plans, and communities are moving toward the three part solution by:

1.

Rolling Out High Impact Strategies: Identify and fund high-impact strategies that target high-cost individuals
with mental health disorders, wrapping care around this group to reduce their use of emergency and
inpatient care, freeing up preventable healthcare expenditures.

Expanding the Strategies: Use the savings to fund and expand the number of high-impact strategies and
serve a greater number of people with mental health disorders and preventable health conditions.

Resizing the Funding Pools: Provide long-term funding for the strategies by resizing the funding pools for
acute care, specialty care, primary care, and behavioral healthcare, taking advantage of lower acute care and
specialty utilization and cost to permanently fund expanded primary care and behavioral health services.




