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Outline

* Discuss rationale for integration of physical and
behavioral health care

* Explore evidence supporting the causal
relationships between physical and mental health

* Discuss the ACE study and its implications for long-
term health

* Review models of behavioral health integration and
consider their strengths and weaknesses
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Case study 1

Andrew is a 55 yo man living at home with his aging
mother and stepfather. Insulin dependent diabetes since
age 10, now with ESRD, diabetic retinopathy, CHF, recent
CVA, s/p hip fracture, morbid obesity. Background history
reveals untreated adolescent depression associated with
onset of alcohol abuse, academic failure resulting in school
drop out at age 16. From teens through early adulthood,
he had poor glucose control with multiple hospitalizations
for DKA, inability to maintain steady employment, inability
to maintain intimate relationships. Depression and alcohol
abuse persisted and physical health progressively
deteriorated throughout middle adulthood. Placed in a
long term care unit as parents no longer able to take care
of him.

Case study 2

18 yo female admitted to medical service with bacteremia,
endocarditis, and cellulitis. She had a history of IV heroin
abuse, childhood sexual exploitation. Prior to her removal
from her home at the age of 13, she had been used as a
prostitute to support her mother’s heroin addiction
beginning at the age of 9. Medical team consulted
psychiatry to address belligerent and agitated behavior on
the unit and demands to leave the hospital against medical
advice. Consult team noted that agitation was triggered by
blood draws by male phlebotomist. Also noted that her
postoperative pain was being undertreated.
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Rationale for Integrated BH

e Mind and body are not separate
* Mental illness makes people physically ill
* Physical illness makes people mentally ill

* Physical health needs present in the mental health
setting

* Mental health needs present in the medical setting

Why have we not ensured that mental health
services be coordinated with physical health
services?

A confluence of factors...

* Health care reform gains political traction in
context of rising health care costs

* Reduced stigma

* Mental Health Parity and Addiction Act of 2008
(Wellstone, Pete Dominici)

* Increased cultural awareness of mental health in
society

* Advances in science of mental health
* Changing beliefs about mind/body dualism
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Health Care Grows as a Share of GDP

For decades, health care has been taking up an increasing piece of the U.S. economy, and
totaled a record 17.5 percent of GDP in 2014, up from 17.3 percent the year before.
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The Triple Aim: Care, Health,
And Cost

The remaining barriers to integrated care are not technical; they are
political.

by Donald M. Berwick, Thomas W. Nolan, and John Whittington

ABSTRACT: Improving the U.S. health care system requires simultaneous pursuit of three
aims: improving the experience of care, improving the health of populations, and reducing
per capita costs of health care. Preconditions for this include the enroliment of an identi-
fied population, a commitment to universality for its members, and the existence of an or-
ganization (an “integrator”) that accepts responsibility for all three aims for that population.
The integrator’s role includes at least five components: partnership with individuals and
families, redesign of primary care, population health management, financial management,
and macro system integration. [Health Affairs 27, no. 3 (2008): 759-769; 10.1377/hlthaff
.27.3.759]
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Referring out...

service

* 50% of patients referred to MH providers don’t get

* For those who do, the avg number of sessions is 2

Grembowski, Martin et al., 2002
Simon, Ding et al., 2012

Rate per 100,000 children age 0-17

CAP per 100000 ages 0-17 NI none I 0510
[N 2050 I 5.0-100
[ 20.0-50.0 [ s0.0-100.0

(c)AACAP by C.E.Holzer capkid 29MAR13

Practicing Child and Adolescent Psychiatrists 2012

[T 10.0-200
I 100.0-250.0
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Leading Causes of Death by Age

Ages 10-24

Stroke 0.6%

Diabetes 0.7%
CLRD 0.7%.
Influenza and .
pneumonia 0.8% "%
Congenital~"™

malformations 1.7%

Heart disease

CDC: National Vital Statistics Reports, Vol.
65, No. 2, February 16, 2016

Integrating BH within Overall
Health Care

* Reduction of Stigma

* Improving Access to Care for Mental Health
Conditions

* Improving Outcomes
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What is Integrated Care?

* Mental health needs addressed in medical care
settings (especially primary care)

* Physical health needs addressed in mental health
settings: “Reverse Integration”

* Mental health care and physical health care
operating in the same system
* Coordinated
e Cross-functioning/Cross-training

Problem List in Primary Care

John Smith, 42 year old married Caucasian male, allergic to penicillin

Hypertension

Gastro-esophageal Reflux Disease
Overweight

Alcohol abuse

Depression

ok wnNneE

History of early childhood trauma
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Problem List in Mental Health Care

John Smith, 42 year old married Caucasian male, allergic to penicillin

Depression

History of early childhood trauma
Alcohol abuse

Hypertension

Overweight

o U e WwN R

Gastro-esophageal Reflux Disease

People with medical conditions:
58% of adult population

/

People with mental disorders:
25% of adult population

68% of adults with mental disorders 29% of adults with medical conditions
have medical conditions have mental disorders

Source: Adapted from the National Comarbidity Survey Replication, 2001-2003 (3, 83)
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Patients with mental iliness frequently have
poor physical health

* 68% of adults with mental illness have at least one
significant physical illness

* At least three times as likely to die prematurely
from these diseases

* Patients with significant mental illness (SMI) in
public health sector die on average 25 years earlier
than general population in large population-based
study across 16 states (Druss, 2011)

e Chronic Diseases: DM, CVD, COPD, HIV, Hep C, TB

Health Risk Behaviors

* Tobacco

* Substance Abuse

* Poor diet

* Lack of physical activity
* High risk sexual activity

Barry Sarvet, MD
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Smoking and Mental lliness

* 31-44% of all cigarettes are smoked by individuals with
mental illness

* 44-64% of patients with SMI smoke

* 50% of patients with schizophrenia are heavy smokers,
take more puffs per cigarette

* Higher rates of COPID and lung cancer
* Cigarette taxes disproportionately affect mentally ill

e Study: Patients with SMI spend 27% of monthly income
on cigarettes, less money to spend on healthy food,
medicine, etc

* Smoking induces drug-metabolism enzymes

Substance Abuse

* Schizophrenia, Bipolar, Depression, PTSD associated
with dramatic elevation in Alcohol and Other Drug
Dependence (12X-40X risk ratio)

 Substance abuse: poor self-care, poor diet, poor
adherence to medication, high risk sexual behavior,
suicide, accidents, all in addition to direct
pathogenic effects of substances

* Patient with “dual diagnosis” have highest rates of
Diabetes, CVD, Asthma

Barry Sarvet, MD

4/27/2018

10



The Relationship Between Physical and

Behavioral Health

Poor Diet

* Patients with SMI: Higher fat, carbohydrates, lower
fiber, less fresh fruits and vegetables, higher
calories

* Twice as likely to be obese

* Diseases associated with obesity: Diabetes, CVD,
sleep apnea, gall bladder disease, arthritis, cancers

e Dietary risk factors are mediated by medication
side effects, poverty, environmental constraints

Social Determinants of Health

* Poverty, unemployment
e Early childhood trauma

e Chronic psychological stress: persistent elevation of
stress hormones, elevated blood glucose, weight
gain, including risk of HTN, M, Stroke

* Including exposure to environmental toxins,
allergens, infectious agents from poor
infrastructure affecting ventilation, sanitation,
overcrowding
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Lack of physical activity

* Lower levels of physical activity confirmed in
multiple studies among SMI

* Mediated by lower education level, poverty,
symptoms of disorders influencing motivation and
energy, social withdrawal, side effects of
medication

* Lack of physical activity combined with poor diet
2"d leading cause of death in US (Mokdad, 2000)

High Risk Sexual Activity

 Of sexually active patients with SMI: 58% did not
use condoms, 48% had multiple sexual partners,
30% had traded sex for money or goods

* Elevated rates of HIV, HBV, HCV

* Mediated by poverty, substance abuse, symptoms
of psychiatric illness including impulsivity, trauma-
reenactment.
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Mental health symptoms influencing
utilization of health care services

 Stigma among providers affecting access and
thoroughness of care

* MH symptoms: idiosyncratic beliefs about health,
paranoia, low energy, motivation

e Difficulty with transportation, keeping
appointments

* Difficulty with compliance, difficulty keeping
appointments, following regimens

Addressing physical health needs in mental
health practice

* Barriers
* Lack of training
» Concerns about therapeutic alliance/patient preference

* Advantages
e Core skills: behavioral modification, motivational
interviewing
* Therapeutic alliance
 Care coordination expertise
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QuickStats: Percentage of Mental Health-Related* Primary Care' Office Visits, by Age Group —
National Ambulatory Medical Care Survey, United States, 2010

Weekly

November 28, 2014 / 63(47);1118

40

30+

Percentage
[~
[=]
1

Overall <12 12-17 18-24 25-44 45-50 60-74 275
Age group (yrs)

* A mental health visit was defined by at least one of the following: ordering or provision of depression screening, psychotherapy, or other mental health
counseling; a mental health diagnosis or reason for visit; or a psychotropic medication that was ordered, supplied, administered, or continued at the

wvisit. Mental health diagnosis, reason for visit, and psychotropic medications were based on certain categories. Source: Olfson M, Kroenke K, Wang S, Blanco C.
Trends in office-based mental health care provided by psychiatrists and primary care physicians. 1 Clin Psychiatry 2014;75:247-53.

AHRQ Figure 1. Expenditures for the five most costly
Advancing conditions in children, 2006
Health Care
10 4
$8.9
$8.0
g 7
B E
5 2 $6.1
53
-]
ul e
® 3
% - $34 $2.9
N . l
0+ . "
Mental Disorders ~ Asthma/COPD Trauma Acute Bronchitis Infectious
and URI Diseases
Source: Center for Financing, Access, and Cost Trends, AHRQ, Household Component of the Medical Expenditure Panel Survey 2006
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‘Sensitive periods’ in early brain development

“Pre-school” years School years

High .

‘Numbers’
Peer social skills

Sensitivity

sion
Hearing

Low k= X
0 1 2 3 4 5 6 7

Years
Graph developed by Council for Early Child Development (ref: Nash, 1997; Early Years

Study, 1999; Shonkoff, 2000.)

Critical Importance of Stable and

Responsive Relationships in Early
Childhood

* Secure attachments

* Self-regulation and sleep cycles
* Healthy stress response systems
* Health-promoting behaviors
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Psychiatric Disorders in Children
and Adolescents

12-month Prevalence for Children
(8 to 15 years)

Any Disorder
ADHD

Mood Disorders
Major Depression
Conduct Disorder

Dysthymia

Anxiety Disorders

Panic Disorder

Generalized Anxiety Disorders
Eating Disorder-

0.1

1 I I 1

0 =} 10 15 20 25

Percent
Data courtesy of COC

Ages at onset for five categories of mental health disorder

Age at which 1 of projected lifetime
risk attained, yearuh
projected lifetime 25% 50% (median) 75%
risk,” & (s.e)
Anxiety 31.5 (1.1) 3 11 21
disorders
Mood disorders 28.0 (0.8) | 18 | 30 | 43
Impulse control 25.4 (1.1) T 11 15
disorders
Substance use 16.3 (0.6) 18 20 27
disorders
Any disorder 50.8 (1.2) | 7 14 24

+'a Proportion of whole population that will have experienced disorder by age 75 years.

+'b Data for standardised age-at-onset distributions of DSM-IV diagnoses derived from the World
Health Organization Composite International Diagnostic Interview with projected lifetime risk at age
75 years; adapted from Kessler et al where data on specific diagnoses and details of the sample are
available 3!

Jones PB, BJP 2002
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Table 1. Diabetes Self-Care and Major Depression

Self-Care Activities No Major Major Odds
(past 7 days) Depression® Depression®  Ratio® 95% CI Significance
Diet

Healthy eating <1 time/wk B.8% 17.2% 21 1.59-2.72 P <0001

5 servings of fruits/vegetables <1 timefwk 21.1% 324% 1.8 1.43-217 P <.0001

High-fat foods =6 times/wk 11.9% 15.5% 1.3 1.01-1.73 P <04
Exercise

Physical activity (=30 minutes) <1 time/wk 27.3% 44.1% 19 1.53-2.27 P <0001

Specific exercise session =1 ima/wk 45.8% 62.1% 1.7 1.43-2.12 P <.0001
Smoking

Yes 7.7% 16.1% 19 1.42-2.51 P <0001

* Percentages ave sumadjusted.

‘fl-?mrmf for ihese covariases: age, sex, marital status, edsweatson, rcelechniciiy, medicasion risk. complications, ireaimens iniensty, clinic,
and pliysician genentlized etimaring equation.

Sonree: Reference 35.

Lin et al. Group Health Cooperative, 2004

Research Article

Relationship of Childhood Abuse and
Household Dysfunction to Many of the
Leading Causes of Death in Adults

The Adverse Childhood Experiences (ACE) Study

Vincent J. Felitti, MD, FACP, Robert F. Anda, MD, MS, Dale Nordenberg, MD, David F. Williamson, MS, PhD,
Alison M. Spitz, MS, MPH, Valerie Edwards, BA, Mary P. Koss, PhD, James S. Marks, MD, MPH

Methods: A questionnaire about adverse childhood experiences was mailed to 13,494 adults who had
completed a standardized medical evaluation at a large HMO; 9,508 (70.5%) responded.
Seven categories of adverse childhood experiences were studied: psychological, physical, or
sexual abuse; violence against mother; or living with household members who were
substance abusers, mentally ill or suicidal, or ever imprisoned. The number of categories
of these adverse childhood experiences was then compared to measures of adult risk
behavior, health status, and disease. Logistic regression was used to adjust for effects of
demographic factors on the association between the cumulative number of categories of
childhood exposures (range: 0-7) and risk factors for the leading causes of death in adult
life.
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How Common are ACES?

ACE Score Prevalence for Participants
Completing the ACE Module on the 2010 BRFSS

BRFSS

IERD
41%
ONE

24%

W0

THREE
8% I

FOUR OR MORE

14%

LLL( ) oSS —

The ACE study looked at three categories of adverse experience: childhood abuse, which included emotional,
physical, and sexual abuse; neglect, including both physical and emotional neglect: and household challenges,
which included growing up in a household were there was substance abuse, mental iliness, violent treatment of a
maother or stepmaother, parental separation/diverce or had a member of the househeld go to prison. Respandents
were given an ACE score between 0 and 10 based on how many of these 10 types of adverse experience to which
they reported being exposed.

ABUSE HOUSEHOLD CHALLENGES NEGLECT

11%

28%

21%

1 MOTHER
EMOTIONAL 3 TREATED VIOLENTLY

15% EMOTIONAL
27% SUBSTANCE ABUSE

PHYSICAL 19% MENTAL ILLNESS

23% SEPARATION/DIVORCE
1096 PHYSICAL

SEXUAL 59 INCARCERATED

HOUSEHOLD MEMBER
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ACES can have lasting effects on....

Health (obesity, diabetes, ACEs have been found to have a graded
) S dose-response relationship with 40+ outcomes to date.
depression, suicide attempts,

STDs, heart disease, cancer,
stroke, COPD, broken bones)

Behaviors (smoking, alcoholism,
drug use)

Risk for Negative Health and
Well-being Outcomes

Life Potential (graduation rates,

academic achievement, lost

time from work) 0 1 2 3 4 S5
# of ACES

*This pattern holds for the 40+ outcomes, but the exact risk values vary depending on the outcome.

@

Cumulative ACEs increase the risk of
negative outcomes

ACE Study Odds Ratios

14

12 —4— Attempted suicide
—#—Injected drug use

10 Alcohol problem

lllicit drug use

8 == Depressed
/ —@— Chronic bronchitis
6 =50+ sex partners
/ = STDs
,/ - Poor Self-rated health

4 ;v

= == Current Smoker

ol —#— Cancer

i Severe obesity

0 1 2 3 4+
Number of ACEs
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Early
Death

Disease,
Disability, and
Social Problems

Adoption of
Health-risk Behaviors

Social, Emotional, and
Cognitive Impairment

Disrupted Neurodevelopment

Adverse Childhood Experiences

Mechanism by Which Adverse Childhood Experiences
Influence Health and Well-being Throughout the Lifespan

Death

Conception

Early Life Social Environment

Responsive caregiving EI Family functioning | ‘ Trauma | ‘

Buffering
from

ve.

adule

Immune System
~Cytokine balance/

Prenatal antigenic
environment

inflammatory tone
*T Cell maturation and

*Placental transfer of

Postnatal antigenic

*Transfer of antibodies in

environment

breast milk

antibodies
proliferation «Expasure to allergens
it Brain Development
Neuroendocrine Stress ehiemmical “Neurogenesis, neural
Response language, e.g.. plasticity, signaling
*HPA Reactivity cpokines. Homeostatic control
cortisol *Coordination of stress
response
Individual-
Moderators:
*Genetics
~Coping
*Development
Health & Developmental Outcomes
Infectious Chronic disease Cognition, learning Behavior/emotion Psychological
disease risk risk & memory regulation functioning

Johnson et al. Pediatrics 2013
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What cz7 Be Done About ACES?

These wide- rangmg health and social censequences underscare the importance of preventing ACEs before they happen. Safe, stable, and
hips and envir (SSNREs) can have a positive impact on a broad range of health problems and on the development
of skills tha[ will help children reach their full potential. Strategies that address the needs of children and their families include:

Home visiting to pregnant Parenting training /1L Intimate partner violence Social support
women and families with programs ¥ Y prevention for parents
newborns Lo |

Parent support programs for B, Mental illness and High qualit;
PREr AT % on quaiity Sufficient Income support
teens and teen pregnancy substance abuse child care i
5 for lower income families
prevention programs W treatment

Cost/Benefit Analyses Show Positive Returns
Early Childhood Programs Demonstrating Range of Benefits to Society

$10

$9.20

%8
s Total Return per
$1 Invested

%4
%2

Break-Even

Paint
Abecedarian Murse Family Perry Preschool
Project Partnership (through age 40)

(through age 21)  (High Risk Group)

Source: Karoly et al (2005); Heckman et al
(2009). Credit: Center on the Developing
Child.
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Massachusetts Child Psychiatry Access Project

MEGPAP e

Roo i Promoting Maternal Mental Health
or MOmMS  pyring and After Pregnancy

About MCPAP for Moms | How We Help Providers | Provider Toolkit | Our Team | For Mothers and Families

Click Below For Video MCPAP for Moms promotes maternal and child

health by building the capacity of providers serving
pregnant and postpartum women and their children
up to one year after delivery to effectively prevent,
identify, and manage depression.

“The Primary Care Advantage”: Suitability
of Primary Care Providers for Mental Health

e Patients and families often feel more comfortable
and trusting of primary care providers

* Primary care providers have the opportunity for
prevention and screening

* Experience coordinating care for children with
multiple specialists and ancillary providers (medical
home model)

* Primary care providers know the developmental
context of symptoms

e Addressing psychiatric issues in primary care setting
can reduce stigma

AAP Mental Health Task Force, Pediatrics 2009
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Models of Mental Health Integration

Behavioral Health

Child Psychiatry

Collaborative Care

Clinician Model Access Programs Model
Behavioral Health On Site: Behavioral Off-site Psychiatrist, On Site: Behavioral
Team health clinician: Social therapist or care Health Care
Worker, Psychologist, coordinator Manager
Nurse Practitioner (rarely
psychiatrist) Off/On Site:
Psychiatric
Consultant

Behavioral and
Primary Care
Physicians work:

In the same space,
within  the  same
facility, sharing
health records

In separate facilities,
health records are not
typically shared

In the same space,
within ~ the  same
facility, sharing
health records

Advantages in Allows for Availability of Measurable and
practice collaboration of care, immediacy of definable, clinicians and
broad reach of the clinic | consultation, outreach of | teams can be held
population services (ability to reach | accountable to outcomes
more patients)
Challenges in Cultural changes in System issues may Sustainability
Practice clinical practice, limit collaboration, issues, Limited Studies

defaulting to co- location,
limited ability for more
structured and intensive
behavioral health
interventions or care
coordination

financing of services

in pediatric population,
financing of services

“Common Factors Theory”

Duncan, Miller, Wamboldt, Hubble 2009

¢ Variance in outcome associated with mental health treatment attributed to the

following factors
¢ 40% client and extra-therapeutic factors

¢ 30% therapeutic relationship (empathy, warmth, encouragement of risk-

taking)

* 15% expectancy/placebo effect
¢ 15% specific therapeutic approach (i.e. clinical methodology)
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Mental Health Screening in
Primary Care

Better to use broad instruments, rather than diagnosis-specific
scales

¢ Pediatric Symptom Checklist

e SWYC

Except: Specific screens for adolescent depression, substance
abuse are important for adolescents
¢ Do not rely on parent report measures for these

Develop a process for screens to be administered and results to
be entered into record prior to provider entering room

Consider the screen as an opening to a conversation—not a
diagnostic test!

Don’t screen unless you have a reliable process for ensuring that
positive findings are addressed with patient. (Failure to address a
ﬁosm%/el finding on a screen is negligent and can be quite

armfu

CPA PS are regional children's mental health
consultation teams designed to help primary care
providers meet the needs of children with
psychiatric problems.
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CPAP services

* Telephone consultation

* Expedited direct patient evaluation
* Care coordination

* CME (online, print, in-person)

e Other: drug utilization review, interim
psychotherapy, telepsychiatry

Pracficing Child and Adolescent Psychiafrists 2012
Rate per 100,000 children age 0-17

CAP per 100000 ages 0-17 NS none I 0510 [ 1.0-20
[ 2050 I 50100 1 10.0-200
[ 200-500 [ s50.0-1000 I 100.0-250.0

(c)AACAP by C.E Holzer capkid 29MAR13
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The MCPAP Clinical Process

Face-to-F:

p ,' mma  Psychiatric
Pu;éz:,ed W ({%,1’ Consultati
o

%, Face-to-F;
— % — Clinical
\{‘%" ; Evalu:

/ if neleasary
Interlmr‘.
Psychathe

| mcpap hotline

Contact

Serice Assistance

| o— to Parent |

Providers in

M ?‘ﬁP . P e by phone

linkage to care

direct services

Limitations of CPAP Mode|

* Push vs. Pull: CPAPs are pull. Is pull good
enough?

* CPAPs depend upon adequately functioning
specialty MH system surrounding primary care.
Without this, PCPs flounder with their most
challenging cases and become disillusioned

* CPAPs rely upon strong PCP engagement with
patients (particularly re MH needs) and
program. Underfunded programs, perverse
incentives.
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Collaborative Team Approach

Core
Program

: b \ Other Behavioral /7

Additional Clinic
Health Clinicians I

Resources

-
= ——

Substance Treatment, Vocational Rehabilitation, Outside
CMHC, Resources

Other Community Resources

o

AIMS Center, University of Washington

Collaborative Care Model Evidence Base

= Now over 80 Randomized Controlled Trials
(RCTs)

— Meta analysis of Collaborative Care (CC) for depression
in primary care (US and Europe)

— Consistently more effective than usual care

= Since 2006, several additional RCTs in new
populations and for other common mental
disorders
— Including anxiety disorders, PTSD

— Emerging evidence for ADHD, alcohol and substance
use disorders

Archer, J. et al., 2012
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Collaborative Care Model Evidence Base

Evidence Base Established Emerging Evidence

e Depression ¢ Substance Use Disorders
- Adolescent Depression ¢ ADHD
- Depression, Diabetes, ¢ Bipolar Disorder
and Heart Disease
- Depression and Cancer
- Depression in Women's
Health Care
* Anxiety
Post Traumatic Stress
Disorder
Chronic Pain
Dementia

Nature of Primary Care Setting

* Implications of high volume practice
e Stimulus/Response

e Other team members: MA, RN, Care Managers?,
Referral specialist?

* Temperamental and personality differences
* Noisy, bright

Barry Sarvet, MD 28
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Workforce development needs for integrated
behavioral health

* Knowledge of medical treatment

* Develop comfort level with high volume practice
environment: noise, privacy

* Develop Consultation models of clinical practice
* |[dentity as a “cultural ambassador”

* Develop communication skills for working with
primary care teams

* Measurement based care

Administrative challenges

* Financing challenges:
¢ FFS reimbursement inadequate for integrated practice
* New codes on horizon for collaborative care model
* Need for shared platform for medical information,
revision of traditional confidentiality principles
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Perception of PCP

o
@
=l
o
v]
=3
o
Ll

Listens Carefully
Knowledgeable/ .
Skillful about MH

Adequate Time %3

Respectful of Beliefs/ 4

Scale 1to 7: 1=not satisfied, 4=somewhat satisfied, 7=very satisfied

MCPAP follow up study 2015, Sarvet et al.
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