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Introduction:

Achieving “integration” between mental health and other services, especially physical health
care, remains simultaneously a prominent discussion topic and an ill-defined goal twelve years
after ACMHA selected it as the theme for the 1998 Santa Fe Summit. The Summit program
included issues of integration of mental health and substance abuse and also considered
integration between adult and child mental health. The major emphasis, however, was whether
and how to combine and/or “integrate” mental health with physical health.

Especially in the last few years, local examples of coordination, consolidation and corporate
integration of mental and physical health have become available.....and are frequently
presented at national and regional meetings, including at least one recent Summit. The advent
of interest in the “medical home” concept has led to additional interest in this topic as well as to
papers citing the many advantages of including mental health and substance abuse services in
the comprehensive “medical home.”

In the public sector, community health clinics, in addition to those required to be comprehensive
by regulation, have expanded behavioral services often including more than the usual clinic
behavioral outpatient model. Instead of the title of “social worker” or “behavioral health
counselor”, such organizations often identify the person and position as a “behaviorist” whose
specialty includes both mental health and substance use treatment. These organizations have
developed their own “integrated” model without the participation of the specialty mental health
system. While mental health and primary care clinics in many areas have negotiated
coordination agreements to increase access for consumers to both, many such coordination
efforts continue to fail. In other areas, the relationship is distant or even negative.

Still maligned by many, behavioral health managed care companies remain in business as
either a division of a corporate parent or a separate company. Many such entities, often with the
assistance of their parent corporation, have developed joint protocols and programs around
such issues as “depression in primary care” and behavioral health interventions in the
management of chronic illness. It is tempting to imagine that in the eleven years since the 1998
Summit, progress has been made in defining key priorities for coordination, overlap, or even
consolidation of services. The 1998 program included a scholarly paper by H.G. Whittington that
delineated several possible models of “integration.” Colette Croze contributed a “practical” and
also useful view of the important variables to consider in developing objectives.

It is surprising to read the 1998 presentation given by Saul Feldman. It appears as relevant,
provocative and compelling today as it was then. A founder of the College, Saul has remained a
member and an occasional “angel” for the College throughout the 30 years of the its existence.
While he is most known today as the former CEO of United Behavioral Health (now Optum



Behavioral Health), Saul has a history of not-for-profit work as well as a stint with the National
Institute of Mental Health. Recently he finished a three year term as one of the first
Commissioners of the California Oversight and Accountability Commission, the group charged
with oversight and direction for the major Mental Health Services Act passed by the voters in
2004.

Following the original paper below presented just as Saul delivered it in 1998, at my request,
Saul wrote a few of his current reflections on the paper and the topic. While perhaps not the
usual offering of this “Reflections” series, | hope it may stimulate interest and thought.
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yet include enough of an emphasis on coordination with
the other health and human services.

As | suggested earlier, the extent to which
coordination takes place may be influenced by structure,
but much more so by the interest of the key parties in
working together. Our experience at United Behavioral
Health, for example, has not been encouraging. Ongoing
attempts to coordinate patient care with PCPs have had
only modestly positive results, falling victim to lack of
interest and time by the PCPs who frequently do not
respond, and to stigma, the reluctance on the part of
some patients who do not want their PCPs to know that
they are in behavioral health treatment. We continue to
work on the problem.

Confidentiality is a major hurdle. In an attempt to
improve the coordination of health services, the Harvard

Community Health Plan decided to use an integrated
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medical record, one that, for the first time, would include
all aspects of patient care, including behavioral health. A
good sounding idea, but the furor that followed was
worthy of headlines in the Boston Globe and the retreat
took place soon afte—a reminder that the deeply
personal issues with which we deal in our field will, as
they always have, continue to differentiate behavioral
health services from any other and require the utmost
respect for privacy.

But for behavioral health, the integration issues go far
beyond those that have to do with general health care.
Inside our own family (a family not entirely harmonious)
there is a great need, at the clinical, ideological and
policy levels, for behavioral health professionals to
liberate themselves from the dogmas and special
interests of their own disciplines and to work together

more constructively. Managed care, as their avowed
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common enemy, has helped them do so as have the
efforts around parity for mental health benefits. But
these are not issues that, at least over the long run, are
likely to transcend other major differences.

More impressive has been the extent to which the
MBHO has been able to coordinate the two major sub
units of behavioral health that had long been separate if
not distant—mental health and substance abuse. While
the health benefit entitlements associated with each are
very different, (mental health benefits are far more
generous), mental health and substance abuse services
are managed together under the MBHO and are closely
coordinated. Given the high prevalence of patients with
dual diagnoses, this is, at least theoretically, a
considerable advantage. The economics and qualitative
effects of this coordination will not be clear, however,

until more research is available.
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There are many instances in which the coordination
of behavioral health with the other human services is at
least as important as it is with general health care, even
more Sso. Preoccupied as it has been with the
relationship of behavioral with physical health, this aspect
of the integration debate has gotten much too little
attention. Particularly  with children, Medicaid
beneficiaries and people who are persistently mentally ill,
for example, it is essential that behavioral health work
just as closely with such as schools, housing, social
services, and criminal justice, as with medical are; and in
corporate America, with employee assistance programs,
disability staff and human resource departments.
Because of their traditional affinity for these other human
services, such functional integration may more likely be
achieved by free standing or “carved-out” behavioral

health services than when behavioral health is simply a
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small unit subject to the culture and polices of a general
health care organization.

It seems to me that the highest quality, most
accessible care is most likely to come about when both
behavioral and general health are part of a patient-
centered coordinated system of human services
composed of helping organizations that are free-standing
but interdependent, specialized but with permeable
boundaries, a keen appreciation of how important it is for
them to work together and powerful incentives to do so.
It is what | referred to earlier as a ‘virtual’ organization. In
a pluralistic society, little else is feasible or as likely to
succeed. Whether, how, and to what extent the particular
organizational lines between these organizations are
drawn and their boundaries determined, is as it has in the

past, more likely to be decided by the influence of
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advocacy groups and the political process than any
considerations of patient care.

It may be useful to recognize that while the sense of
urgency may be greater now, the quest for coordinated
health services has been going on for some time.
Consider, for example, the following statement. “The
Nation’s health resources are not used at full efficiency.
Public and private services alike have for the most part
grown up without effective plan, . . . each segment
generally independent of the rest. The lack of
organization in many communities throughout the country
makes it impossible for them, and for many of their
citizens, to obtain even those services that are available
in their regions. Even a full range of the essential
services and care will fail in its total purpose of improving

health unless all of them are organized for the closest
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teamwork to achieve the best possible services for the
community as a whole.”

These statements were part of a 1948 report on the
nation’s health to President Harry Truman. | suspect that
more assiduous research on my part would have turned
up an even earlier reference. So it is clear that we have
been talking about coordination for a very long time, and
while everybody is in favor of coordination, nobody really
wants to be coordinated.

There’s never been a more propitious time than now
for the behavioral and physical to work closely together.
Just consider the following:

a) The new findings about psychoneuroimmunology,
i.e., the effect of emotions on the immune system and
therefore on our susceptibility to disease;

b) How through new brain scanning techniques,

discoveries about the plasticity of the brain show that life
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experiences and emotions appear to change its physical
properties;

c) That certain ilinesses, heart attacks, for example,
are much more likely to occur in people with major
depression, and that depression rivals hypertension as a
heart attack risk;

d) That there is a strong association between anxiety
disorders and an increased risk of sudden cardiac death;

e) That short term group counseling with patients
treated for breast cancer increases treatment compliance
and extends survival time;

f) That the major medical ilinesses in this country,
the ones that kill and/or seriously impair physical health
are related to life style, to behavior such as diet, exercise,
smoking and the like.

It seems to me that in this context, the relatively new

field of behavioral medicine, could serve at least
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conceptually, as the umbrella under which behavioral and
medical care could be more closely connected. | wonder
about the implications of all this for the education of
behavioral health professionals and physicians.

The geographer, John Muir, described the
interdependence of geographic areas as “everything is
hitched to everything else”. So it is with the human
condition - how we live is “hitched” to how we feel; how
we feel is “hitched” to the kind of human services we
need; how best to “hitch” these human services together
has been and remains a major challenge. This is what |
really think we mean when we talk about integration.

Those of us who enjoy the privilege of being ‘carved
out’ in both the traditional and contemporary sense, all of
us, share the responsibility to help with the “hitching” and

I’m not sure that we’re doing a good enough job.
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The behavioral health carve out is not going away, at
least not any time soon, so we need to do whatever is
possible to help make the ‘coordinated carve out’ a reality
rather than an oxymoron, as some believe it to be. It is,
in my judgment, the integration model that has the most
potential. But as | say this, | am well aware of what is by
now a well recognized expression by the most renowned
of all American philosophers, Charlie Brown, who said,

“there is no heavier burden than a great potential”.

ACHMA.doc
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Today’s Reflections on 1998 Summit Paper
Saul Feldman

If | were writing my talk today, what would | change? While it is not generally a good idea to look
back at what one has written in the past, particularly so long ago, | have been asked to do so. It
is a topic that does not seem to go away and is worth re-examining. To my surprise, there is
actually very little in the talk that | would change. | say this not as a tribute to my omniscience
(although the paper was not intended to be predictive) but rather as a reflection on how the
issues are much the same as they were more than a decade ago and remain essentially
unresolved.

My thoughts are as follows:

| believe even more strongly than before that integration should be viewed functionally
and is most effective when mental and medical care organizations work together in a
'virtual' rather than 'vertical' organization in which each maintains its autonomy but work
closely together in the best interest of the people they serve. Mental health does not
generally fare well in a medical organization.

I would emphasize even more than | did that it is at least as important and perhaps even
more so for mental health to coordinate with the other human services — schools,
housing, criminal justice, etc. — as with medical care. This is particularly true because |
believe that prevention and early intervention programs are much more likely to come
about and be effective when mental health organizations are freestanding.

| would point out that the emphasis if not preoccupation with this topic is much more
pronounced in behavioral health than it is in medical care. It is we for whom this subject
appears to have much higher priority than they.

In my experience, what medical practitioners most want is not organizational integration
but to work with mental health so that they can be assured of quick and easy ways to
refer patients with mental disorders to mental health specialists. After all, mental health
services grew up outside of medical care organizations for many reasons as indicated in
my original paper, not the least of which is the discomfort with which people with mental
disorders are viewed by medical practitioners.

I would include a strong admonition to my mental health colleagues that they pay much
more attention to integration within our own family. In my judgment it would be far more
productive. We still have a long way to go before we can be satisfied with the
relationship, for example, between mental health and substance use, research and
practice and the mental health disciplines who still very much unfamiliar with each
other's literature, train in different places, and are still too competitive with each other.
Difficult problems to be sure, but perhaps more likely resolvable than medical/behavioral
issues and of great importance to good patient care.

I hope this is helpful.

Saul





