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Thoughts on improving integration
Sharing worries-and opportunities-as primary care and behavioral health get together 
by Lori Ashcraft, PhD and William A. Anthony, PhD 

	In part two of our conversation with Harvey Rosenthal, executive director of the New York Association of Psychiatric Rehabilitation Services, Inc. (NYAPRS), Harvey offers insights that we hope will take you to new depths in thinking through the integration of primary health care and behavioral healthcare. If you've read our previous articles, you know that we're all for integration, but want to make sure that it doesn't turn into a denigration of our services. Before we turn to Harvey for some strategic guidance, here's a quick review of why we're worried that integration could turn into denigration for those who depend on behavioral health services:

· Bringing recovery values, principles, and practices into behavioral health services has been a staggering assignment. Resistance to acknowledging the reality of recovery has been very strong at times and, while there are places across the nation that now strongly embrace it, the concept of recovery from mental illness is still in its infancy. Many in our own ranks still do not agree that recovery is possible and do not have the slightest idea how to promote it. So, as we contemplate integration: Can we hold on to the recovery ground that we have gained? Is our grip on the concept of recovery strong enough to sustain its influence?
· If behavioral health services are integrated into primary care, are primary care staff truly able (interested, trained, ready) to help those with behavioral health needs strive toward recovery? We know that, already, 75 percent of behavioral health services are delivered by primary care physicians. But what services are they delivering? Do they know that recovery is possible? Are primary care providers just prescribing medications or do they know how to promote recovery? Do they have the knowledge to help those with addictions or those who need housing, jobs, or community living skills? Probably not, we believe.

 

So with these two concerns to frame our conversation, let's hear what Harvey has to say.

No pressure Harvey, just tell us how to move through the process of integration and come out of it with improved services and more opportunities for people to recover.
Harvey: No pressure? OK, sure. Well, let me thank you both for this opportunity to share my ideas. I'll begin by sharing [National Council vice president] Chuck Ingoglia's view that, given the pending implementation of national parity and healthcare reform, “we are on the cusp of the most significant wave of public behavioral health change in the last 25 years.” The fundamental overhaul and integration of our nation's health and behavioral health financing and programmatic models represent both major threats and opportunities for consumers, family members, and providers alike.
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Harvey Rosenthal has over 35 years of experience working to provide or promote public mental health services and social policies that promote the recovery, rehabilitation, and rights of people with psychiatric disabilities.

 

We think we know what he means because we feel both excited and threatened by the opportunities ahead.
Harvey: I agree and would like to focus on several of the opportunities. First, we have a tremendous opportunity and responsibility to ensure that the move [toward integration] helps us stop our community from dying 25 years earlier than the general public. Faced with a mix of major mental health, substance use, and complex medical conditions, many of us have been foiled by the fragmentation and poor coordination and outcomes of traditional care systems.

Getting away from the silos and integrating care is a welcome opportunity, so long as care is truly as person-centered and comprehensive as the rhetoric calls for. We need creative new models of integrated care that truly understand our community and incorporate all of the gains we have made in infusing recovery, self-help, and community integration into the medically based mental health model of the past.

We've learned that care needs to be offered with hope, sensitivity, and the promise of a meaningful life in the mainstream. We've learned that waiting passively for people to come to our more limited menu of services, then labeling them as “noncompliant” when they don't, is no longer acceptable.

So, we must make sure that integrated care doesn't simply turn the clock back to services run by medical personnel who see people as a collection of symptoms and illnesses. Wellness stems from promoting people's healing and respecting their dreams while addressing their complex challenges.

Before we get too upset about the shortcomings of primary care in serving people with mental illness and substance use issues, we need to remember that we in behavioral health haven't done a very good job of attending to the health needs of this group. As a system, we have gone kicking and screaming into to the notion of recovery, resisting it with all of our righteous wit. If it weren't for a few researchers and the insistence of our consumers, we would still be assuring ourselves that recovery from mental illness is not possible. Maybe the concept of recovery would be a more natural fit with primary care than it has been with behavioral health. What do you think?
Harvey: I certainly hope so! National healthcare reform is supposed to move us ‘upstream’ to a greater focus on prevention, wellness, and person-centered care. We need to make sure that the health homes of the future are truly ‘recovery homes!’

Do you have any suggestions about how we can turn these challenges into opportunities that will bring about better services for people?
Harvey: I believe we have one critical factor going for us … National healthcare reform is also ultimately about reducing costs, especially around avoidable emergency room and inpatient care. It's very clear from both national and state data that a small segment of people use the vast majority of health and behavioral health service dollars. Very often, it's our community … people with ‘chronic, complex’ mental health, substance use, and major medical conditions. In New York, for example, [these consumers are among] the 20 percent of Medicaid beneficiaries who spend 75 percent of our $50 billion Medicaid budget, and 70 percent of the $800 million in avoidable hospital re-admissions.

So there's got to be a lot of opportunity for those who can better engage and serve these ‘high needs, high cost’ groups.

Wow! Those are amazing figures. What can we bring to the table that will address this?
Harvey: We're ahead of the game with the development of our peer workforce. Peers have proven themselves to be a wonderful and meaningful addition that enhances and extends our traditional workforce. They bring a whole new level of hope and support to the healing process. [They offer] a way to not only reduce cost, but also promote wellness and recovery with authenticity and conviction.

Our message to government, health plans, and provider networks can be: ‘We know the folks you will be struggling to engage and support because we are or have been those people.’ We have hundreds of peers in our respective communities who've had years of personal experience in what promotes change and boosts personal commitment to recovery.

With the proper training, they can serve as peer wellness coaches who go the extra mile to find and reach out to people most in need, offer hope, form the missing vital personal relationship with the care system, then help walk people into improved self care and follow-up with appropriate treatment staff and regimes. These coaches can also connect and support people into smoking cessation, diet, and exercise programs; introduce them to local 12-Step meetings; and even take them food shopping to teach improved nutrition.

Has your organization had much experience with this approach?
Harvey: NYAPRS has been doing a version of this in partnership with OptumHealth in Queens where our peer wellness coaches have helped find and support almost one-third of the ‘target’ group. This past week, we launched a new peer bridge program to help promote recovery and extend community tenure for Medicaid managed care beneficiaries with histories of high ER and hospital use. [This program supports development of] personal Wellness Recovery Action and Crisis Plans, backed by regular individual and group peer support and phone-call-away crisis assistance.

And our friends at People, Inc. have pioneered a peer crisis continuum of services that includes warm-line, peer emergency room staff, and a free-standing crisis respite house that has been saving lives and dollars for several years.

That's very inspiring Harvey. Lori keeps insisting that if we could make our services ‘inspiring and irresistible,’ then our work would be done. So, in addition to peer services that intervene earlier, or further ‘upstream,’ what other opportunities for improvement do you see in national healthcare reform?
Harvey: I'll give you a list of my hopes and dreams:

· Attention to reducing costs will, hopefully, be a big driver in reducing expensive and often harmful polypharmacy, getting away from the current trends where too many people are on seven or more medications, including meds that treat side effects or conditions caused by the others.

· The move toward electronic healthcare records that people get to see and carry with them should lead to better informed care, both for the person and the practitioner, and, hopefully, assure that people's personal preferences-expressed in advance directives-are prominently displayed.

· There's a revision in the healthcare reform bill that improves the 1915.i Home and Community Based Services Option, allowing states-at long last-to bring waivers like Medicaid flexibility and self-direction to adults with psychiatric disabilities.

· Finally, I hope that the move to increased use of managed care allows for increased availability of alternative or complementary approaches. I don't think we truly appreciate how interested and active our community is-in yoga, acupuncture, shiatsu, t'ai chi and meditation-and how useful and cost-effective these approaches are turning out to be for increasing health and wellness, mental clarity and acuity, and mood stability.

 

We like your vision Harvey. Can you put your finger on the one thing that could get in the way of these improvements?
Harvey: Yes. These advances will only happen if state governments insert them into their healthcare reform plans and managed care contracts, to assure that recovery approaches will indeed be offered and properly reimbursed. It'll be our job to provide strong advocacy and instructive blueprints to assure that states put into place plans that promote people living successful and self-directed lives in the community.

Thanks, Harvey. It's been informative and inspiring to talk with you. You have given us a vision and some steps that can help guide integration on a positive and progressive path. Thanks for challenging us to bring our best knowledge to the table and have confidence in what we know about recovery and wellness.
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