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Overcoming Obstacles
Webinar Series

This series is focused on enabling physicians to sustain a
collaborative, integrated, whole-person, and equitable
approach to physical and behavioral health care in their
practices during the COVID-19 pandemic and beyond.




The BHI Collaborative was established by several of the nation’s leading physician
organizations** to catalyze effective and sustainable integration of behavioral and

mental health care into physician practices.

With an initial focus on primary care, the Collaborative is committed to ensuring a
professionally satisfying, sustainable physician practice experience and will act as a
trusted partner to help them overcome the obstacles that stand in the way of
meeting their patients’ mental and behavioral health needs.

**American Academy of Child & Adolescent Psychiatry, American Academy of Family Physicians, American Academy of Pediatrics,
American College of Obstetricians and Gynecologists, American College of Physicians, American Medical Association,
American Osteopathic Association, and the American Psychiatric Association.
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Behavioral Health In the
U.S. Health Care System

Historically separate systems of care for the mind and body.

Access to traditional behavioral health care has been limited by:
— Stigma
— Historically less robust insurance coverage
— Provider shortages

Failut_re to fully appreciate the role of behavioral issues in traditional medical care
practice.

— The frequent co-occurrence of mood disorders in chronic disease

« ~ 30% of adults with physical health disorder have behavioral health
conditions.

— The fruitless search for an etiology of “medically unexplained symptoms”
— The role of lifestyle behaviors in chronic disease



George Engel introduced the Biopyschosocial model in 1977.

— “By obliging ourselves to think of patients with diabetes, a ‘somatic
disease,” and with schizophrenia, a ‘mental disease,’ in exactly the same
terms, we will see more clearly how inclusion of somatic and psychosocial
factors is indispensable for both; or more pointedly, how concentration on
the biomedical and exclusion of the psychosocial distorts perspectives and
even interferes with patient care.”

(Engel GL. The Need for a New Medical Model: A Challenge for Biomedicine.
Science 1977;196:129-136)

More recent calls for focus on behavioral health integration
— Institute of Medicine (1996, 2006)
— Agency for Healthcare Research and Quality (2008 & 2015)
— World Health Organization (2015)



Levels of Behavioral Health
Integration

Coordinated care

— Behavioral and physical health clinicians practice in their respective systems
with referral relationships and information exchange.

Co-located care

— Behavioral and physical health clinicians deliver care in the same location but
still in separate practices.

— Patients experience a “one stop” visit with both disciplines.

Fully integrated care

— Blehavioral and physical health clinicians act together with a joint patient care
plan.

Crowley RA, Kirschner N. Integration of Care for Mental Health, Substance Abusw
thg?r Behavioral Health Conditions into Primary Care. Ann Intern Med. 2015;163:2




Benefits of Integrated
Behavioral Health

Benefits of integration
— Improve Access to Care
— Improve Quality of Care
— Reduce Cost of Care

https://bipartisanpolicy.org/wp-content/uploads/2021/03/BPC Behavioral-Health-Integration-report R02.pdf [bipartisanpolicy.org]

Review of 94 RCTs integrated care demonstrated improvements in:
— Depression
— Anxiety
— Quality of life
— Patient satisfaction

(Reed SJ et al. Effectiveness and Value of Integrating Behavioral Health into Primary Care. JAMA Internal Medicine
2016;176:691-692.)

Primary care collaborative treatment of depression in patients with CAD or DM led to lower
total health care costs.

Referenced in Crowley RA, Kirschner N. Integration of Care for Mental
ealth, Substance Abuse, and Other Behavioral Health Conditions into
Primary Care. Ann Intern Med. 2015;163:298-299)


https://urldefense.com/v3/__https:/bipartisanpolicy.org/wp-content/uploads/2021/03/BPC_Behavioral-Health-Integration-report_R02.pdf__;!!JkUDQA!Z3nMXnZo9KkCHQJgwovO7UaW2uyyuSkoultrAFc6Lz8gN4U6TNU0EZ_fTGvdWj0$

Barriers to Integrated
Behavioral Health

Payment

— 2017: New CMS CPT codes for services furnished using the
Collaborative Care Model

— Billing remains complex

— Among 30 practices, only 3 reported net-positive financial
returns.

Cultural differences in practice and communication styles
Impediments to information flow

Behavioral Health Integration in the United States. Ann Intern Med 2020; doi:

(Malatre-Lansac A, et al. Factors Influencing Physician Practices’ Adoption of
10.7326/M20-0132) w




Recent report from the
Bipartisan Policy Center

Tackling America’s Mental Health
and Addiction Crisis Through
Primary Care Integration

TASK FORCE RECOMMENDATIONS

March 2021

https://bipartisanpolicy.org/wp-content/uploads/2021/03/BPC Behavioral-Health-Integration- w
report RO2.pdf [bipartisanpolicy.org]



https://urldefense.com/v3/__https:/bipartisanpolicy.org/wp-content/uploads/2021/03/BPC_Behavioral-Health-Integration-report_R02.pdf__;!!JkUDQA!Z3nMXnZo9KkCHQJgwovO7UaW2uyyuSkoultrAFc6Lz8gN4U6TNU0EZ_fTGvdWj0$

Two Real World Examples of
Behavioral Health Integration
in Chronic Care

Dr. Chapman, Physician of Internal Medicine and Addiction
Medicine

Dr. Namboodiri, Integrative Family Medicine Physician at Heartland

Y

Health Centers




UNMC

BREAKTHROUGHS FOR LIFE"

[T T Ny T B ST AP AT W T R TN T A T s Y

Nebraska

Medical Center



OVERCOMING OBSTACLES WEBINAR SERIES #\i
= 11

Sustaining behavioral
health care in your practice

Bolstering chronic care management with behavioral health integration
April 22, 2021, 1PM - 2PM CT

In this webinar, physician experts will share how they have used behavioral health integration within their
practices to improve their management of key chronic conditions and provide whole person care to
patients. This webinar will highlight the relationship between physical and behavioral health, the role it
plays in the overall health of the patient, and how practices can use BHI to help manage, treat, and
address acute and chronic conditions.

“Challenges Integrating MOUD Treatment
in an Urban Private Practice”

Edwin C. Chapman, MD, DABIM, FASAM
Private Practice




(D
Emergency Preparedness and Response

Increase in Fatal Drug Overdoses Across the United
States Driven by Synthetic Opioids Before and During
the COVID-19 Pandemic

This is an official
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HEALTH ADVISORY

Distributed via the CDC Health Alert Network
December 17, 2020, 8:00 AM ET
CDCHAN-00438

>50% INCREASE in

OVERDOSE DEATHS

DUE to SYNTHETIC
OPIOIDS (FENTANYL)



id Crisis

Overdose Deaths Hit New Highs As Pandemic Worsens
pioi

By Suhail Bhat (htips//wiblorg/author/sbhat/)

O

Increases in drug overdose deaths in West Virginia and Kentucky were greater
than the overdose deaths increase nationwide

Data shows year-over-year percentage merease m deaths dve to dmg overdoses m the 12-month peniod endme
May 2020
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The Crisis

As opioid-related deaths continue to rise across the nation, Washington, DC has also experienced an alarming increase
in fatal opicid overdoses. Mational trends largely reflect new opioid users who are White (non-Hispanic) yvounger adults
who begin their addiction by experimenting with prescription drugs, with the potential of progressing to heroin usage.
However, Washington, DC's epidemic affects a unique demographic and presents different trends in use. The graph
below reflects the trend of fatal opioid overdoses since 2014, Fatal overdoses hit the first peak in 2017, with 279
overdoses, but declined in 2018 when we had begun implementation of an organized effort to combat the issue. In
2019, fatalities returned to the 2017 levels and hit an all-time high in 2020._

WASHINGTON. DC'S EPIDEMIC IN A SNAPSHOT

Opioid-Related Deaths

231
2016
= From 2016 to 2020, approximately 76% of all fatal opioid overdoses occurred among adults between the ages of
40-69 years old, and such deaths were most prevalent among people ages 50-59 (35%). Dunng this time pernod
when there was a 50% increase in deaths overall, 50-58 year olds have seen a slight increase in deaths (6%), but
other age groups have seen larger increases:. D6% for 60-69 year olds; 129% 20-29 year olds; 155% for 20-39
year olds; 1, 200% for 7O-79 year clds.
= Overall, 84% of all deaths were among African-Americans. This trend has remained consistent across years.
Fatal overdoses due to opioid drug use were more common among males (72% of deaths were males in 2020).
= From 2016 to 2019, opicid-related fatal overdoses were most prevalent in Wards 5, 6, 7, and 8, with 8 experiencing
the most deaths.

= [n 2020, 94% of fatal opioid overdoses involved fentanyl or a fentanyl analog (compared to 22% of cases in the first
quarter of 2015).
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
OFFICE OF THE CHIEF MEDICAL EXAMINER

401 E Street, SW - 6 Floor
Washington, DC 20024

Opioid-related Fatal Overdoses: January 1, 2016 to December 31, 2020
Fig, 6 Number of Drug Overdoses due to Opioid Use by

o Race/Fthnicity and Year
/ N\
Rﬂﬁefffﬁﬂfﬂfi}’ E 300 : : Washington, DC :
. g 230
Overall, 1193 or §4% of all g zml | Population is 46% Black
. - '
deaths due to op1oid use were P : ot
_ _ g 19] B 84% of OUD Deaths are Black
among Blacks (Fig. 6). Thus trend & 1 I
remains consistent across years. 50
} “I. ll “ .—‘ Foar
: Black .I White ~ Hispanic Othor
ol Y : )
o2l 235 | » g 2
2 179 |0 ; I
2y 235 | B 9 4
W, Y 1 3



GOVERNMENT OF THE DISTRICT OF COLUMBIA
OFFICE OF THE CHIEF MEDICAL EXAMINER

401 E Street, SW — 6™ Floor
Washington, DC 20024

Opioid-related Fatal Overdoses: January 1, 2016 to December 31, 2020
Fig. 5: Drug Overdoses due to Oploid Use by Age
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Map of Opioid Overdases by Jurisdiction of Residence
The map below displays opioid overdoses i 2017 by jurisdiction of residence. As stated previously,
opioid overdoses are prevalent in Wards 5. 6, 7 and 8. The map also highlights a hotspot in Ward 2.
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
OFFICE OF THE CHIEF MEDICAL EXAMINER

401 E Street, SW — 6% Floor
Washington, DC 20024

Opioid-related Fatal Overdoses: January 1, 2016 to December 31, 2020

Fig. 9: Number of Drug Overdoses due to Opioid Use by
Ward of Residence and Year
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@he Washington Post

Democracy Dies in Darkness

No room on the street: D.C. orders homeless out of
underpass in fast-developing neighborhood

By Joe Heim and Justin Wm. Moyer

Jan. 10, 2020 at 5:41 p.m. EST

The tents of homeless people living in the K Street underpass. (Michael S. Williamson/The
Washington Post)



GOVERNMENT OF THE DISTRICT OF COLUMBIA
OFFICE OF THE CHIEF MEDICAL EXAMINER
401 E Street, SW — 6™ Floor
Washington, DC 20024

Opioid-related Fatal Overdoses: January 1, 2016 to December 31, 2020

Fig. 8: Number of Drug Overdoses due to Opioid Use by
Jurisdiction of Residence and Year

HOMELESS with OPIOID USE DISORDER:
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REVERSE ENGINEERING 401 YEARS of
SYSTEMATIC OPPRESSION

PRISON — INDUSTRIAL COMPLEX
“THE NEW JIM CROW"
Michelle Alexander

OPIOID USE

DISORDER

u Infactious Diseases  w Social Costs

Other Medical Costs » Drug Crimes
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CHAPMAN, MD, PC

230 Current Patients on Buprenorphine:

More Than 80 Percent Of D.C. Opioid Deaths Are Among Blacks

The number of opioid overdose deaths among blacks in D.C. more than tripled between 2014 and 2017.

207

2014 2015 2016 2017

Dr. Chapman in his office at the end of the day on Friday. He waits for the last patient to come in, not wanting them to
have to spend the weekend without medication. The walls are covered with awards, certificates, newspaper clippings and



PATIENTS by AGE RANGE

128
113
17
11
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Medicaid Beneficiary Enroliment & Cost

(from DHCF FY20 Budget Hearing)

WASHINGTON, DC as a Generic Exemplar
*Medicyid Beneficiaries  Jotal Medicaid Expendtures

Fee-For-Service e

o Annual Per-Person Cost
Beneficiaries i i

. 524,838
Managed Care
Beneficiaries — | 4876
47% Ij $6,224
Total — n=246374 $2,501,148,023

Highlighting the need to drive greater value through improved care coordination
for the FFS beneficiaries who account for $25K annual per-person cost.




Table. Demographic Characteristics Associated With Buprenorphine Prescribing in Qutpatient Care in the United States in 2004-2007 and 2012-2015

2004-2007 2012-2015
Visits Without Visits With Visits Without Visits With
Buprenorphine Buprenorphine Buprenorphine Buprenorphine Adjusted OR
Variable (n =244 274), %7 (n=183), % (n =204 527), %" (n = 718), % (95% CI)°
Race/ethnicity"
White 8.5 90.5 83.1 8949 1.00
Black € LLL Al LG > 27 0.23(0.13-0.44)
Othaer 5.0 3.0 6.3 24 0.27 (0.08-0.50)
Payment I'I'I'E'I:|'II:II:|I
Private insurance 52.0 19.8 9.2 EER: 1.00

Medicare/Medicaid 35.1 BUPRENORPHINE MEDICATION DIVIDE 1.16(0.74-1.82)
Self-pay 25 12.27 (6.86-21.91)

Other or unknown 8.5 11.0
Sex

Female 58.8 47.5

Male a1.2 52.5
Age,y

<30 299 40.0

30-50 21.8 47.5

=50 46.3 12.5

8.2 1.5 1.35(0.78-2.35)
58.3 39.7 1.00
41.7 60.3 2.27(1.82-2.70)
25.4 30.3 1.00
21.4 47.2 1.68(1.33-2.12)
53.2 224 0.38 (0.27-0.52)

Abbraviation: OR, odds ratio.

? Analyses were completed using survey design elemants accounting for visit
weight, clustering, and stratification to generata naticnally representative
estimates.

':'Adjusted odds ratios (ADR) were generated using logistic regression
(1 = buprenarphine prescribad; & = no buprenarphine), including the variables
reported in the Table. The ADR reflects the OR for buprencrphine treatment

for a given visit characteristic during 2012 to 2015. The 2004 to 2007 visit
charactenstics are provided for comparison; they are not included in the
logistic regrassion.

= White (Hispanic and non-Hispanic), black (Hispanic and non-Hispanic), and
other (Asian, native Hawaiian/Pacific Islander, Amarican Indian/Alaskan native,
and multiple race, both Hispanic and non-Hispanic).




GOVERNMENT OF THE DISTRICT OF COLUMBIA
OFFICE OF THE CHIEF MEDICAL EXAMINER

401 E Street, SW — 6™ Floor
Washington, DC 20024
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Opioid-related Fatal Overdoses: January 1, 2016 to December 31, 2020

Prescription Opioids

There were 298 prescription opioids found in
the opioid overdoses between January 2016 and
December 31, 2020 (Fig. 4). The number of
prescription opioids identified in fatal opioid
overdoses had increased steadily between 2016
(n=65) and 2017 (n=89). However, the number
of prescription opioids 1denfified in fatal opioid
deaths decreased to 43 1n 2019. Figure 4
illustrates that methadone and oxycodone are
currently the most prevalent prescription
opioids 1dentified.
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Federal Register/Vol. 85, No. 212/Monday, November 2, 2020/Rules and Regulations 69153
AIRAC date | State City Airport FDC No. | FDC date Subject
3-Dec-20 ... | CA Riverside ........... | Biverside Muni 0/8633 9/22/20 | VOR RWY 9, Amdt 1B.
3-Dec-20 ... | CA | Riverside ........... | Riverside Muni 0/8634 9/22/20 | VOR-A, Orig-A.

[FR Doc. 2020-23958 Filed 10-30-20; 8:45 am]
BILLING CODE 4910-13-P

DEPARTMENT OF JUSTICE
Drug Enforcement Administration

21 CFR Parts 1301 and 1306
[Docket No. DEA-499]
RIN 1117-AB55

Implementation of the Substance Use-
Disorder Prevention That Promotes
Opioid Recovery and Treatment for
Patients and Communities Act of 2018:
Dispensing and Administering
Controlled Substances for Medication-
Assisted Treatment

AGENCY: Drug Enforcement
Administration, Department of Justice.
ACTION: Interim final rule with request
for comments.

SUMMARY: The “Substance Use-Disorder
Prevention that Promotes Opioid
Recovery and Treatment for Patients
and Communmes Al:t af 2018 [lhe

to provide med
treatment and ex]
available for a physN\
considered a qualifyin}
SUPPORT Act removed
for a nurse practitioner or pA§
assistant to be considered a qu}
other practitioner, and revisg
definition of a qualifying g
The SUPPORT Act alsg
pharmacy to deliver,
controlled substag
registered locaj
maintenancg

regulatlans to make them consistent
with the SUPPORT Act and implement
its requirements.

DATES: This interim final rule is
effective on October 30, 2020. Electronic
comments must be submitted, and
written comments must be postmarked,
on or before January 4, 2021,
ADDRESSES: To ensure proper handling
of comments, please reference “RIN
1117-AB55 Docket No. DEA—499" on

all correspondence, including any
attachments.

# Electronic comments: The Drug
Enforcement Administration encourages
that all comments be submitted
electronically throush the Federal

into the commen|
or attach a file fo
Please go to hitp
and follow the o
that site for suby
completion of your submission, you wi
receive a Comment Tracking Number for
vour comment. Please be aware that
submitted comments are not
instantaneously available for public
view on http://www.regulations.gov. If
vou have received a Comment Tracklno
Number, your comment has by
successfully submitted, and t
need to resubmit the same col
Commenters should be aware
electronic Federal Docket Ma
System will not accept commg
11:59 p.m. Eastern Time on th|
of the comment period.
* Paper comments: Paper c{
that duplicate the electronic s

\s 10

ANNUAL NET SAVINGS to
the FEDERAL
GOVERNMENT by
EXPANDING
BUPRENORPINE
TREATMENT NPs, PAs, etc

& L)

received are considered part of
public record. They will, unle
reasonable cause is given, be
available by the Drug Enforce
Administration (DEA) for pub
inspection online at hitp://
www.regulations.gov. Such inl
includes personal identifying
information (such as your na
address, etc.) voluntarily subnfitted by
the commenter. The Freedom of

Information Act applies to all comments
received. If you want to submit personal
identifying information (such as your
name, addgress ete.) as part of your
comment but do not want it to be made

niormation you want redacted.
If you want to submit confidential
business information as part of your
comment, but do not want it to be made
publicly available, you must include the
phrase “CONFIDENTIAL BUSINESS
INFORMATION" in the first paragraph
of your comment. You must also
Erommentlv identify the confidential
usiness information to be redacted
within the comment.
Comments containing personal
entifying information and confidential
ess information identified as
d above will generally be made
yvailable in redacted form. If a
s0 much confidential
jation or personal
gation that it cannot be
all or part of that
v ade publicly

Pns of the SUPPORT

Por 24, 2018, the President

e SUPPORT Act into law as
Law 115-271. Sections 3201 and
of the SUPPORT Act amended
ertain provisions of 21 U.S.C. 823(g)(2),
which is the subsection of the
Controlled Substances Act (CSA) that
sets forth the conditions under which a
practitioner may, without being
separately registered under subsection
823(g)(1), dispense a narcotic drug in

Figures are rounded.
L I

69164

Federal Register/Vol. 85, No. 212/Monday, November 2, 2020/ Rules and Regulations

written for the treatment of addiction.®*
However, the primary reason for
prescription buprenorphine (Subutex)
and buprenorphine combined with
naloxone (Suboxone) diversion is the
failure to access legitimate addiction
treatment.®® This finding suggests that
increasing, not hm]tmg,ﬂbuprenorphme
treatment may be an effective response
to the diversion of buprenorphine.s6
The diversion of buprenorphine for
self-treatment is also supported by
studies of abuse rates of buprenorphine

preference is notable because the
naloxone blocks the agonist effect of the
buprenorphine, and therefore users of
buprenorphine with naloxone are less
likely to experience euphoria from the
drug.®® The low endorsement °* of the
use of buprenorphine with naloxone
and the low prescription rate of
buprenorphine (without naloxone) in
the United States indicates that the
potential for abuse of these drugs is
relatively low.®® Another study of
untreated injection drug users found
that three out of four respondents said
their intended use of buprenorphine or
buprenorphine combined with naloxone
was to self-medicate for addiction and/
or to treat withdrawal.61 While

buprenorphine and buprenorphine
combined with naloxone are schedule
11 narcotics with a potential for
diversion and abuse, academic literature
seems to indicate that the diversion is
not motivated by addiction to
buprenorphine, but rather as a method
to treat opioid addiction problems.s2
Additionally, since NPs, PAs, CRNAs,
CNS, and CNMs seeking to obtain the
authority to dispense under the
SUPPORT Act already have the
authority to dispense controlled

PORT Act only
ecific group of
ments, and will
ation with or

a qualified

any added risk
puld not be

significant,
Cost to DEA

As part of its core function, DEA’s
Diversion Control Division manages
over 1.9 million DEA registrations
(processing new and renewal
registration applications, processing
registration modification requests,
issuing certificates of registration,
issuing renewal notifications,
conducting due diligence, maintaining
and operating supporting information
systems, etc.). DEA does not anticipate
it will incur any additional costs as a
result of conducting due diligence and
processing 19,650 registration
modifications for DATA-waived status
over five years. DEA's Registration

Section and field office representatives
conduct similar registration-related due
diligence and process registration
modifications as part of their routine
operations. As of August 2019, DEA has
absorbed any extra work in processing
over 5,600 registration modifications
related to this interim final rule with
preexisting resources, without an
increase in cost to DEA. Likewise, DEA
anticipates it will continue to absorb
any additional work in processing the
registration modifications for the
duration of the analysis period.

Summary of Benefits and Costs

As described above, DEA estimates
the total benefit (in the form of
economic burden reduction and other
cost savings) is $63 million, $139
million, $227 million, $3,349 million,
and $3,400 million in years 1, 2, 3, 4,
and 5, respectively: the total cost of
treatment is $39 million, $86 million,
$140 million, $2,070 million, and
$2,102 million in years 1, 2, 3, 4, and
5, respectively: the total treatment cost
savings is $2 million, $5 million, $8
million, $118 million, and $120 million
in years 1, 2, 3, 4, and 5, respectively;
and the total cost of obtaining DATA-
waived status is $1 million, $1 million,
$1 million, $1 million, and $0 in years
1, 2, 3,4, and 5, respectively; resulting
in a net benefit of $25 million, $57
million, $94 million, $1,396 million,
and $1,418 million in years 1, 2, 3, 4,
and 5, respectively. The table below
summarizes the benefits and costs.

Year 1 Year 2 Year 3 Year 4 Year s
Total benefit ($MM) 63 139 227 3,349 3,400
Cost of treatment ($MM) 39 86 140 2,070 2,102
Treatment cost savings ($MM) .. 2) (5) (8) (118) (120)
Cost of obtaining DATA-waived status (SMM) 1 1 1 1 e
Total cost ($MM) 38 82 133 1,953 1,982
Annual net benefit (SMM) ..o 25 57 94 1,396 1,418

DEA recognizes that accurately
calculating the benefits of this rule rests
primarily on the number of FTE patients
in treatment. While DEA considers its
primary estimates presented above to be
reasonable, there are also inherent

# Lofwall MR and Havens JR, Inability to access

buprenorphine treatment as a risk factor for using
diverted buprenorphine, Drug Alcohol Dependence,
Dec. 1,2012.

#=1d

S1d

57 Martin, Judith, Providers' Clinical Support
System for Medication Assisted Treatment
CGuidance, January 10, 2014. hitps:/{pcssnow.org/

—

uncertainties in predicting these figures
over time. Therefore, DEA varied its
estimated number of FTE patients
treated per provider plus and minus 10
percent in order to capture the likely
range of benefits surrounding the

wp-conlent/uploads/2014/02/PCSS-
MATGuidanceAdheren co-diversion-bup. Martin. pdf.

s 1d.

#*“Low endorsement” means that the Suboxone
is not as highly sought after because the naloxona
in the formula acts as an antagonist to the
buprenorphine, meaning patients cannot experience
tha euphoria from the drug

&0 Id.

primary estimate. These results are
detailed in the following table. The
impact of varying additional inputs are
summarized in the sensitivity analysis
section below.

1 Diversion and Abuse of Buprenorphine: A Brief

Assessment of Emerging Indicators, JBS
International, Inc., Maxwell, Jane C. November 30,
2006,

2Cicero, Theodore ]., Matthew 5. Ellis, and
Howard D. Chilcoat. “Understanding the Use of
Diverted Buprenorphine.” Drug and Alcohol
Dependence 193 (2018): 117-23. hitps.//dol.org/
10.1016/j. drugaledep.2018.09.007.
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The treatment cost of $7,529 per FTE
patient estimated in the previous
section includes $2,113 in opportunity
cost, which accounts for transportation
costs and forgone wages. The remaining
treatment cost of $5,416 includes the
cost of medication and physician visits.
Because physicians set their own rates,
there is no standard price of an office
visit for buprenorphine treatment, so
comprehensive data are not available.

ANNUAL
BUPRENORPHIN
TREATMENT
COST

SAVES MONEY DEA setimatos the ]

economic burden to be $75.7 billion
($82.14 billion USD in 2018).35 Dividing
this total economic burden by the

number of patients, DEA estimates the
$42, 000 annual EEDHD[‘H[EW

opioid abuse is $42,000 per person
(USD in E'I]lEi.
UNTREATED ANNUAL

MEDICAL COSTS

Edwin C. Chapman, MD, PC © 2021




Annual Per Capita Cost of Behavioral Health Comorbidities

Medicaid-only Beneficiaries with Disabilities

B No Behavioral or Substance Use Disorders (SUDs) B Behavioral Disorder and No SUDs

1 5UDs and No Behavioral Disorder ® Behavioral Disorder and SUDs
$6T30 535,840
24 281
24,508 524517 524,441 414,591
£18.156
515861 216,058 515,643 5
16267 18 651
$1a,61 $15,257 §15,430
48,000 5, mI " ?“I 51mI I
Asthma and/o Congestive Heart  Coronary Heart Diabetes Hypertension

COPD Failure Disease



ILLICIT OPIOID & OTHER DRUG USE

Non Compliant | Partially Compliant = Compiliant =

Non Compliant, 39, 14%

Compliant, 218, 79%

Partial Compliance, 18, 7%




ILLICIT OPI10ID & OTHER DRUG USE

PATIENTS by AGE RANGE Shibpisitepieny

Compliant, 218, 79%




TOTAL IMPACT of an INDIVIDUAL PATIENT on COMMUNITY

DECREASED
JAIL &

CRIMINAL
JUSTICE

S50-60K \
Every $1 Spent on . \
y 1 Sp With Rx
Treatment Saves $7 AMUNITY
ASED ED & CRIME, )
c UNEMPLOYM'T
SPITALIZATION !
POOR SCHOOL
’ ‘ LMLl PERFORMANCE,
COSTS FAMILY
DYSFUNCTION

Medical Costs Social Costs



HARM REDUCTION-LOSS MITIGATION MODEL
using
MEDICATION for OPIOID USE DISORDER

UNITERUPPETED DRUG USE
NO TREATMENT = $112K TOTAL COST

il SIGNIFICANTLY REDUCED DRUG USE

Justice

$35K HARM REDUCTION with MOUD =
52K NET SAVINGS

riminal

Social IR NO DRUG USE

Economic WY COMPLIANT with MAT = $62K NET
$35K Social SAVINGS

Economic

$30K
[ Medical & ) Justice Economic SUD

SuUD S0 $30K $20K
$20K |

Criminal Social Medical &
Medical

&
SUD
$42
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BOX 5-2

Barriers to integration of Opicid Use Disorder and Infectious Disesase Services
] — | — I ——— —— _——— | — I ——— ——— —— | — I I q‘

FPrior Authorization Policies: State-leveal policies often reqguire providers to obtain permission
from imsurers to prescribe buprenorphine {(a Food and Drug Administration [FDA-approved
medication for opioid use disorder). Prior authonzation prevents the timaly, effective delivery of
evidance-basad carga for opiold use disordar, tharaby increasing the risk of infectious diseasa

through continued drug use.
I S S S S S S S S S S S S s -

Drug Addiction Treatment Act (DATA) Waiver Requireament: Providers are required to apply
for the ability to prescribe buprenonphing under the Drug Addiction Treatment Act (DATA) of
2000 (which amendead the Controlled Substances Act) and also undarge mandatory training on
prescribing practices. Onoce the DATA wailver is received, providers are limited to a caertain
number of patients they can treat with buprenorphine. This requirement decreases access to
effective medications for opicid use disorder and increases the risk for infectious disease.

Lack of Data Integration and Sharing: Dues to infrastructural difficulties and federal policies,
medical care providers—including infectious disease providers—may not be able to access
patients’ information sumounding substance use and treatment, thereby Inhibiting
comprehensive care plans.

Inadequate Workforce and Training: Thare are several barmiers o infegration fmom a
workforce parspective, including the geaographic distribution and inadequate training of providers
who can treat patients with opioid use disorder and infaectious disease and restrictions about
which providers can deliver cartain kinds of cara in cartain satlings.

Stigma: Self-stigma and societal stigma surmounding both opioid use disorder and infectious
dizsease may prevent patienis from seeking or accessing care, and provider stigma may inhibit a
productive patient—provider relationship.

FPayment and Financing Limitations: Services that are helpful 1o patienis seeking integrated
cara for opioid usa disorder and infectious disease (a.q., harm-reduction sarvices, casea
managemeant, telemeadicing, and paar-recovary counsalors) are difficult to obtain or sustain
financially.

Same-Day Billing Restrictions: Some states do not allow providers to bill for a physical and a
behavioral health visit in the same day, thereby requinng patients to return for care another day
or forcing programs to provide care without the opportunity for reimbursement.

Limits on Harm-Raduction Services: Harmm-reduclion services saermve as an entry point Tor
further madical care, reduce thea risk of infactious disease outbreaks, and allow for a culture of
patient-centared care. Limiting these sarvicas, on the other hand, is a barmar to integrating
apioid usza disorder and infectious disease pravention and treatmeant.

Disconnect Between the Health and Criminal Justice Systems: Care for infectious diseases
and opioid use disorder in cimnal justice settings is fragmented and inconsistent; the process
of maintaining coordinated care while patients enter and exit the criminal justice system is
madequate.
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California Attorney
General calls for removing
prior authorization for MAT

Arizona removes
prior authorization
barriers for MAT

Vermont removes
prior authorization for
:!::' Y“. ;:‘;ﬁ";‘l"m‘ MAT; provides MAT in
Bardniss T MAT cormectional settings
Washington removes prior Pennsylvania reaches Maine &
authorization barriers to MAT lowa removes prior agreement with stata's M:]s::chusntts
authorization for MAT largest insurers to remove cxnirts affioms patients*
in Medicaid prior authorization for MAT rights to MAT in
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I SRR Rhode Island
Colorado removes provides ol iy
i T approved forms of MAT
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training
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removes prior authorization
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(2019 || 2018 |

2017
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- ~

District of Columbia
remowves prior authorization fior MAT
, in Medicaid
—

\Nvs

Mew Jersey & Virginia

Mississippi expands
access to naloxone

and non-opicid pain
managemant in
Medicaid

remove prior authorization for MAT
in Medicaid and commercial plans

MNorth Carolina implementing
comprehensive, multidisciplinary pain

Louisiana House
passas bill to remove
prior authorization for
MAT in Medicaid

care for Medicaid enrollees; removes
prior authorization for MAT in Medicaid
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Original Investigation | Sebstamce Use and Addiction

Association of Formulary Prior Authorization Policies

With Buprenorphine-Naloxone Prescriptions and Hospital
and Emergency Department Use Among Medicare Beneficiaries

T L. Mark. P Wil 1 Parish, PO Gary A Zarkis. PhD

Table 4. Association of Removal or Addition of Prior Authorization With Health Care Outcomes®

PRIOR AUTHORIZATIONS for BUPRENORPHINE IMPEDES ACCESS to CARE

and

INCREASES ED VISITS and HOSPITALIZATIONS

All-cause emergency -12.6(-25.9t0-0.5) 04
department visits

Substance use disorder-related -1.4(-3.2to0-0.1) 04
emergency department visits

Prescription drug 48.7 (3.1t0 96.0) 04

expenditures, §
Nondrug expenditures, § -479.2 (-942.7t0-21.1) 04

32.2 (10.2 to 57.6)
16(08tn7.5)

-124.7 (-214.2 to -40.&)

1236.9 (434.1 to 2055.0)

005

003

003
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FPrior Authorization Policies: State-leveal policies often reqguire providers to obtain permission
from imsurers to prescribe buprenorphine {(a Food and Drug Administration [FDA-approved
medication for opioid use disorder). Prior authonzation prevents the timaly, effective delivery of
evidance-basad carga for opiold use disordar, tharaby increasing the risk of infectious diseasa

through continued drug use.
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Drug Addiction Treatment Act (DATA) Waiver Requireament: Providers are required to apply
for the ability to prescribe buprenonphing under the Drug Addiction Treatment Act (DATA) of
2000 (which amendead the Controlled Substances Act) and also undarge mandatory training on
prescribing practices. Onoce the DATA wailver is received, providers are limited to a caertain
number of patients they can treat with buprenorphine. This requirement decreases access to
effective medications for opicid use disorder and increases the risk for infectious disease.

Lack of Data Integration and Sharing: Dues to infrastructural difficulties and federal policies,
medical care providers—including infectious disease providers—may not be able to access
patients’ information sumounding substance use and treatment, thereby Inhibiting
comprehensive care plans.

Inadequate Workforce and Training: Thare are several barmiers o infegration fmom a
workforce parspective, including the geaographic distribution and inadequate training of providers
who can treat patients with opioid use disorder and infaectious disease and restrictions about
which providers can deliver cartain kinds of cara in cartain satlings.

Stigma: Self-stigma and societal stigma surmounding both opioid use disorder and infectious
dizsease may prevent patienis from seeking or accessing care, and provider stigma may inhibit a
productive patient—provider relationship.

| || | | | | || | | | | || | | | | || | | ‘
FPayment and Financing Limitations: Services that are helpful 1o patienis seeking integrated
cara for opioid usa disorder and infectious disease (a.q., harm-reduction sarvices, casea
managemeant, telemeadicing, and paar-recovary counsalors) are difficult to obtain or sustain
MRStk e e s on e e - - - - - = = =

Same-Day Billing Restrictions: Some states do not allow providers to bill for a physical and a

behavioral health visit in the same day, thereby requinng patients to return for care another day
or forcing programs to provide care without the opportunity for reimbursement.

|| | | || | || | | || | || | | || | || | | || |
Limits on Harm-Reduction Services: Harm-reduclion services serve as an niry oint Tor
further madical care, reduce thea risk of infactious disease outbreaks, and allow for a culture of
patient-centared care. Limiting these sarvicas, on the other hand, is a barmar to integrating
apioid usza disorder and infectious disease pravention and treatmeant.

Disconnect Between the Health and Criminal Justice Systems: Care for infectious diseases
and opioid use disorder in cimnal justice settings is fragmented and inconsistent; the process
of maintaining coordinated care while patients enter and exit the criminal justice system is
madequate.




Same-Day Billing Restrictions: Some states do not allow providers to bill for & physical and a

pehavioral health visitin the same day, thereby requiring patients to return for care another day
or forcing programs to provide care without the opportunity for reimbursement
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BOUTIQUE (CASH ONLY) BUPRENORPHINE PROVIDER

100 Patients x
$250/month =
$300,000/year

Edwin C. Chapman, MD, PC © 2021
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MEDICARE or MEDICAID BUPRENORPHINE

OFFICE-BASED COMPLEX PROVIDER ISSUES

BARRIERS TO SUCCESSFUL TREATMENT

Figure 4. Social determinants of health that
impact successful opioid treatment 0
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After prison, more punishment

Legal hurdles can make it impossible for the formetly incarcerated to obtain the jobs they ve trained for

Figure 1. Nearly half (42%) of the
participants reported a lack of access to
behavioral health care services. N=99

Mental Health

BY TRACY JAN record, Sut not enough for
him.

Access to Behavioral
Health Services

Lincoln, who is training to
‘beadrugandalecholeounsel-
or, wants those lost years to
count for something more.

“lived it heseid. Tunder-
stand it My past is not a
liability. It’s an asset, I can
help another pecson save

PROVIDENCE, RL — He had
spext 17 of his 46 years behind
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tion &nd crime that led to 16
‘prison terms, Now, Meko Lincoln
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had been paroled in December,
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Across the country, more
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Lincoln sang, grooving to the
Brit:sh R&B group Soul I Soul on
his headohones as he emptied
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Amos House, Hepassedabulietin
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COMPLEX PATIENT TREATMENT SUPPORT NEEDS
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s Foundation for

. Opioid Response Efforts

Webinar: Integrating MOUD into Primary
Care: Medicaid Strategies for Improving
Treatment Engagement and Outcomes and
Reducing Disparities (4/28/2021)

R

New Jersey's Medicaid program has eliminated prior authorization
requirements for buprenorphine, increased reimbursement for intake
assessments, and now pays for navigation and peer support
services. With a grant from FORE, Rutgers University has been assessing
whether these changes have made opioid use disorder care more accessible
and have improved treatment outcomes, helping to inform payers looking for

ways to encourage more primary care providers to offer medications for opioid
use disorder (MOUD).




SUMMARY:

BUILDING “STRUCTURAL COMPETENCY”

Medical Treatment vs. Incarceration =2 “Law Enforcement Assisted
Diversion” (LEAD)

Decrease Myths and Stigma thru Patient and Community Education with
Understanding Principles of “Harm Reduction”

Increase Provider Capacity thru Mentoring and Network Collaborative Care
(“Braiding & Blending” Coordinated Care and/or Co-located Care =
“Hybrid” Fully Integrated Care)

Maximize Technical Access to Care by Expanding Telehealth

Remove Regulatory Barriers to Care for MOUD (e.g. Buprenorphine Prior
Authorization and Dosing Caps (16 and 24 mgs.)

Provide Universal Housing Support as a Medical Necessity

Update Payment System to Include Monthly Capitated Payment System
(RYAN WHITE LOOK ALIKE: MOUD + Mental Health + Primary Care + Peer
Support + SDoH)



“Only 10-20% of what determines how long
you live happens in the hospital... 80-90% Is my
determined by the neighborhood where you .

are born and where you happen to be living.”
LEANA WEN, MD, MPH
FORMER BALTIMORE COMMISSIONER of HEALTH

HAVE
QUESTIONS?

February 2016

Edwin C. Chapman, Sr., MD, DABIM, FASAM

301 538-1362
echapl647@aol.com
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Definitions

* Integrative medicine: A whole person approach to health that
includes the mind, body, spirit, narrative, and community. It
emphasizes the therapeutic relationship between practitioner and
patient, and it incorporates diverse healing modalities.

*Adapted from University of Arizona Center for Integrative Medicine

* Integrated care: Care that involves close collaboration among primary
care and behavioral health clinicians, working together with patients
and families to provide patient-centered care.

*Adapted from 2013, Peek & National Integration Academy Council



Anxiety
Asthma

Hypertension

Integrative Medicine

GERD Dysmenorrhea
Diabetes Low back pain
Insomnia Eczema

Stress Trauma Nutrition/Food Movement Sleep Relationships/boundaries Social connection Rest

Constipation
Migraine

Osteoarthritis



Let's meet Rosa



Let's meet

Rosa

* 45yo cis-gender woman with HTN, Type 2
Diabetes, and chronic low back pain.

* She is here for her 3-month diabetes visit.
Her Alc is 9.0. She has been having trouble
sleeping and a flare of her low back pain
recently.



Let's meet Rosa

Single mother of 3 children

* Enjoys singing and spending time
with her children

Immigrant from Mexico and most of
her family lives there

Part of a church community here

Domestic worker
Takes 2 buses to get to work

* Lives in an area labelled as a food
desert

 Does not have health insurance




. Neighborhood Community
Esctggﬁﬁ;c and Physical Food and Social He: It;e(.:.:re
Environment Context y

Employment Housing Literacy Hunger Social Health
: integration coverage
Income Transportation Language Access to
: healthy Support Provider
S OC | 3 | Expenses Safety Eaﬂg Ch"?hood options systems availability
education
: Debt Parks Vocational Community Provider
ocationa et
D Ete Fminada ﬂtS Medical bills Playgrounds training engagement |IﬂgUITttIC ?”d
o cultura
Of H eq |t h Support Walkability Higher Discrimination  ¢onypetency
Zip code / education Stress Quality of care

geography

Health Qutcomes
Mortality, Morbidity, Life Expectancy, Health Care Expenditures, Health Status, Functional
Limitations

https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-
promoting-health-and-health-equity/



Some examples of historical policies with ramifications

on SDH today

* Homestead Act

* Red Lining

* Fair Labor Standards Act

* Forced sterilization laws

* Mandatory minimum sentencing disparity for crack cocaine



How does SDH contribute to chronic illness?

e External environment
* Impacts access
* Impacts resources
e Exposure risk (toxins, violence)

® Internal environment
e Health Behaviors
* |ncreased stress -> Allostatic load

McKinney, R. and Geller, J. (2018). Integrative Medicine for the Underserved. In D. Rakel
(Ed.), Integrative Medicine (p 1088-1095). Location: Elsevier.



Stress and
Trauma




* Her older sister died when Rosa was 8 years

old.
What was
Ros3 'S * She is a survivor of sexual abuse.
Ch | |d hOOd * She lives in a larger body and she was bullied
like? by classmates and members of her family for

her size.

/
7




Traumsatic Braim
I
Fr.lgl'l.:'!lre:
Barnes

Unintended
Pregnamoy

Pregnamoy
Complictions
Fetal death

https://www.aaip.org/programs/aces-toolkit/

V %



Interpersonal racism

Goosby, B.J. et al. (2018). Stress-Related

Biosocial Mechanisms of Discrimination and African
American Health Inequities. Annual Reviews

of Sociology, 44:319-340.

Learning, anticipation,
vigilance, behavior

Genetics, individual
experiences, life course
development
A
[ Perceived discrimination
¥
Hypothalamus
'
. © Pituitary ©
¥

4—[ Adrenals

Glucocorticoids

EEEEE RS

Low birth weight, hypertension, obesity,
diabetes, cardiovascular disease

!

Epigenetic processes, gene expression

—» Flow of external to internal processes

-« Bidirectional flow from internal to external



* Making ends meet
* Having diabetes

What are * Chronic low back pain

Rosa's * Loss of family and clients due to COVID-19
stressors? * Watching the news

 Limited time for rest and sleep

 Safety of her children




' "Bodies don't just exist in social and %
B physical space, absent any influence. ‘.

. Bodies are always being influenced
S by the social context in which they
£ live."

-Dr. Anthony Ryan Hatch

sﬁh

https://www.risingupwithsonali. com/2016/05/20/b|ood -sugar- raC|aI pharmacology and-food-justice-in-black-america/



. How do we work with Rosa +.
' today? :




Our Team
at Heartland
Health Centers

THE PATIENT
Medical Assistants
Nurses

Behavioral Health
Consultants (BHCs)

Primary Care Providers
Psychiatry

Medication-Assisted
Treatment (MAT)

OB/GYN & Midwife
Integrative medicine
HIV & Hepatitis C

Patient Support Specialists
NowPow

Group medical visits
Community classes

Health
Educators (Americorps)

Title X program

Pacific College of Oriental
Medicine & Community
teachers

MHN E-consult

Outreach and Enrollment
team

IT

Dental * County Care Case Managers

* Transition of Care Specialists * Innovation Center at Albany

Park (ICAP)



Integrated Care

Primary Care Provider (PCP) Behavioral Health Consultant (BHC)
* Explore the context of her life  Warm hand-off same-day (15 min)
« What's your work schedule?/What are and counseling (30 min)

your days like?
 What is B/L/D? - .
* How much sleep are you getting? What's * Coping skills/self-management

* Information gathering

your evening routine? strategies

. ? :
What are your str(?ssgrs rece-ntly. » Psychosocial assessment

* What has been bringing you joy _ _ _ _
recently?  Brief, solution-focused interventions

e Set the stage for patient to see value Referrals to community
in meeting with BHC to delve deeper resources, using NowPow



roup Medical Visits and Community Classes

Al CIassRe werm e ==
YOGA NIDRA (ENG)

ATENCION PLENA Y YOGA SUAVE (SP)
ENERGIA POSITIVA (SP)

Gentle Yoga for Chronic pain @ WARREN PARK (ENG)

GROUPS FOR EVERYONE

W be n Zoom \! pe(lflﬂjl in person.
5 will h-OStEd onz unless s in pe
=

YOGA SUAVE (SP)

NI class

ZUMBA (eng/sp)

ZUMBA @ NEW FIELD (eng/sp)

19

1T ws

e neant B9

GROUPS FOR PATIENTS

ified in person.
All classes will be hosted on zoom unless speci p

TAI CHI & ACUPUNCTURE (ENG)
Mondays 1-4 pm o
' 14

IN PERSON- 13

r acupuncture only 4-6 pm

BE WELL & EASY BREATHING CHAIR YOGA (ENG)

INTUITIVE EATING & EASY BREATHING CHAIR YOGA (ENG

DOC iNna
..... y ana mind

elationship witt

YOUTH WELLNESS! (ENG)

FOR OLDER ADULTS (ENG)

155 and mar difficultie

EVENING CANDLELIT TAPPI
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Thank You!



QUESTIONS?




OVERCOMING OBSTACLES WEBINAR SERIES

Sustaining behavioral
ﬁ* health care in your practice

UPCOMING WEBINAR

How to Address the Growing Behavioral Health Concerns Among
Children, Adolescents, and Families

May 20, 2021 1-2pm CT

In this webinar, physician experts will share how they identify behavioral health needs
within their patient population and use BHI to provide comprehensive, whole-person
care to children, adolescents, and families within the practice setting. Experts will
provide case-study-like explanations of how they identify the need, assess practice
readiness to address the need, train staff, and scale care delivery for positive patient
outcomes.



BHI Collaborative “On Demand” Webinars

* The Value of Collaboration and Shared Culture in BHI

« Behavioral Health Billing & Coding 101: How to Get Paid
* Implementation Strategies for Virtual BHI

 Financial Planning: Quantifying the Impact of BHI

* Physicians Leading the Charge: Dismantling Stigma around Behavioral
Health Conditions & Treatment

 Privacy & Security: Know the Rules for Communication of Behavioral
Health Information

Watch these webinars on the Overcoming Obstacles YouTube playlist now!

© 2020 Ameri ican Med ical Associ iation. All rights reserved . AMA% ‘ Physiciansl powerful ally in pat%ént care


https://www.youtube.com/playlist?list=PL7ZHBCvG4qscB1BHkDNm_-7G8AHh5V2bz

New Resource — BHI Compendium

The BHI Compendium serves as a tool to learn about behavioral health
integration and how to make it effective for your practice and patients.

Table of Contents

Download Now

to learn how to make the
Health Integration | | best decisions for the
Compendium — ' mental health of your

| satients.

Behavioral



https://www.ama-assn.org/delivering-care/public-health/compendium-behavioral-health-integration-resources-physician
https://www.ama-assn.org/system/files/2020-12/bhi-compendium.pdf

Thank you for

joining!




APPENDIX
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Want to learn
more about
Innovative

Integrative
models of care?

* Open Source Wellness:
https://www.opensourcewellness.

org/

* Integrated Center for Group
Medical Visits:

https://icemv.org/

* Integrative Medicine for
the Underserved:

https://im4us.org/



https://icgmv.org/
https://im4us.org/

Hunger by Roxane Gay

Why Zebras Don't Get Ulcers by Dr. Robert Sapolsky

x Grandmother's Hands: Racialized Trauma and the Pathway to Mending Our Hearts and Bodies by
smaa Menakem

The Body Keeps the Score: Brain, Mind, and the Body in the Healing of Trauma by Dr. Bessel van der
Kolk

Childhood Disrupted: How Your Biography Becomes Your Biology, and How You Can Heal by Donna
Jackson Nakazawa

The Politics of Trauma: Somatics, Healing, and Social Justice by Staci Haines

Book

Kitchen Table Wisdom: Stories that Heal by Dr. Rachel Naomi Remen

Recommendations

How We Show Up: Reclaiming Family, Friendship, and Community by Mia Birdsong

The Deepest Well: Healing the Long-Term Effects of Childhood Adversity by Dr. Nadine Burke Harris

The Body is Not an Apology: The Power of Radical Self-Love by Sonya Renee Taylor

Fatal Invention: How Science, Politics, and Big Business Re-create Race in the 21st Century

The Warmth of Other Suns: The Epic Story of American's Great Migration by Isabel Wilkerson

See No Stranger: A Memoir and Manifesto of Revolutionary Love by Valarie Kaur




https://www.cdc.gov/violenceprevention/aces/about.html
Death

Early
Death

Disease,
Disability, &
Social Problems

Adoption of
Health Risk Behavior

Social, Emotional,
& Cognitive Impairment

Disrupted Neurodevelopment

Adverse Childhood Experiences
Social Conditions / Local Context

Generational Embodiment / Historical Trauma
Conception

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




"If we want to make a difference with
the “diseases of despair” - suicide,
substance misuse, alcohol related disease - and
frankly with most chronic diseases, we need to
be asking not “Why the disease?” but rather “Why
the despair?”

What are the conditions of our psyches,
our families, our communities, our society -
that are producing despair? And then intervene in
ways that both address the structural causes of
the despair, and that also actively generate the
opposites of despair: Hope. Connection. Play. Joy.
Belonging. Inspiration. Vitality."

- Dr. Elizabeth Markle, Open Source Wellness

https://www.opensourcewellness.org/
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