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THE NEED
• Needs Assessments in BMP have prioritized mental health for the past
decade and no comprehensive solution has come forth to address the
complex challenges in BMP rural areas.
• Mental illness is the leading cause of disability in the US for ages 15-44,
resulting in greater economic costs on communities relative to other
diseases, and this is projected to continually increase.a
• Mental illness manifests in markedly high indirect costs (e.g., loss of
income, loss of productivity, reduced work ethic, ability to focus, or work
absence); these more than double the direct costs (e.g., medication,
doctor visits, therapy, hospitalization).b
• Indirect costs are expected to double by the year 2030, and do not
include the costs of disorders that are fueled by mental illness (e.g., legal
costs incurred from substance abuse).
a.
b.

Patel V, et al. 2016. Addressing the burden of mental, neurological, and substance use disorders: key messages from Disease Control Priorities, 3rd edition. Lancet 387:16721685.
Trautmann S, et. al. 2016. The economic costs of mental disorders: Do our societies react appropriately to the burden of mental disorders? EMBO Rep 2016, 17:1245-1249.

BOTTOM LINE
• We have substantial untreated or inadequately treated mental illness
in our area that is fueling negative outcomes (i.e., suicide, self-harm,
poor quality of life, addiction and substance use disorders), and this is
exacerbated by mental health professional shortages in all counties.
• We need to be using ALL available options in the most efficient and
effective way possible, which includes treatment combinations and
integrated regimens that are patient-centered and afford flexibility
based on patient preference and response to each intervention.
• We believe that COMPLEMENTARY (not “alternative”) care is a
valuable missing piece to this integrated care strategy for mental
health.

THE PROMISE
• Mind-body therapies (MBT’s) are a form of evidence-based
complementary care that include a diverse group of techniques that
integrate the functioning of the mind with the body and are
administered by a trained practitioner to improve overall health and
well-being.a
• MBT’s have shown promising efficacy for treating mild-to-moderate
anxiety and depression, and often provide a more accessible and
acceptable type of treatment for patients.b
• Mindfulness-based stress reduction (MBSR) has gained wide
acceptance in mental health circles, and involves guiding a patient
through awareness of physical sensation and cognitive thought and
facilitating their ability to be less reactive and more reflective, which in
turn potentiates positive psychological outcomes.
a.
b.

https://nccih.nih.gov/health/mindbody
Asher GN, et al. 2017. Med Clin North Am 101:847-864,

THE PROMISE
• Mindfulness and yoga interventions have been associated with
decreased symptoms of depression and anxiety, improved sleep
quality, enhanced well-being and quality of life, and decrease in stressrelated hormones.a
• Yoga/mindfulness
used
as
complementary
therapies
to
antidepressants, where pharmacologic intervention alone removed
only a portion of symptoms, showed significant reductions in
depression, anxiety, anger, neurotic symptoms, and heart rate
variability.b
a.
b.

Hofmann SG, Gomez AF. 2017. Psychiatr Clin North Am 40:739-749; Pilkington K, et al. 2005. J Affect Disord 89:13-24; Kirkwood G, et al. 2005. Br J
Sports Med 39:884-891; Mehta P, Sharma M. 2011. Int Q Community Health Educ 32:205-217; Uebelacker LA, et al. 2010. J Psychiatr Pract 16:2233.
Shapiro D, et al. 2007. Evid Based Complement Alternat Med 4:493-502.

THE PROMISE
• MBT’s become particularly useful in the common instance of
pharmacologic treatment opt-out or discontinuation due to treatment
resistance, side effects, stigma, or barriers to access.a
• An estimated 40-60% of people with depression do not receive
conventional therapiesb, and for those that are disadvantaged (i.e.,
uninsured, underinsured, low income) the numbers are even higher.c
• SSRIs are the most common form of treatmentd; however,
approximately half of patients do not adhere to treatmente, and many
desire to be treated without medicationf,g. Additionally, a significant
number of patients present with treatment-resistant depression.
a.
b.
c.
d.
e.
f.
g.

Gartlehner G, et al. 2008. Drug Saf 31:851-865; Churchill R, et al. 2000. Br J Gen Pract 50:905-906; van Schaik DJ, et al. 2004. Gen Hosp Psychiatry 26:184-189; Cooper LA, et al. 2003.
Med Care 41:479-489; Givens JL, et al. 2007. Gen Hosp Psychiatry 29:182-191.
Gwynn RC, et al. 2008. Psychiatr Serv 59:641-647; Kessler RC, et al. 2003. JAMA 289:3095-3105; Wang PS, et al. 2005. Arch Gen Psychiatry 62:629-640.
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2006. Gerontologist 46:14-22.

WHAT IS C4 – RURAL?
• A new collaborative healthcare network formed in Bureau, Putnam and Marshall
(Henry, IL) counties with the purpose of bringing together primary care providers,
mental health providers, and complementary care providers in order to develop
integrative care strategies that bridge gaps in rural mental health in new and
innovative ways
• Overall legislative aims are: (1) to achieve efficiencies, and (2) to expand access
to, coordinate, and improve the quality of behavioral healthcare services
• Collaborative mental health care is an evidence-based, research-driven
paradigm that acknowledges the legitimacy of both conventional and select
complementary treatments and recommends specific treatment combinations
supported by research findings.

WHAT IS C4 – RURAL?
• Incorporating conventional and complementary therapies into existing care will
directly expand the type of currently available treatments, improve outcomes,
increase patient satisfaction and buy-in, and reduce costs.
• An effort to bring behavioral health providers around the same table, so we can
– TOGETHER – develop patient-centered treatment plans that incorporate all
available options.
• Development of treatment strategies that focus on the whole person,
emphasizing wellness and lifestyle while addressing the range of complex
biological, social-emotional, psychological, cultural, and spiritual/religious factors
that are determinants of mental health.
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PROGRAMMATIC GOALS
First Half:
• Remove Barriers. Identify and devise solutions for the network to better address
the patient barrier to access mental health services.
• Community Education. Identify strategies to engage and educate the
community about the benefits of complementary and integrative therapies for
mental health care.
• Collaboration. Determine the roles/responsibilities of the network partners across
the continuum of care (triage, developing a care plan, implementation, followup)
• Sustainability. Identify financial resources and billing structure to support services.
• Data Management Development. Create a plan for the use of a novel, mHealth
app for remote patient monitoring, evidence and research.

PROGRAMMATIC GOALS
Second Half:
• Clinician Education. Educate primary care and behavioral health clinicians
education on integrative care and complementary strategies.
• Capacity Building. Identify additional collaborating network partners in the
community, and how they fit into continuum of care.
• Create Standards. Achieve consensus on evaluation, diagnosis, multimodal
treatment protocols, outcome measures.
• Pilot Implementation. Put into effect the planning strategy to determine feasibility
and increase buy-in.
• Evaluation. Evaluate the care process, resources, management, outcomes, and
lessons learned.
Next Phase:
• IMPLEMENTATION

ADDITIONAL PRODUCTS & EVENTS
• Community-wide Survey
• To gauge barriers to mental health and community buy-in of integrative therapies.

• 2 Integrative Behavioral Health Events & Social Media Marketing Campaign
• To educate and bring awareness in the community

• Virtual Lunch-and-Learn Series & Email Newsletter
• To educate clinicians on benefits of complementary and integrative strategies.

• Expert Workshop with Speakers from Model Programs
• To educate clinicians and other personnel

• Queryable Behavioral Health Digital Resource
• To keep up-to-date metadata on each provider at the fingertips of Network Partners

• Network Partner Private Listserve
• For internal communication and ongoing education

• Monthly Partner Highlight

LEAD PARTNER ROLE
• Goal: collaboration and integration among network partners through shared
initiation of programmatic goals
• Schedule of Monthly Network Partner Meetings
•
•
•
•

Location
Lead Partner
Bring in other personnel
Topic

• List of Discussion Points to Brainstorm

NEXT MEETING
Wednesday, August 28
Perry Memorial Hospital
White Oak Classroom, 3rd floor directly off main
entrance elevator
Topic – barriers to mental health, community
buy-in of integrative therapies

