


CHAPTER 1

US Mental Health Care Breaks Down

Medicine is losing its soul by dismissing mental health care and other psychological and social dimensions of its patients and by ignoring the very features that make us human. I believe we must improve mental health care and that we can revive medicine’s spirit and soul in so doing. (Except where noted, the book uses the terms mental and psychological to include substance-use problems.)

Why should you be concerned? Mental health difficulties in one way or another have almost certainly touched you and your loved ones because of how common these problems have become. Mental disorders are the most common health condition that physicians face in daily practice, far exceeding the combined numbers of patients with heart disease and cancer, according to the National Alliance for Mental Illness.1 Research from the National Institute of Mental Health projects that one-half of the entire US population will experience a mental disorder at some point during their lives and that, in any given year, one-fourth of Americans will have a major mental illness.2 In other words, roughly every family of four will, on average, have one member with a mental disorder this coming year.3 Two recent studies provide the exact numbers: The 2020 National Survey on Drug Use and Health indicates that 39.7 million people had a substance-abuse problem of some type (alcohol, illicit drugs); the National Alliance on Mental Illness indicates that there were 52.9 million persons with a mental illness unrelated to drug abuse in 2020.4 Combine the two and you have more than 90 million people with a significant mental disorder in 2020.

In the same year, less than half of patients with a mental disorder and less than 10 percent with a substance-use problem had any access to care.5 In another study from the Department of Health and Human Services (DHHS), only 25 percent of patients with mental illnesses in the United States have any access to care because there is so little help available. This means that three-fourths of patients with a major mental disorder do not receive care.6 Research from Harvard Medical School generated similar findings when they demonstrated that fewer than one-third of patients with a major mental disorder received care.7 Compare these low statistics to the whopping 60–80 percent of patients with a physical disease who do receive care, according to the Department of Health and Human Services.8

Three values steer present-day medicine: quality of care, access to care, and safety of care. While the medical establishment embraces this triumvirate of principles, it employs them only for physical illnesses and largely ignores them when it comes to patients with mental health issues—and other psychological and social issues, as well.

Untreated mental illnesses devastate the American population. I know this from my own family’s various problems. If you’ve not had personal experiences, you almost certainly have learned from the internet, newspapers, and television of society’s many tragic deaths from suicides and overdoses.9 These tragedies permeate the fabric of our society. Far more people end up so disabled with psychological issues—such as depression, anxiety, or substance abuse—that they cannot, for example, go to church, attend movies, play golf, go shopping, visit grandchildren, or even have sex. Sadly, I’ve seen many of these difficulties mushroom into more serious complications, such as strained relationships, divorce, job loss, school failure, substance abuse, legal hot water, and even incarceration and homelessness.10 I give lots of case examples later.

To the chagrin of taxpayers, the ramifications of poor or no mental health care extend well beyond individual patients because they afflict society with excessive health care costs. Has Medicine Lost Its Mind? shows how the American health care system could significantly improve patients’ health while simultaneously reducing our nation’s overall health care budget by trillions of dollars. Yes, I know that’s a bold statement, but stick with me, and you’ll see how.

If these overlooked problems leave you flabbergasted, then Has Medicine Lost Its Mind? is here to help. It is a clarion call to activate the public to instigate change in the way the health care system and the medical profession deal with mental health problems—and reclaim medicine’s soul along the way. Today’s medical profession governs itself, and it fails Americans in their psychological health. Even more troublesome, it has evinced little interest in adjusting its course. Only an informed public and its politicians can prompt change in the status quo.

In the final chapter, Has Medicine Lost Its Mind? describes the specific political mechanism to
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Appendix A

CHRONOLOGY OF SCIENTIFIC MEDICINE AND THE MIND-BODY SPLIT


Table A.1. Scientific Medicine Begins





	Time Period
	Clinicians and Researchers
	Major Events
	Mind-Body Status





	5th century BC
	Hippocrates (460-377 BC)
	Birth of scientific medicine; divorced from the supernatural influence of Greek gods; imbalance of four humors replaced gods as cause of diseases; bloodletting used as treatment
	United



	2nd century AD
	Galen (131-201 AD)
	Scientific advances from Galen’s prolific research and writings will guide medicine until the Scientific Revolution; strong influence of the Catholic Church; four-humors idea persisted for disease causation; bloodletting used as treatment
	United



	3rd-15th centuries AD
	Guided by Galen’s ideas for more than 1,000 years
	Dark Ages of Medicine, governed by the church, with little scientific progress; four-humors idea dominated; bloodletting used as treatment
	United









Scientific Revolution Table A.2.
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Table A.3. Systems View Revolution





	Time Period
	Researchers and Clinicians
	Major Events
	Mind-Body Status





	Early and mid-20th century
	Researchers for relativity and quantum theories, cybernetics, gestalt theory, and general systems theory
	Birth of an improved scientific theory (a systems view) led to revolutionary discoveries in modern physics, mathematics, psychology, ecology, and biology; considered complex interactions of parts to form wholes, a holistic view all but medicine adopted
	Sees mind and body as interacting and inseparable and a new way to guide medicine



	Mid-20th century-present
	George L Engel (1913-1999), patient-centered communication scholars
	Used patient-centered interview to define the systems-based biopsychosocial model as the theoretical alternative to mind-body dualism; reintegrated psychological and social issues to provide theoretical basis for including mental health and other psychosocial care as part of medicine’s core responsibility
	Completely separated in both basic medical sciences and clinical medicine, beginning reintegration of mind issues by some medical educators



	21st century
	Most medical schools
	Adopted a patient-centered, biopsychosocial orientation but involved no more than 1-3 percent of total training time
	Mostly separated, significant reintegration of the mind by many educators



	21st century
	Medical-industrial complex, clinical practitioners
	Remained almost entirely focused on physical diseases; mental illness care and other psychosocial problems, such as chronic-disease care, continued to be inadequately addressed
	Mostly separated, some penetration into practitioners of patient-centered skills












Appendix B

THE TRAIN-THE-TRAINER APPROACH

You know by now that medicine needs to train all medical school and residency graduates to be as competent with psychosocial issues as they are with disease problems. However, when medicine decides to implement this advice, it will not be possible because there are insufficient numbers of mental health teachers, by more than an order of magnitude. Therefore, in this appendix, I provide an overview of a way to achieve the needed numbers of teachers: train enough primary care faculty to basic competence in mental health care so that they in turn can train all medical students and residents—a so-called train-the-trainer approach. I provide the necessary details here for educators and policy makers, such as numbers of faculty needed, how much time they will require, cost, curricula, educational objectives and methods, details of faculty training and evaluation, and evaluating training outcomes. Additionally, I lay out the role of the planning group to oversee the entire program and ensure the eventual widespread implementation of a biopsychosocial revolution in medicine.


Educators seeking a more thorough understanding of teaching objectives and methods, curricula, and evaluation materials can find additional details in my previously published material, and they can find many other useful references from psychiatry, primary care, and geriatrics, as well.1 But to start, two books provide the basics. The first, Essentials of Psychiatry in Primary Care: Behavioral Health in the Medical Setting (2019), describes the core curricular material that faculty, students, and residents will need to master in primary care mental health; the second, Smith’s Patient-Centered Interviewing: An Evidence-Based Method (2018), outlines how to establish optimal communication with patients and form a strong patient-clinician relationship.2



The Train-the-Trainer Outreach Plan

The train-the-trainer outreach program comprises “outreach educators” and “faculty learners.” The outreach educators are primary care mental health experts from across the United States. Their role is to train the faculty learners—coming mostly from primary care disciplines, such as family medicine, internal medicine, pediatrics, obstetrics, and gynecology—to teach mental health care at their medical schools (hence the name train-the-trainer). Once faculty learners complete intensive training, these newly expert faculty will train medical student and resident learners to achieve a level competence in basic mental health care. Problem solved.



THE TEACHING PROGRAM

The most common mental health conditions primary care physicians see today—depression, anxiety, and substance-use problems—make up the core program curriculum.3 The goal of training medical students in mental illness is to prepare them as the primary mental health providers for these disorders.4 Preparing students for this lead caretaker role in mental health parallels traditional educational practices training graduates as the primary providers for physical diseases, such as heart disease, hypertension, and diabetes. The new program will also teach students to make the appropriate referrals to mental health professionals when patients’ mental illnesses exceed their expertise, just as practitioners do for patients with difficult physical conditions. To facilitate timely referral of patients to a mental health professional, learners will also receive training in recognizing (diagnosing) the uncommon, more severe psychiatric disorders, such as schizophrenia.


Good news awaits: An educational approach already exists, so educators do not need to develop curricula, teaching methods, and evaluation tools. This approach was developed through extensive research conducted by consultation-liaison psychiatry, geriatrics, palliative care, pain/addiction medicine, and primary care.5 Because much of this rich research base targeted psychiatry and other specialist learners, our group at Michigan State adapted it for teaching clinicians. In randomized controlled trials, we observed significant learning through our educational approach, centered on what my research group labeled the “mental health care model.” Additionally, we noted both patients’ psychological and physical health outcomes improved under the treatment of newly trained primary care clinicians.6 Finally, we demonstrated that, after primary care faculty were trained in mental health, they effectively trained residents in basic mental health skills.7 This research led to the only evidence-based approach for training primary care clinicians in mental health care.8


More good news: Educators have repeatedly demonstrated that the train-the-trainer mechanism itself—now a universally recognized educational model—surpasses other means of outreach on a wide variety of topics.9 Its key advantage: sustained outreach over time because the multiple teachers it trains by and large continue to teach indefinitely at the recipient institution.10 Therefore, once policy makers and medical schools decide to move forward with increased psychosocial and mental health training, they have an evidence-based strategy ready to go.







How the Training Works: An Overview

Teaching involves two steps. At an average-size medical school, five outreach educators will first work together to educate forty-five new faculty learners in mental health care; this is because most faculty learners will have had minimal, if any, prior schooling, even in the basics of such care.11 Next, the outreach educators will train these faculty learners to teach mental health care to their students and residents. Table B.1 summarizes the educational objectives and methods to guide the training of faculty learners and, later, their students and residents.12



HOW MANY FACULTY LEARNERS NEED MENTAL HEALTH TRAINING?

Here’s the immediate question: What is the initial number of faculty learners to train nationwide? Because Americans experience more psychological disorders than any other health condition—a crisis intensified by the COVID-19 pandemic—medical schools clearly need a major increase in trained faculty.13 I conservatively project that, factoring in practicality and feasibility, mental health–trained faculty should—to begin—represent about 10 percent of all faculty. Eventually, I estimate that this number will rise closer to 25 percent. However, program leaders can only determine the exact figures required by reevaluating the situation once they implement the present plan.


From the numbers of existing faculty in various disciplines throughout US medical schools, I have determined how many new faculty schools will need to reach the 10 percent goal. The Association of American Medical Colleges states that 155 US medical schools granting MD degrees employed 189,846 full-time medical school faculty as of December 31, 2021.14 These schools instruct medical




Table B.1. Objectives and Methods to Guide Training
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students and many residents (some residents receive training outside medical school settings). The following breakdown of teachers’ disciplines reflects the almost-exclusive emphasis on physical diseases in their teaching:



	Basic Sciences: 19,730 faculty teaching such disciplines as anatomy, biochemistry, histology, microbiology, pathology, pharmacology, and physiology. These faculty teach preclinical student courses in the first two years of medical school.

	Disease-Based Clinical Sciences: 158,164 teachers specializing in anesthesiology, dermatology, emergency medicine, family practice, internal medicine, neurology, obstetrics and gynecology, ophthalmology, orthopedics, otolaryngology, pediatrics, physical medicine and rehabilitation, public health, radiology, and surgery. These faculty teach mostly in the last two clinically oriented years of medical school.

	Psychiatry: 11,952 mental health professionals comprised of psychiatrists, psychologists, social workers, and others.
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Figure B.1. US Medical School Faculty



Figure B.1 illustrates the lopsided distribution of faculty in psychiatry versus disease-based sciences. Among the entire medical school faculty, only 11,952 members taught mental health issues. That’s just 6.3 percent of all faculty and 7.6 percent of the clinical faculty who do most of the psychosocial teaching.15
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Figure B.2. Dissemination Plan



To reach the initial 10 percent of mental health–trained faculty, outreach educators must prepare about 6,975 faculty learners nationwide. On average, this requires outreach educators to train 45 faculty learners at each of the 155 medical schools (45 × 155 = 6,975). By adding the new faculty learners to the present 11,952 mental health professionals, the number of trained faculty would grow to 18,927—about 9.6 percent of the new faculty total and 11.5 percent of clinical faculty.


Figure B.2 presents the plan’s overview. I estimate the program will need, on average, five outreach educators for each school and as many as 200 outreach educators overall. Though a major step for medical education in the right direction, this relatively small increase in faculty should allay any apprehensions that mental health education would overwhelm current practices.





INCREASING APPROPRIATE TEACHING TIME

While preparing faculty learners, medical school deans and their curriculum directors will need to decide on a required increase in teaching time to devote to mental health. A report from the Institute of Medicine gives clear guidance on the time requirement, reiterating the advice of many others since the 1970s: that medicine conduct intensive mental health care training in all years of medical school and residency.16


How much time educators will need remains undecided. Given that mental disorders top the list of common health conditions, one could argue that medical schools devote as much as one-half of total teaching time to the psychological and social components of medicine. Such a large portion is now out of the question because of the initial need to (1) carefully develop the framework for teaching mental health and (2) avoid political disputes that stem from asking for too great a change at the beginning. Therefore, to start, once outreach educators have prepared faculty learners, I propose dedicating about 10 to 15 percent of total teaching time to topics of mental health and other psychosocial issues—a major improvement to the present level of about 2 percent. As institutions continue to add more trained primary care faculty and mental health professionals—and the program’s success promotes increased acceptance—mental health instruction can rise to 25 percent of total curricular time.


Where can medical schools find the time to add mental health to a curriculum already chock full of disease-oriented material? Once attitudes within schools accept a biopsychosocial and patient-centered focus, medical school deans and their planning faculty can, I am confident, resolve the logistics. Inevitably, many current disease-based disciplines will raise “turf battles” defending their allotted teaching slots. In my opinion, the best response is to convince them of the major advantages that can result from relinquishing just a small slice—perhaps 5 or 10 percent of their present allowance of teaching time. The fact that their most difficult physical-disease patients—those with co-occurring psychiatric illnesses—will benefit by addressing both disorders simultaneously should facilitate their agreement.





TRAINING FACULTY LEARNERS

I estimate from our experience that training will take about eighteen months, but this could range from fifteen to twenty-four months, depending on the rate of successful learning.17 Based on our research, I further estimate that five out-reach educators and forty-five faculty learners will require funding for at least 50 percent of their full-time salary, based on a forty-hour week. Both faculty learners and outreach educators will likely work twenty hours per week, but this should remain fluid to meet changing needs.


These twenty hours devoted to the program will break down into these activities:



	Eight hours per week of direct contact between outreach educators and faculty learners: for example, a half-day two times per week or one full day once a week. During these periods, outreach educators will teach both onsite and remotely; this might break down into several options. For example, they might conduct training on-site every fourth week and teach remotely the other three weeks of the month. Depending on how quickly the faculty learners master the material, this arrangement could vary, perhaps requiring more on-site teaching early on and less in-person as the program progresses.

	An additional twelve hours per week for outreach educators and faculty learners to meet other teaching needs. For the former, this might include interfacing with the host institution to receive its input and gauge its level of satisfaction; they might also facilitate organizational issues, such as establishing a mental health clinic in all primary care settings. For faculty learners, this additional time might include preparatory reading, observing digital recordings, recording patient interactions for later supervision, and meeting with medical student learners.






EDUCATIONAL CONTENT AND METHODS

The newly trained faculty learners will supplement present efforts throughout all four years of student instruction. In students’ preclinical years (years 1 and 2), faculty learners will participate in a much-expanded program teaching interviewing, physician-patient relationships, medical ethics, and social medicine, as well as introduce preparatory material for mental health and other psychosocial features of health care, such as motivating patients to adopt new lifestyle habits. Next, in students’ clinical years (years 3 and 4), faculty learners will teach the core curriculum of depression, anxiety, and substance abuse during basic clinical rotations in family medicine, internal medicine, obstetrics/gynecology, pediatrics, and psychiatry. This will concentrate on patients suffering the following: chronic physical diseases, co-occurring medical and mental disorders, chronic pain and other medically unexplained symptoms, addictions, and post-traumatic stress disorders. It will also address the underserved, geriatrics, adolescent health, palliative care, and end-of-life care. The program will integrate instruction in both outpatient and hospital settings, including psychiatry, where there will be an emphasis of learning how to work in integrative health care settings.


In both clinical and preclinical settings, outreach educators and, later, faculty learners will use standard teaching methods, such as seminars and patient experiences. During preclinical years, these will include lectures and seminars on such topics as communication, ethics, social medicine, and mental health care diagnosis and treatment; preclinical training in communication and clinician-patient relationships will feature both clinic- and hospital-supervised patient experiences. During clinical years, supervised mental health care experiences will take place in mental health clinics constructed within all primary care settings and in consultation-liaison services in hospitals.18 This mode of teaching will be almost entirely based on direct experience with the patient and take place in family medicine, internal medicine, pediatrics, and obstetrics/gynecology in- and outpatient units. In addition, faculty learners and psychiatry staff will continue students’ present instruction in both in- and outpatient psychiatry.







Delivering the Approach Nationally

We know that medical schools and their faculty will vary in their receptivity to the new teaching. After all, this outreach education means embracing something different, upsetting the apple cart of disease-only care they have taught their entire lives. Encouragingly, research provides solid guidance on how to disseminate and put into practice new ventures when some recipients show resistance and reluctance. Experts find many theories relevant to overcoming such opposition, but most believe Everett Rogers’s diffusion-of-innovations theory the most useful and practical.19


First, some background on Rogers’s work, which originated in agriculture. A federally sponsored outreach program in the 1940s developed multiple agricultural extension stations in Iowa that taught farmers to grow newly discovered hybrid seed corn.20 Over the years a gradual, ultimately dramatic increase in corn production followed. Eventually, the Iowa outreach program played a central role in mitigating third-world famine.


But there’s more to this example than a successful outreach model: It marked the birth of dissemination and implementation research. This research stemmed from observing the process by which different Iowa farmers adopted the new information—some quickly, others waiting as long as many years. The observations in the 1940s spawned extensive research into the ways institutions (and individuals) adopted new information in all walks of life, ranging from such advances as refrigerators, computers, and mobile phones to the latest fashions in clothing and new methods of teaching.21


Now widely accepted, Rogers’s work showed the rate of adoption of any innovation to be a predictable and universal social phenomenon following a bell-shaped distribution.22 His five phases of adoption, moving from fast to progressively slower rates, are (1) innovators, (2) early adopters, (3) early-majority adopters, (4) late-majority adopters, and (5) laggards.23 The goal of dissemination and implementation efforts is to enter the “takeoff” area of the bell curve shown in figure B.3: around 15 to 20 percent adoption.24 Once that point of adoption is reached, change becomes self-sustaining.


Here’s why Rogers’s uptake groups are so important. Each of the five has unique behavioral characteristics that predict how quickly it adopts an innovation. This informs which group one should—and should not—initially target for a new program. The first two groups are most important for launching a new effort; the other three fall into line later at the slower rates denoted by their names.
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Figure B.3. Diffusion of Innovations. With successive groups of end users adopting the innovation (bell curve—dark black line), its uptake (cumulative distribution—light black line) will eventually reach the saturation level. Adapted from E. M. Rogers, Diffusion of Innovations , 5th ed. (New York: Free Press, 2003)




Research identifies the following unique features of the first group, innovator organizations: venturesome, open to doing things differently, receptive even to high-risk innovations, and ideal for feasibility studies. But as mavericks, they have less influence on wide dissemination. This is because they are usually small in size and at the periphery of their peer group, with limited influence on others.


However, the second group, early-adopter organizations, are established institutional leaders with prior leadership experiences. As such, they lend credibility to new ideas and communicate their successes, leading to uptake by others.25 Research demonstrates that, while less venturesome than innovators, they possess such features as a receptive climate, openness to change, organizational slack that allows new approaches, and higher status. These organizations are often large and complex in structure but not highly bureaucratic, more influential among their peers, and highly attuned to what likely will benefit not only themselves but also their peer group.26


Here’s how I recommend policy makers proceed. First, pinpoint innovator institutions to work out logistical bugs of the train-the-trainer method. Next, locate early-adopter organizations to deploy the program in its final form. The expectation is that these early adopters will then spread the word of their successes so that later-adopting institutions will be eager to apply the new model.





The Planning Group

From the outset, a planning group of experts in mental health, primary care, education, evaluation, internet technology, and diffusion of innovations will oversee all respects of the program. They will continue to do so until the program is adopted nationwide, transforming medical school education across America.27


For initial pilot testing, the planning group will first identify about twenty-five outreach educators—five to work together at each school—to train forty-five local faculty learners at each of five medical schools. Next, it will finalize objectives, the curriculum, and the teaching methods. The planning group then ensures that outreach educators understand the curriculum; particularly important, they must guarantee that these educators can teach the curriculum consistently and coordinate it with the local needs and interests of each school. The planning group will also organize and oversee the logistics of training both locally and from a distance in coordination with outreach educators.


The planning group will then arrange for testing the program at five promising innovator institutions. It will identify these institutions according to their readiness for change (per direct contacts), formal interviews, and screening surveys.28 Throughout the pilot studies, the planning group will guarantee satisfactory progress. It will also make subsequent arrangements to distribute the program on a large scale to early-adopter medical schools the group selects and recruits; this will include identifying the necessary additional outreach educators. Finally, they will oversee the successful adoption and execution of the program at all remaining US medical schools.


The planning group will ensure quality and consistency of learning across all programs. They will develop a cadre of evaluation teams, and the group will also develop evaluation materials to quantify learning by faculty learners and, later, their students at each institution. Evaluation will focus on how well recipients learn the material, not on patient outcomes. As discussed earlier in this appendix, the plan already provides solid evidence from numerous sources of improved outcomes for patients.29 Because research already has established the patient benefit, educators do not need to show again that the teaching improves patient outcomes in a new learner’s hands. This is consistent with physical-disease teaching: Learners do not need to demonstrate improved patient outcomes after they learn about hypertension, heart disease, appendicitis, or delivering a baby. Instead, evaluation focuses on rigorous demonstration that the learner has correctly mastered the material.30 Other experts agree: Neither the Institute of Medicine nor myriad other authorities recommended evaluating patient outcomes; instead they urged immediately moving ahead with increased training.31 Perhaps they recognized the wisdom of philosopher Arne Naess, who emphasized the idea that doing something intuitively obvious—training the physicians who provide the care—should require no justification.32


Finally, the planning group will pinpoint additional activities for advancing the biopsychosocial model and mental health care on a national level. Such activities include how to train more psychiatrists, psychologists, nurse practitioners, and physician assistants; how to increase collaborative care and integrative care activities; and how to establish an agenda for rigorous research in biopsy-chosocial medicine that the National Institutes of Health and other federal and private agencies would fund. Given the current paltry and uncoordinated federal support for mental health training, the planning group will work to develop a National Institute of Health Education (NIHE); this organization would oversee consistent education in all respects, including how to best evaluate training.





The Long-Range Picture

My optimistic projections are that the pilot studies at five innovator institutions will take five years. Next, training at twenty-five early-adopter institutions will occur over the following five years. Finally, by the end of another ten years, the remaining 155 medical schools will have fully trained their graduates to a level of competence in mental health.


According to the Kaiser Family Foundation, an average of nearly 140 medical students graduate per year from each medical school.33 At the ten-year point, thirty innovator and early-adopter medical schools will each be graduating an average of 140 fully trained students; this comes to some 4,200 (140 × 30) qualified physicians each year thereafter. At the twenty-year point, increased training will have spread to all 155 medical schools, producing 21,700 (140 × 155) competent graduates each year moving forward. Just consider that, over the next ten years, 217,000 physicians will have been trained. This represents a significant national impact because it finally places mental health and medical care on equal footing.


Sound like a long time? Policy makers have any number of additional options to cut this down. A more vigorous approach would enable completing the plan over a shorter period: for example, in five to ten years rather than twenty. And if policy makers wish to increase the plan’s impact further, they could also train osteopathic physicians at thirty-seven DO-granting medical schools. Better still, they might also train nurse practitioners and physician assistants; their combined number of graduates per year slightly exceeds the combined numbers of MD and DO graduates: approximately 37,000 versus 33,000.34 In sum, policy makers could reduce training time while doubling the plan’s impact by training more clinicians.


But there’s no quick fix, so look at it this way. Many have advised extensive instruction since at least the 1970s. Had medicine implemented the program then, the quality of psychiatric and medical care today would be on par with one another. A comment attributed to Mark Twain crystallizes the issue: “Twenty years from now you will be more disappointed by the things that you didn’t do than by the ones you did do.”35



EXPENSE SHOULD NOT STOP THE PLAN FROM MOVING FORWARD

Costs will inevitably be the first objection to adopting the train-the-trainer method; however, this education will bring massive savings—from many billions to as much as trillions of dollars—to national health care spending. Nevertheless, it is undeniable that moving this strategy forward will cost money. My proposal for the initial pilot studies requires funding that is already scarce. Then subsequent widespread dissemination and implementation will require a much larger investment and a major reorientation of current funding strategies.36


Policy makers and funding agencies will likely find the train-the-trainer plan’s savings of interest. Per our extensive database at Michigan State, the training of forty-five faculty learners at each of 155 medical institutions will cost about $10 million apiece.37 The total cost comes to just over $1.5 billion. This is about $75 million per year over twenty years. By this time, when the later-adopting institutions have fully implemented mental health training of their medical faculty, all graduates will be skilled at integrating psychological and medical care. Discussed in chapter 3, this can save $28–42 billion the current health care system wastes every year by failing to treat mental disorders that co-occur with a chronic disease.38 And these savings will pale before the far greater, almost-incalculable savings when these now-trained doctors address patients’ psychosocially based lifestyle issues to prevent or treat chronic diseases.











Appendix C

GUIDELINES FOR SUCCESSFUL IMPLEMENTATION OF THE BIOPSYCHOSOCIAL MODEL


What Leaders Must Guarantee: Two Keys to Success

In implementing the train-the-trainer approach described in appendix B, policy makers must ensure that medicine also achieves two fundamental requirements: first, that it actively and meaningfully engages medical schools in the new program, and second, that medicine changes its present mindset. To ensure that institutions and their educators participate, they will require financial assistance. Happily, many schools have already shown strong psychosocial interests, promising that numerous medical schools will be keen to take part; nevertheless, these organizations must pay their bills. Policy makers will need to provide major financial support for schools’ needs on a variety of levels. These include disseminating and implementing the program to all 155 MD-granting medical schools with multiyear financial incentives to both institutions and individual faculty for participation in and completion of the train-the-trainer plan. Further expenses include additional faculty time to conduct rigorous biopsychosocial research projects related to teaching; other academic opportunities attending the new outreach programs, particularly those publicizing the program’s successes, such as presenting teaching results at conferences; writing books and/or articles for medical journals; and forming new administrative units to steer teaching and research efforts and planning the next phases in biopsychosocial medicine.


Next, policy makers need to be sure that the plan generates a new biopsy-chosocial mindset; mere expertise in the skills of biopsychosocial medicine will not ensure the program’s success. To achieve this deep transformation, educational efforts must develop a new narrative that places psychosocial issues at the core of all medical care. This practice of identifying an alternative storyline to represent a new outlook addresses the most fundamental dimension of any successful change.1 What will this process of conversion look like? As schools now deficient in psychosocial medicine evolve during training, they will assimilate the new narrative. Only this in turn can sow the seeds of a new mentality—an attitude that will instinctively hold biopsychosocial medicine as the schools’ guiding principle. Indeed, as the new orientation clears out the old in medicine’s subconscious, the humanistic, moral, and ethical changes sought by Engel, Berwick, and others will automatically take place.





Five Objective Criteria to Evaluate Medicine’s Success in Moving to a New Paradigm

I propose the following five criteria for monitoring initial progress toward achieving transformation to the biopsychosocial model:



	Medicine begins a national outreach program to train medical faculty. The profession begins this concrete action as a first step in a long-range plan toward implementing the biopsychosocial model. Consider it the centerpiece around which the following criteria coalesce and proceed in parallel. Parallel efforts will increase the number of psychiatrists and integrate psychologists into medicine.

	Medicine acknowledges its own role. The medical establishment embraces its role, generating the confidence and motivation for a long transitional period ahead.2 This includes stepping up and objecting to the present injustice of denying proper care to those with mental health and other psychosocial problems.3

	Medicine takes responsibility and assumes its duty. The Association of American Medical Colleges, who govern medical student education, would most likely spearhead this step, along with the Accreditation Council for Graduate Medical Education, the body overseeing residency training.4 These groups will operationalize the revolutionary new direction.

	Medicine updates its professional standards. The medical establishment revises its professional standards to advocate safety of care, full access to care, and quality of care for all its patients.

	Medicine recognizes the social imperative. Medicine reinstates the physician as a social instrument to address all the population’s health care needs.5
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