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ABSTRACT 

 

 Barriers to the access and use of appropriate mental health services have had a 

devastating effect for persons with serious mental illness (SMI), especially those experiencing 

confounding primary healthcare concerns (Manderscheid & Kathol, 2014; Mardone, Snyder, & 

Paradise, 2014).  Among persons diagnosed with SMI, there is a disproportionately higher 

mortality rate from treatable physical health conditions such as cardiovascular disease and 

pulmonary disease as a result of not accessing the appropriate sector of care or receiving 

ineffective services in a specialized sector of care (Mardone et al., 2014).  The aim of this study 

was to identify the effects of a comprehensive, integrated treatment approach for adults 

diagnosed with SMI across indicators of holistic client functioning.   

An ex post facto, quasi-experimental, pre- and post-test design was selected to compare 

the effectiveness of an integrated behavioral and primary healthcare treatment approach to a 

treatment-as-usual (TAU) approach, across a 12-month treatment period.  Participants of this 

study consisted of 196 persons diagnosed with SMI who lived in rural communities located in 

the southern region of the United States.  Using a profile analysis, mean difference scores 

obtained from four subscales of the Adult Needs and Strengths Assessment (ANSA) and a Crisis 

Event Measure were analyzed across three null hypotheses (i.e., level, parallelism, flatness).   

A statistically significant difference was observed across all null hypotheses, each 

indicating a moderate, approaching large degree of practical effect.  Individuals receiving 

primary healthcare services in coordination with mental health treatment experienced on average 

a 24 times greater improvement in their holistic functioning across a 12-month treatment period.  
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Likewise, participants in the integrated treatment approach demonstrated a significant increase in 

identified strengths (e.g., social connectedness, optimism, resiliency, etc.). 

Findings are of relevance to counselors and other mental health professionals working 

with persons diagnosed with SMI.  Counselor educators may use this study and its findings when 

training future counselors who may potentially work in integrated care model facilities.  Findings 

also inform policymakers’ decisions when allocating funding to mental health services.  Future 

researchers should consider the impact of mental health diagnosis and length of treatment across 

indicators of holistic client functioning.  
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CHAPTER I 

Introduction 

 In the United States, mental illness affects approximately 61.5 million Americans per 

year.  Of these individuals, an estimated 13.6 million live with serious mental illness (SMI) such 

as major depression, bipolar disorder, and schizophrenia (National Institute of Mental Health 

[NIMH], n.d.a.).  Despite the fact that one in four adults experience some form of mental illness 

(NIMH, n.d.b.), only 40% received mental health services within the past year (Substance Abuse 

and Mental Health Services Administration [SAMHSA], 2012).  Barriers to access and use of 

mental health services, whether they are physical or cognitive, occur on many levels and prevent 

individuals from receiving the appropriate care they need (Barnett et al., 2012; Brekke et al., 

2013; Kessler et al., 2005).   

 Given the critical incidence of SMI and poor prognosis associated from noncompliance 

with treatment, researchers have sought to understand why, particularly drawing their attention to 

the stigma associated with mental illness and help-seeking behavior.  Clement et al. (2015) 

reviewed 144 studies that included 90,189 participants to determine the reasons why individuals 

do not seek help.  Their results indicated that internalized and treatment stigma were moderately 

associated with why individuals avoid mental health services completely.  Among young 

individuals between the ages of 17-25, researchers have identified health beliefs, personality 

traits, attitudes, and perceived barriers specific to the individual as strong predictors of help-

seeking behavior (O’Connor, Martin, Weeks, & Ong, 2014).  Researchers also have identified 

women as more likely than men to seek help, and people living in rural and socio-economically 

deprived areas as more likely to consult their primary care physician than a mental health 

professional for mental health related concerns (Oliver, Pearson, Coe, & Gunnell, 2005).  

Considering the multitude of reasons individuals avoid seeking help, treatment approaches 
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should function as a mechanism to not only provide positive outcomes but also to mitigate 

barriers associated with seeking help and access to services. 

 Along the continuum of service delivery, barriers range from the system level to the 

individual level, with one commonality among them all: Barriers create confusion and prevent 

individuals from accessing necessary treatment entities, which reduces the possibility for a 

coordinated delivery of service (Miller, Druss, Dombrowski, & Rosenheck, 2003).  Given the 

expansiveness of barriers discussed throughout literature (e.g., Brown, 1998; Dickerson et al., 

2003; Goldberg et al., 2007; Leigh, Stewart, & Mallios, 2006), and the realistic impact treatment 

approaches have on macro-level barriers, this study is an attempt to investigate individual level 

barriers surrounding treatment effectiveness, and their impact on personal factors.  Personal 

factors, as they related to treatment outcomes, include negative past experiences with treatment, 

mistrust of the professional, inadequate knowledge related to the disorder, and cultural 

differences among clients and professionals (Bradford, Coleman, & Cunningham, 2007; Cohen 

& Krauss, 2003; Dickey, Normand, Weiss, Drake, & Azeni, 2002).  Lambert and Barley (2001) 

investigated factors that contributed to successful client outcomes.  They noted that common 

factors such as empathy, warmth, and qualities of the therapeutic relationship accounted for 30% 

of the treatment effect, more so than any form of specialized treatment or intervention (15%).  

Nevertheless, working from a holistic perspective, helping professionals should employ 

treatment approaches that contribute to the greatest degree of client success, in an attempt to 

minimize individual level barriers and costs associated with mental health and primary 

healthcare needs. 

 Costs associated with individual level barriers to mental health services are widespread 

and their effects are experienced on every level.  In 2012, an additional $290 billion dollars were 
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spent to treat behavioral health concerns in the medical sector, a cost passed on to tax payers 

beyond what was originally allocated to treat medical issues (Melek, Halford, & Perlman, 2012; 

Melek, Norris, & Paulus, 2013).  A similar phenomenon was observed in the behavioral health 

sector in which individuals were receiving minimal, if any, help regarding their primary 

healthcare needs.  As a result, a disproportionately high rate of individuals with SMI were dying 

from treatable physical health conditions such as cardiovascular disease and pulmonary disease, 

which are the leading causes of death in the general population, as a result of not accessing the 

appropriate sector for services (Mardone, Snyder, & Paradise, 2014).  Other less-severe costs 

associated with individual level barriers to mental health services are related to employment and 

financial stability.  Each year, approximately $193.2 billion dollars are lost by wage-earners as a 

result of SMI (Insel, 2008).  Individuals will spend a tremendous amount of time navigating the 

healthcare sectors, taking numerous days off of work, or even worse, losing their job because of 

an inability to function.  Thus, the confusion experienced by individuals in either sector may 

contribute to an overall reduction in help-seeking behavior.  Consequently, individuals who elect 

to refrain from professional treatment may rely on other methods to self-medicate such as using 

alcohol or illicit substances, a common outcome for individuals with SMI. 

 Noncompliance with treatment in either sector may lead to increased behavioral health 

needs often observed symptomatically in the form of impaired cognitive function, thought 

disturbances, poor impulse control, and so forth, and over time continue to worsen without 

proper treatment.  Likewise, cognitive impairment may lead to poor self-care practices, 

unattended medical needs, and decreased motivation to seek help, a common occurrence among 

individuals with SMI (Nardone, Snyder, & Paradise, 2014).  As symptoms continue to 

exacerbate, an individual's perceptions of self and their environment may appear distorted 
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beyond previously recognized assets or strengths known to the individual such as a strong family 

support, optimistic outlook, perceived resiliency, and so forth, and may result in the individual 

decompensating to a point of imminent danger to self (i.e., poor functioning).  Without timely 

and appropriate intervention, individuals may commit self-harm behaviors or, even worse, take 

their own lives.  In the United States, suicide is the tenth leading cause of death and third leading 

cause among persons between the ages of 15 to 24 for individuals with SMI (McIntosh & 

Drapeau, 2012).  More than 90% of individuals who have committed suicide had one or more 

treatable mental health disorder (American Association of Suicidology [AAS], 2012).  SMI is 

not without consequences, and warrants the attention of clinicians, consumers, and the general 

public to ensure that the most effective and most appropriate treatments are available to reduce 

barriers, increase help-seeking behaviors and increase access to the largest number of individuals 

possible. 

 Historically, treatment for behavioral health and primary healthcare have been regarded 

as separate, or at least viewed as distinct symptomatically.  In the professional literature, 

researchers (Colton & Manderscheid, 2006; Druss, Zhao, Von Esenwein, Morrato, & Marcus, 

2011) have alluded to the consequences of a single specialty of care.  For example, Americans 

who received some type of public behavioral health treatment in a singular fashion lived on 

average 8 to 30 years fewer when compared to Americans who receive no treatment at all, a 

phenomenon convoluted with the lack of access to primary healthcare (Brekke et al., 2013; 

Manderscheid & Kathol, 2014; Mardone et al., 2014).  Therefore, contemporary treatment for 

persons with SMI should not only focus on managing symptoms, but also empower individuals 

by increasing their capacity for autonomy in order to live a more independent and productive life 

(Stierlin et al., 2014). 
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 An integrated behavioral and primary healthcare approach is one purposed method to 

accommodate the needs of individuals with SMI that has maximum benefit for society (Yoon, 

Bruckner, & Brown, 2013).  Behavioral and primary health integration serves to curtail a 

phenomenon observed in the mental health population where the majority of individuals who 

receive mental health services also have at least one unaddressed chronic health condition (Texas 

Health and Human Services Commission, 2014).  According to Barnett et al. (2012) and Kessler 

et al. (2005), nearly 50% of individuals with a mental health disorder have at least one comorbid 

chronic medical disease (e.g., diabetes, hypertension, high blood cholesterol, stroke, asthma, 

cardiovascular and pulmonary disease, etc.).  Moreover, 80% of the mental health conditions 

remain untreated or are treated ineffectively in settings that focus on a single specialty of care 

(e.g., mental health or primary health).  As a result, untreated mental health conditions in the 

primary healthcare sector, and vice versa, are prevalent and associated with poor treatment 

outcomes, prolonged illness and complications, disabilities, increased usage of health services, 

higher healthcare cost, and even early death (Katon & Seelig, 2008; Prince et al., 2007; Seelig & 

Katon, 2008). 

 By targeting the medical sector, the fragmentation experienced in single entities of care 

may address the gap in access to and use of services by offering treatment in a holistic fashion 

that focuses on comprehensive services.  An integrated behavioral and primary healthcare 

approach has the potential to address the needs of individuals with SMI and primary healthcare 

conditions.  A treatment approach such as this has the potential to access individuals who may 

not seek behavioral health or primary health services separately, but when offered in an 

integrated fashion, many of the individual level barriers experienced may be reduced.

 Integrated behavioral and primary healthcare model incorporates primary medical care 
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into outpatient mental health services, thus, unifying each into a single entity of care.  Ideally, 

individuals meet with their mental health professional on a scheduled basis, but also receive 

scheduled medical services and education specific to their medical condition(s).  Continuity of 

information among the individuals’ medical doctor, psychiatrist, case manager, counselor, and 

nurse are localized in a single information database.  Additionally, each professional only needs 

to walk next door to consult with the other providers, depending on the degree of integration 

implemented, regarding treatment progress or side effects associated with medications from each 

system of care.  Currently, the majority of information available on integrated behavioral and  

primary healthcare has focused on various models of integration (Brekke et al., 2013; Everett et 

al., 2014; Manderscheid & Kathol, 2014); protocols associated with empowerment, quality of 

life, patient satisfaction, and health economic measures (Stierlin et al., 2014); and organizational 

capacity for service integration in community-based addictions (Guerrero, Aarons, & Palinkas, 

2014).  Yet rigorous outcome data regarding the effectiveness of integrated behavioral and 

primary healthcare services, to my knowledge is finite.  

Statement of the Problem 

 The impact of SMI occurs on many levels (AAS, 2012; Insel, 2008; McIntosh & 

Drapeau, 2012; Weir et al., 2011), and persists as a result of individuals lack of access to and use 

of appropriate healthcare and/or the result of ineffective services received in settings that focus 

on a single specialty of care (Barnett et al., 2012; Kessler et al., 2005).  Consequences of this 

fragmented healthcare system have resulted in individuals not accessing treatment entirely, and 

more importantly, dying from treatable health conditions associated with SMI (Barnett et al., 

2012; Kessler et al., 2005; Mardone et al., 2014).  To date, a finite amount of information exists 

regarding the effectiveness of integrated behavioral and primary healthcare as a holistic approach 
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that improves individuals' overall level of functioning.  The lack of outcome research in this area 

is of concern for consumers of services, professionals who coordinate and treat individuals with 

mental health and primary healthcare needs, and organizations that supply millions of dollars to 

support such integration programs.  Not having conclusive data regarding the effectiveness of 

these services may create additional barriers related to access for consumers as well as prevent 

outpatient providers from having the information and data needed to support future requests for 

integrated care program funding. 

Purpose of the Study 

 The purpose of this investigation was to contribute outcome research to the existing body 

of literature by comparing the effectiveness of an integrated behavioral and primary healthcare 

approach to a treatment-as-usual, behavioral health approach for individuals diagnosed with SMI 

currently receiving services in a rural mental health agency in South Texas.  Variables of interest 

specific to this investigation were client self-report of holistic client functioning and the number 

of crisis events identified.  Holistic client functioning was measured using the Adult Needs and 

Strengths Assessment (ANSA) and Crisis Event Measure, specifically addressing constructs of 

Risk Behaviors, Behavioral Health Needs, Life Domain Functioning, Strengths, and the number 

of crisis events that occurred.   

 Risk Behaviors are related a person's likelihood of inflicting self-harm and their inability 

to remain safe, or propensity to engage in risky behaviors.  Behavioral Health Needs measure 

individual's mental health needs, specifically focusing on symptomology, behaviors, substance 

use, and so forth.  Life Domain Functioning measures an individual's functionality regarding 

family, friends, employment, medical needs, self-care, and so forth.  Strengths measure current 

resources specific to individuals and included components related to employment history, 
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education, social connectedness, resiliency, and so forth.  Lastly, the number of crisis events 

indicated by clients were monitored over the investigation period.  Inclusion of each subscale 

domain, along with the number of crisis events yields a representation of an individual's overall 

level of functioning.  

Theoretical Perspective 

 This dissertation study utilized an integrated approach in order to address clients' mental 

health and primary healthcare needs from a holistic perspective of functioning.  Integration of 

treatments occurred by combining services from the primary healthcare sector with services from 

the mental health sector, creating a comprehensive holistic approach that is utilized in a single 

entity.  By doing so, the effectiveness and client's responsiveness to treatment or "exploratory 

power" may be expected to increase (Elliot, 2012), and at the same time numerous barriers that 

inhibit an individual's access to and use of treatment is reduced (Brekke et al., 2013). 

 Principles identified in Mayer and Sparrowe's (2013) editorial on theory integration 

guided this investigation in determining the efficacy of integrated behavioral and physical 

healthcare treatment.  Integration of theory combines concepts and central positions of two or 

more theories (Elliot, 2012) in order to better understand a single phenomenon (Mayer & 

Sparrowe 2013).  Each theory or perspective, on its own merit may contain valuable information 

that is useful to address a portion of the phenomenon in question.  However, many research 

questions examine multiple facets related to an overarching theme (Mayer & Sparrowe, 2013), 

and therefore, may require multiple theories in order to adequately address the problem.   

 Researchers from the fields of criminology (see Akers & Seller, 2004), management (see 

Mayer & Salomon, 2006), psychology (see Carlson & Robey, 2011), and clinical supervision 

(see Bernard & Goodyear, 2014) have all utilized the position mentioned previously in order to 
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better understand a single phenomenon.  For this reason, integration of theoretical perspectives 

may provide an advantage by factoring in multiple perspectives in order to fully address a 

phenomenon.  More specifically, integrated treatment focuses on multiple factors such as mental 

health and physical health that contribute to an individual's overall well-being (Manderscheid & 

Kathol, 2014).    

Research Questions 

1. Is there a variation in the ANSA Risk Behaviors subscale mean difference score of clients 

receiving either integrated behavioral and primary healthcare or treatment-as-usual 

services at a regional mental health agency, across a 12-month treatment period? 

2. Is there a variation in the ANSA Behavioral Health Needs subscale mean difference score 

of clients receiving either integrated behavioral and primary healthcare or treatment-as-

usual services at a regional mental health agency, across a 12-month treatment period? 

3. Is there a variation in the ANSA Life Domain Functioning subscale mean difference 

score of clients receiving either integrated behavioral and primary healthcare or 

treatment-as-usual services at a regional mental health agency, across a 12-month 

treatment period? 

4. Is there a variation in the ANSA Strengths subscale mean difference score of clients 

receiving either integrated behavioral and primary healthcare or treatment-as-usual 

services at a regional mental health agency, across a 12-month treatment period? 

5. Is there a variation in number of crisis events mean difference scores of clients receiving 

either integrated behavioral and primary healthcare or treatment-as-usual services at a 

regional mental health agency, across a 12-month treatment period? 
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Significance of the Study 

 Although a greater focus on individuals' physical health by mental health services has 

occurred (The Schizophrenia Commission, 2012), mortality rates of individuals with SMI 

remains consistently higher than the general population (Pearsall, Smith, Pelosi, & Geddes, 

2014).  Treatable health conditions such as diabetes, obesity, hypertension, and so forth 

contribute to a disproportionately higher incidence of mortality among this population.  As a 

result, potential solutions have emerged in the form of integrated behavioral and physical 

healthcare service models.  To date, treatment efficacy of integrated behavioral and primary 

healthcare is sparse and lends little if any information on the effectiveness of integrated services 

for mental health.  Therefore, an investigation of integrated behavioral and primary healthcare 

services is warranted in order to address not only a gap in literature, but also to provide valuable 

information regarding how integrated services impact an individual's global mental health. 

 Findings from this study may benefit consumers of integrated services, counselors, 

counselor educators, policy holders, and the general public by providing outcome data regarding 

treatment effectiveness which may be used to make informed decisions regarding integrated 

treatment.  Counselors may use the findings to explain the effectiveness of integrated services to 

clients who seem ambivalent about treatment.  Perhaps counselor educators will utilize this 

information when teaching future counselors on the benefits of holistic treatment.  The ACA 

Code of Ethics (2014) charges counselor educators with the responsibility of promoting 

empirically supported treatments (F.7.h), and counselors are ethically bound to provide 

treatments that are empirically driven (C.7.a), both which are supported by this investigation. 

 Outcome data generated from this study may further support integrated services as a cost 

saving approach that contributes to the reduction of individual level barriers experienced as 



11 

 

result of the fragmented healthcare system (Brekke et al., 2013).  Lastly, data from this 

investigation may warrant the need for funding in order to create or expand integrated programs 

in underserved communities, an area with finite resources and numerous environmental barriers.  

Such an investigation has many potential benefits across a multitude of levels for individuals 

with SMI. 

Method 

 An ex post facto quasi-experimental, pre- and post-test design was selected for this 

investigation.  The variables under investigation consisted of the Adults Needs and Strengths 

(ANSA) subscale scores (i.e., Risk Behaviors, Behavioral Health Needs, Life Domain Function 

and Strengths), number of crisis events, and treatment type (i.e., integrated behavioral and 

primary healthcare and treatment-as-usual [TAU]).  Mean difference scores on the four ANSA 

subscales as well as the number of crisis events experienced by each individual served as the 

dependent variables.  Treatment type served as the independent variable with integrated 

behavioral and primary healthcare serving as the experimental group, and the TAU group serving 

as the control.  In order to reduce selection bias, participants were randomly selected from 

predetermined groups, either integrated behavioral and primary healthcare group or the TAU 

group.  

Limitations of the Study 

 The accuracy of clinician interpretation of client information is a limitation of the study.  

Through open dialogue and a collaborative relationship, clinicians utilized clients' subjective 

communicated information during the assessment periods in order to complete the ANSA.  

However, clinicians' misinterpretation of the clients' descriptor words indicating current needs 

and strength could be a potential limitation of the study. 
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 The accuracy of the information input by clinicians is a limitation of this study.  Pre-

existing data was used for this investigation.  Clinicians input data in a computer data base 

system that organizes client's assessments and clinical case notes.  Entered data into the data base 

system is confounded with human error, which is a limitation of the study if data was entered 

inaccurately. 

 The accuracy of information reported by the client is a limitation of this study.  Clients 

provide subjective information regarding treatment progress, when constructing service plans, 

and when completing the ANSA.  Therefore, clinicians rely on the accuracy of clients' reported 

information in order to complete assessments.  The accuracy of the data relies on the accuracy of 

client's subjective interpretation of symptomology and whether the symptomology truly exists. 

The homogenous ethnicity of the sample population is a limitation of this study.  Given 

the predominate Latino/Hispanic individuals served in the area under investigation, generalizing 

findings beyond the study's ethnic composition warrants caution. 

 The training background of clinicians regarding education is another limitation of the 

study.  All clinicians from the mental health agency have a bachelor's degree in the human and 

health services field which ranges from psychology, sociology, social work, counseling, and 

criminology.  Additionally, each clinician received the same training prior to providing face-to-

face services.  However, some clinicians possess a master's degree in counseling, psychology, 

and social work, and are licensed in their particular discipline.  The different levels of education 

could influence how data was obtained as a result of the clinician having more advance training. 
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Definition of Terms 

 Case Management is defined as services provided to clients by a case manager that 

consist of linkage to community resources, medication management, and psychosocial 

rehabilitative services. 

 Case Manager is defined as a Qualified Mental Health Professional (QMHP), at the 

bachelor level or higher, and provides behavioral health services (e.g., case management, skills 

training, psychosocial training, etc.) to individuals with SMI. 

 Community Mental Health Center is a provider of comprehensive mental health and 

primary health services, offering outpatient and community based programs to individuals and 

families.  Community mental health centers, also referred to as Local Mental Health Authorities 

(LMHAs), are physical entities that offer services to geographic regions, called local service area 

(Texas Department of State Health Services, 2014). 

 Crisis Event is defined as a behavior that represents imminent danger (e.g., suicidal 

ideations, homicidal ideations, self-harm, etc.), feelings of intense personal distress (e.g., anxiety, 

depression, anxiety, etc.), severe changes in functioning (e.g., neglects of personal hygiene, 

unusual or bizarre behaviors, etc.) or catastrophic life events (e.g., divorce, death of a friend or 

family member, loss of autonomy, etc.; U. S. Department of Health and Human Services, 2009). 

 Integrated Behavioral and Primary Healthcare is defined as an emerging field offering a 

wider range of healthcare.  It can be described as the mental health sector and medical health 

sector working together within a single entity.  Furthermore, clients experience a team composed 

of experts in the field of behavioral health and medical health, using a holistic client-centered 

approach.  The care consists of mental health and primary healthcare services (U. S. Department 

of Health and Human Services, n.d.). 
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 Medication Management is defined as participants' schedule visit with the psychiatrist in 

order to ensure appropriate medication acclimation.  Also, participants are prescribed new or 

continued medications in order to address current mental health needs.  Scheduled psychiatrist 

visits depend on history, medication reactivity, and medication tolerance and usually range from 

once every month to once every three months.  

 Mental Illness is defined as a medical condition that disrupts an individual’s thinking, 

feelings, mood, daily function and ability to relate with others (NIMH, 2014a).    

 Navigator is defined as a QMHP who assists individuals with behavioral and physical 

healthcare needs with seeking medical help (Mardone et al., 2014).  Additionally, navigators 

may interact directly with medical professionals to advocate for medical procedures or reconcile 

medication issues, provided physical health education and offers engagement services, and work 

closely with the individual's case manager in order to integrate information and ensure integrated 

care (Mardone et al., 2014).   

 Priority Population Diagnosis is defined as a range of diagnoses such as schizophrenia, 

major depression, bipolar disorder, or other disabling mental health disorders that often require 

crisis resolution and long-term care for adult with SMI (National Alliance on Mental Illness 

[NAMI], 2015). 

 Serious Mental illness (SMI) is defined as a DSM disorder other than substance abuse, 

and consists of a serious functional impairment that substantially interferes with or limits one or 

more major life activities for a period greater than 12-months (Kessler et al., 2003).  The terms 

SMI comes from the 1992 Alcohol, Drug Abuse, Mental Health Administration Reorganization 

Act (P. L. 102-321), enacted by congress in order to identify and estimate funding for state 

mental health services (Insel, 2013).  The most common disorders under the category of SMI 
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include major depression, schizophrenia, bipolar disorder, obsessive-compulsive disorder 

(OCD), panic disorder, post-traumatic stress disorder (PTSD), and borderline personality 

disorder for adults (NIMH, 2014b).  For the purpose of this investigation, SMI refers to the 

depression spectrum, bipolar spectrum, and schizophrenia spectrum and other psychotic 

disorders.  

 Treatment-as-usual (TAU) is defined as a comparison condition that received a 

previously implemented intervention (i.e., behavioral health treatment only).  Both treatment 

conditions (i.e., experimental and TAU) receive the same interventions prior to the 

implementation of the new treatment component.  Only the experimental condition received the 

new treatment component (i.e., physical healthcare) in an integrated fashion.  For the purpose of 

this investigation, TAU is defined as case management services, to include medication 

management, cognitive and behavioral oriented skills training, supported housing and 

employment, and counseling services if warranted.  

Organization of Remaining Chapters 

 Chapter Two presents a succinct review of the literature regarding the history of mental 

illness and current healthcare system in the United States, effects of SMI, and treatment 

approaches such as integrated behavioral and primary healthcare and non-integrated behavioral 

health treatment.  Chapter Three presents a detailed description of the methodology used in this 

investigation, which consists of the study design, identification and operationalization of the 

independent and dependent variables, description of the population and sample, instrumentation, 

data collection procedures, and statistical analyses conducted.  Chapter Four provides the 

findings of the study.  Chapter Five focuses on the discussion of findings, implications, 
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limitations, conclusions, and recommendations for future research.  Chapter Six presents a 

drafted manuscript of this dissertation study for future publication.  
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CHAPTER II 

Literature Review 

 The purpose of chapter two is to briefly present the extant literature in regards to the 

history of mental illness and the current mental healthcare system in the United States; explore 

the common diagnoses often treated in community mental health settings; the deleterious effects 

of SMI, especially when compounded with primary healthcare conditions that go unmitigated; 

explore the interventions offered in outpatient settings; and briefly present the available research 

on integrated behavioral and primary healthcare.  

Brief History of Mental Illness  

 The presence of mental illness has been well documented throughout history across three 

defined etiologies: (a) the supernatural, (b) the somatogenic, and (c) the psychogenic.  The 

supernatural theories presented in history have attributed mental illness to demonic possession, 

lunar eclipses, and curses and sin, often treated through religious sacrament and trephination, 

skull drilling, to relieve individuals of evil spirits.  The somatogenic paradigm ascribes to the 

notion that physical anomalies, such as the wandering uterus of a woman, are the root cause of 

mental illness.  Treatment according to this etiology consisted of strong smelling substances to 

coax organs into proper functioning, thereby alleviating symptoms of mental illness.  Dissimilar 

from both the supernatural and somatogenic etiologies, which relied upon presentation of 

physical symptoms, the psychogenic theories purported that psychological stress was the cause 

of mental health disorders.  From this perspective, mental illness originated as a result of an 

imbalance in physiology due to emotional or mental stress.  However, it was not until the 16
th

 

century that the psychogenic theory gained credence.  Acceptance of this notion resulted in 

treating individuals through isolation and seclusion from the public’s view (Farreras, 2016; 
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United for Sight, 2000-2015).  Despite these earlier philosophies and their corresponding 

remedies, it was not until recent that health professionals have come to understand the cause of 

mental illness, and developed suitable treatment approaches that address not only the associated 

symptomology but also the individual as a whole (Rosenberg & Rosenberg, 2006).   

The conceptualization of mental illness in the United States has been rather progressive 

in comparison to other countries (Farreras, 2016; Stanley, n.d.; United For Sight, 2000-2015); 

especially when considering the mental health reform that has occurred over the past 60 years.  

Beginning in the 1950s, advances in modern science and a deeper understanding of the human 

brain, have played pivotal roles in shaping the current understanding of mental illness. 

Specifically, the development of the diagnostic classification system used in identifying 

neurological disorders, the creation of psychotropic medications, the development and advances 

of psychotherapy, and the advocacy efforts of a select few American activists all helped change 

the way professionals and laypersons alike conceptualize mental health (Farreras, 2016; 

Foerschner, 2010; Rosenberg & Rosenberg, 2006; Stanley, n.d.).  Collectively, these factors have 

shifted the previous paradigm of treatment to a more relational, holistic approach to treating 

mental illness.  Instead of being incapacitated by their current state, individuals diagnosed with 

mental health disorders are viewed as still being able to live independently, free to make their 

own choices regarding the manner in which they receive treatment should they decide to seek out 

services, and free to discontinue or refuse treatment so as long they are not a danger to self or 

others.  As a result, the mental health field has moved from a model of symptomology-focused 

and isolation to a holistic, recovery-oriented model built on the foundation of resiliency, 

recovery, and personal strength (Rosenberg & Rosenberg, 2006).   
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Mental Healthcare in the United States 

 To understand the current system of treatment delivery for individuals with mental illness 

in the United States, I will briefly describe prior treatment protocols established for the mentally 

ill, identify reform efforts that have paved the way for today’s current treatment of mental 

illness, and highlight the advocacy efforts foundational to this mental health reform.  Next, I will 

discuss the effects deinstitutionalization has had on persons with mental illness and their 

communities.  Lastly, I will explore the current system of community mental health treatment for 

those served in outpatient settings.  

Brief History of Mental Healthcare  

Historically, the treatment of mental illness has included several interventions that today 

we would consider inhumane.  Examples include exorcism, isolation, elixirs, sedatives, and 

frontal lobotomies.  Rather than truly cure the individual of his or her affliction, these 

interventions only further perpetuated the symptoms associated with mental illness (Stanley, 

n.d.).  While these treatment approaches were culturally accepted in their time, a stigma 

surrounding mental illness had already been ingrained in the United States culture where 

individuals with mental illness were viewed as being evil, immoral, or a clear and present danger 

to society (Foerschner, 2010).  When treatment options were not provided, exclusionary 

practices were employed.  In the Chinese culture mental illness was kept hidden by families to 

protect family honor and maintain an appearance of normalcy.  In cases where family either was 

not present or did not feel the need to support their troubled family member, mentally ill 

individuals were secluded from the general population by housing them in jails and dungeons or 

leaving them to fend for themselves on the streets (Foerschner, 2010).  Fortunately, these cruel 

and inhumane devices of “caring” for the mentally ill would not go unnoticed.     
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The Advent of Mental Health Reform  

Identifying the single event that sparked mental health reform is challenging (Rosenberg 

& Rosenberg, 2006).  Rather, researchers (i.e., Drake, Green, Mueser, & Goldman, 2003; 

Foerschner, 2010; Rosenberg & Rosenberg, 2006; United For Sight, 2000-2015) have identified 

a series of events such as the development of psychotropic medications and 

deinstitutionalization, as well as individual efforts that have impacted mental health 

restructuring.  Two of the most visible and vocal advocates for mental health reform have been 

Dorothea Dix and Clifford Beers. Their work in advocating for better living conditions and 

humane treatment of individuals residing in mental institutions brought light to the injustices 

experienced by persons with mental illness. 

In the 1840s, Dorothea Dix, a well-known activist, recognized the inhabitable living 

condition of those suffering from mental illness.  At the time, the majority of individuals were 

either segregated and sent to asylums or madhouses, or left to fend for themselves (Stanley, n.d.).  

Asylums were viewed by the American people as a sign of progress and care regarding the 

mental ill by providing protection, not only to the individual but also to the community (Grob, 

1992).  However, these asylums, shielded from the public’s view, became repositories for those 

deemed mental ill and were plagued with inhabitable living conditions, breeding grounds for 

disease, and often lacked any therapeutic benefit.  As a result, Dix lobbied the federal 

government to set aside funds to support the establishment of 32 state psychiatric facilities, 

giving individuals with mental illness a safe and sanitary place of residence, as well as an 

opportunity for treatment to address their mental illness (United For Sight, 2000-2015).  

Although Dix’s efforts were timely and necessary, establishment of these state facilities resulted 

in a systematic breakdown of policy known as institutionalization that resulted in similar 
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conditions observed in asylums and madhouses such as overcrowding, occurrences of abuse and 

neglect, and experimental treatments with minimal efficacy.   

 Between the years of 1900 and 1903, Clifford Beers was hospitalized at three different 

institutions, including the Stanford Hall, The Hartford Retreat and the Connecticut State Hospital 

(Parry, 2010).  In his early adult years, Beers suffered frequent bouts of depression which 

resulted in failed suicide attempts and multiple psychiatric hospitalizations.  As a patient in these 

hospitals, Beers experienced mistreatment from staff in the form of physical abuse and 

undignified treatment.  In 1908, Beers published his autobiography A Mind That Found Itself 

describing his inhumane experiences to the public. The release of this book created an uproar in 

support of mental reform when many people first learned of the deplorable conditions existing in 

mental institutions.  Beers’ work and advocacy efforts over the years culminated in the 

development of the National Mental Health Association (Public Broadcasting Service [PBS], 

1999-2002), an organization focused on promoting the well-being of those who experience 

mental illness.   

In addition to institutional care reform, the field of psychiatry also was redefined. 

Psychiatrists began transitioning from practicing exclusively within the confines of state 

hospitals to practicing in outpatient community mental health settings (Grob, 1992).  This 

movement was antithetical to the previously held belief that persons with mental illness should 

be confined to institutional settings due to the perceived threats and stigma associated with 

mental illness.  Community-based psychiatry established a frame-work from which persons with 

mental illness could access care in non-institutionalized settings; promoting the idea the persons 

have the capacity to function and live independent lives in local communities, despite their 

diagnosis of mental illness. The advent of psychotropic medications further promoted this 
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transition.  Chlorpromazine, or Thorazine, was of the first antipsychotic medication developed to 

addressed individuals’ somatic symptoms, allowing them to return to a state of functioning not 

previously present (Foerschner, 2010).  However, medication only addressed the physical 

symptoms such as auditory and visual hallucinations or delusion through alteration of the 

biochemistry of neurotransmitters and receptor sites of the brain.  Even though psychotropic 

medications offered significant benefits at the time, it rarely addressed the root of the problem, 

and persons with mental illness often experienced differential outcomes with medications only.  

According to NAMI (2016), the right combination of medication in coordination with the 

appropriate therapeutic intervention offers a more effective outcome.          

To further support the transitioning practices of psychiatry and the periodization 

momentum concerning mental health reform, the United States Congress, in 1963, passed 

President John. F. Kennedy’s legislative order, known as the Community Mental Health Centers 

Act, giving federal funds and power to the state to develop and construct outpatient, community 

mental health and mental retardation centers (Rosenberg & Rosenberg, 2006).  The intent of this 

federal law was to shift focus away from institutionalized care and promote a movement towards 

recognizing client rights in determining their own treatment.  As a result, each state was 

responsible to provide treatment, education, and community linkage to resources for those with 

severe and persistent mental health disorders, further promoting the movement of 

deinstitutionalization of individuals from state mental health hospital to community outpatient 

settings.  

Deinstitutionalization 

 Institutionalization during the 1900s served to provide a safe-haven for those who 

suffered from mental illness; providing protection to those lacking the social and economic 
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abilities to thrive in a rapidly growing industrial United States.  It also served to protect the 

public from violent and dangerous individuals.  However, persons who were perceived to be 

dangerous but were actually not were also erroneously hospitalized.  In 1955, institutionalization 

in the United States reached its peak with approximately 560,000 persons (0.34% of the United 

States population; U.S. Census Bureau, 2000) being hospitalized in state facilities (Lamb & 

Bachrach, 2001).   

Deinstitutionalization served to replace long-stay hospitalizations with community-based 

services offered in a less-restrictive environment (Bachrach, 1996; Pusey-Murray, Hewitt, & 

Jones, 2014).  It also helped to alleviate the overwhelming cost placed on the federal government 

by shifting responsibility to the states.  Despite the passage of the Community Mental Health 

Center Act into federal law, deinstitutionalization of state hospitals did not occur immediately.  It 

was not until the passage of Title XVIII (Medicare) and Title XIX (Medicaid) of the Social 

Security Act in 1965 did states finally gain access to federal entitlements providing access to 

cost-effective measure in support of deinstitutionalization (Grob, 2005).  These measures 

allowed for construction of nursing facilities and hospitals located throughout local communities, 

transferring a majority of the burden of cost from the state to federal government.  However, 

seclusion of individuals with mental illness for extended periods of time had a significant 

negative effect upon the community to which they returned.  This was most evident in the 70s 

when the full force of deinstitutionalization took effect.  

Upon departure from state hospitals, individuals returned to their communities with 

limited skills and resources and a lack of social prowess to function in a rapidly growing 

economy.  As a result, individuals who returned to the community were exposed to the same 

social stressors experienced by those not institutionalized.  These stressors included employment, 
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housing, and financial stability, all new experiences for those in seclusion.  This situation created 

stress on the public sector as evidenced by the overutilization of emergency services, nursing 

facilities, and the overcrowding of jails (Heginbotham, 1998).  Likewise, communities were 

exposed to increased occurrences of homelessness, drug use, and criminal activity (Rosenberg & 

Rosenberg, 2006).  Despite these overwhelming setbacks purported by deinstitutionalization, one 

fact remained: persons with mental illness were being integrated back into communities with an 

underdeveloped system of care.  Both the person and the community themselves were ill-

equipped to handle the complexities associated with severe and persistent mental health 

disorders.  

Community Mental Health in the 21
st
 Century 

Sometime between the late 1990s and early 2000s, a shift in community mental health 

treatment occurred, moving away from a psychosocial model that focused specifically on 

intrapsychic and parental factors to a biopsychosocial model, highlighting the interplay between 

biology and psychosocial factors (Cohen, 2000; Drake et al., 2003; Lauriello, Bustillo, & Keith, 

2000).  Despite this understanding, the research conducted at the time focused primarily on the 

biological aspects of the self as evident of neuroimaging of the brains, genetics, 

psychopharmacology, and so forth.  However, at the same time, ideology of community mental 

health diverted its attention from a biological driven form of treatment to a recovery and 

rehabilitation-focused form of care (Drake et al., 2003).  As such, community mental health 

progressed in this fashion.  In the 1960s, mental health treatment focused on symptom control; in 

the 1980s treatment focused on rehabilitation and functioning in local communities; and in the 

1990s mental health treatment focused on recovery idealizing the possibility of individuals 

expressing autonomy, improved quality of life, and the self-management (Drake et al., 2003). 
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Common Diagnoses Treated in Community Mental Health Settings 

 A common understanding in neurobiology is that the physical structure of the brain as 

well as its functioning are rooted in the cause of disturbances observed in thoughts, emotions, 

and behaviors (Rosenberg & Rosenberg, 2006).  These disturbances are classified according to 

symptomology observed in persons with diagnoses of mental illness including mood disorders, 

anxiety disorders, personality disorders, psychotic disorders, and dementia.  Over time, certain 

disorders were more pervasive than others (e.g., generalized anxiety disorder, social phobic, 

etc.), often requiring a higher intensity of care that resulted in a larger consumption of resources. 

These disorders included depression and bipolar, as well as various forms of psychotic disorders, 

which are often designated as Priority Population Diagnoses, giving individuals priority to 

funding, resources, and treatment over others with dissimilar diagnoses.  A priority population 

diagnosis varies across different regions of the United States, depending on the need observed in 

that population.  However, one consistent trend that can be observed nationwide is that priority 

population diagnoses often meet the criteria of SMI (Insel, 2013; NAMI, 2015). 

Serious mental illness.  Collectively, these disorders (i.e., major depression, bipolar, and 

schizophrenia), along with others such as posttraumatic stress disorder and anxiety disorder are 

referred to as forms of serious mental illness.  According to NIMH (n.d.c.), in 2014, 9.8 million 

adults in the United States were diagnosed with a severe and persistent form of mental illness.  

This represents 4.2% of the United States adult population.  SMI is classified by diagnoses that 

result in moderate to severe debilitation in functioning in areas of thinking, mood, poor family 

and interpersonal relationships, self-care, socio-legal issues, and so forth.  The classification of 

SMI excludes diagnoses of substance use disorder and developmental disorder (NIMH, n.d.c). 
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 Depression disorder in adults.  Depression, or Major Depression, is classified as a mood 

disorder characterized by a disturbance in mood associated with symptoms of feel sad, despair, 

anxious, and discouraged; cognitive impairments are also present in the form of loss of interests 

and pleasure and thoughts of death and suicide, as well as physical symptoms such as changes in 

appetite and body aches and fatigue (American Psychiatric Association [APA], 2000, 2013).  

The Diagnostic Statistical Manual, 5
th

 edition (DSM-5), has remained faithful to the previous 

criteria outlined in the DSM-IV-TR due to the frequency of occurrence of depression observed in 

the population (APA, 2013).  The various depression spectrum diagnoses treated in community 

mental health centers range from unspecified depression to major depressive disorder, and can 

vary in intensity, duration, and occur with or without psychotic features.    

 Bipolar disorder in adults.  Similar to depression, bipolar disorder is classified as a mood 

disorder according to the DSM-IV-TR (APA, 2000).  Significant changes in the classification of 

bipolar can be observed in the DSM-5 (APA, 2013).  Despite these changes, most notable is the 

removal of “Mixed Episodes,” many of the classification of bipolar disorder remain the same.  

Generally speaking, bipolar is characterized as a change in mood of either severe mania and 

depression (Bipolar I), often accompanied by major depression, or episodes of severe depression 

and less severe mania known as hypomania (Bipolar II; APA, 2000, 2013).   

Symptoms associated with bipolar disorder can be observed in an individual’s mood, 

behavior, and level of energy.  This level energy, often referred to the ups and downs, is quite 

dissimilar from those experienced in ordinary life.  Polarity can range from highs associated with 

mania and lows associated with extreme depression (APA, 2000, 2013).  The various bipolar 

disorder diagnoses treated in community mental health centers range from bipolar I, most recent 
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episode, manic/depressed, with or with psychotic features to bipolar II not otherwise specified to 

bipolar II disorder.  

 Schizophrenia and psychotic disorders in adults.  Unlike depression and bipolar 

disorder, schizophrenia and other psychotic disorders are distinct due the presence of psychotic 

symptoms as the dominate feature (APA, 2013).  Schizophrenia disorder is characterized by the 

presence of both positive and negative symptoms.  Positive symptoms include delusions, 

hallucinations, and disorganized speech and behaviors.  Negative symptoms include loss of 

interest in completing daily activities such as grooming and bathing, feeling out of touch with 

reality, lack of emotional responsiveness, and anhedonia (APA, 2000, 2013).  Furthermore, this 

spectrum of disorders affects people differently and symptom severity can vary from person to 

person.  The various classifications of this and closely related disorders treated in community 

mental health centers range from schizophrenia disorganized type to schizophreniform disorder 

to schizoaffective disorder and psychotic disorder. 

Physical medical conditions associated with SMI.  Higher mortality rates among 

individuals with SMI, greater than the general population, have been well-documented 

throughout the literature (Brown et al., 2011; Felker, Yazel, & Short, 1996; Harris & 

Barraclough, 1998).  A multitude of factors seem to contribute to this observed phenomenon, 

ranging from systemic reasons to individual life style choices and medication side-effects to the 

type of healthcare provisions received, or their-lack-of (Lawrence & Kisely, 2010).  In the 

general population, cardiovascular disease is the leading cause of death among Americans (Jemal 

et al., 2008).  Other diseases such as diabetes (Brown et al., 2010), obesity (Brown et al., 2000; 

Dickerson et al., 2006), and hypertension (Barnett et al., 2012) also contribute to early mortality 

rates among the general population.  This same phenomenon can be observed in persons with 
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SMI, although occurring at a disproportionately higher rate (Colton &, Manderscheid, 2006; 

Druss et al., 2011).   

Diabetes mellitus is a general term used to classify a group of metabolic disorders 

involving high blood sugar levels due to deficits in insulin regulation (American Diabetes 

Association [ADA], 1995-2016).  Type 2 diabetes, or insulin resistance diabetes, is the most 

common in both the general population and with person’s diagnosed with SMI.  However, 

confounding factors such as biological predisposition for mental illness and lifestyle choices 

(e.g., diet, limited physical activity, etc.) as well as psychotropic medication interventions likely 

contribute to a higher occurrence of excessive weight gain and metabolic dysregulation in 

persons with SMI (ADA, American Psychiatric Association, American Association of Clinical 

Endocrinologists, & North American Association for the Study of Obesity, 2004).  

Likewise, the increase in obesity observed in both the general and SMI population has 

been on the rise since the 1980s, which strongly correlates to the rise in diabetes observed as well 

(Brown et al., 2011).  Obesity, a medically diagnosed disorder, is characterized as an excessive 

accumulation of body fat that can lead to an increase risk of health problems (e.g., diabetes, 

hypertension, and heart disease; Mayo Clinic, 1998-2016).  Most notable is hypertensive heart 

disease, an elevation in blood pressure that resurfaces the myocardial structure of the heart 

overtime (Riaz, 2014).  According to Kannel & Cobb (1992), hypertension accounts for 25% of 

all heart failure cases, and in the elderly population hypertension account for 68% of all heart 

failure dispositions (Yamasaki et al., 2003).  Raiz (2014) posited that as much as 50-60% of 

persons receiving outpatient services who experience some form of heart failure was due to 

hypertensive heart disease.   
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In addition, numerous amendable risk factors exist that contribute to early mortality 

among persons with SMI.  These include behaviors such as smoking, substance use, minimal 

physical activity, poor diet, and so forth, all of which can be mitigated with the appropriate 

interventions, social and family support, and education.  Despite the severity of these physical 

health conditions, especially when untreated for extend periods of time and when confounded 

with chronic mental illness, there are relatively cost-effective and life-saving measures available 

in community mental health settings.   

Interventions Used in Community Mental Health Settings 

 The complexity of mental illness has posed numerous challenges for both healthcare 

providers and those receiving mental health services (Brundtland, 2000).  These challenges 

include implementation of evidence-based practices (Rosenberg & Rosenberg, 2006), increased 

mortality rates, limited funding resources, and comorbid substance use or primary care disorders 

(Brundtland, 2000).  As a result, mental health services offered in community-based settings are 

more comprehensive in order to address the array of presenting and chronic problems that often 

occur when treating individuals with SMI.   

 Historically, interventions provided in community outpatient settings were largely 

analgesic rather than curative and evolved in three distinct ways: pharmacological, psychosocial, 

and rehabilitative (Drake et al., 2003).  Pharmacological intervention, or medication 

management, particularly second-generation antipsychotics such as risperidone and olanzapine 

have demonstrated a significant reduction in symptoms associated with psychosis with less side-

effects than first-generation medication.  Despite these positive gains, there is evidence available 

that suggests second-generation antipsychotics may cause other unwanted side-effects such as 
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excessive weight-gain and diabetes, which can have a deleterious effects on overall well-being 

(Drake et al., 2003).   

 Current psychosocial treatments are based on the foundation of a strong therapeutic 

alliance, and involve interventions that are based on collaboration, education, cognitive 

behavioral strategies, and utilization of peer support (Drake et al., 2003; SAMHSA, 2015).  For 

instance, psychoeducation is based on providing information regarding an individual’s mental 

health diagnosis, sharing with them the evidence available.  As a result, the individual is not just 

consumer of services but also better able to make informed decisions regarding their treatment in 

a collaborative process.  Likewise, behavioral interventions are useful in training persons with 

SMI in various ways of how to manage their symptoms.  Other interventions include relapse 

prevention and development of a coping-skill repertoire.  More recently, mental health 

professionals have recognized the importance of involving family members in the treatment 

process.  Family presence helps the individuals with mental illness better cope; it also provides 

families with the education needed in order to feel less stressed and better equipped to address 

difficult situations (Dixon et al., 2001).   

 Rehabilitative services focus on improving an individual’s overall functioning and quality 

of life, rather than focusing on symptomology (Drake et al., 2003).  From this perspective, the 

idea that individuals with SMI can live productive and satisfying lives through acquisition of 

skills and established supports can come to fruition (Anthony, Cohen, Farkas, & Gagne, 2002).  

Rehabilitative services focus on activities associated with daily living, independence, 

interpersonal relationships, employment and housing, and leisure (Drake et al., 2003; SAMHSA, 

2015).  Furthermore, it is important to have knowledge of and access to community resources 

that support independent living.   
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 Individuals with mental illness have shown marketed improvement in functioning and 

independent living when pharmacological, psychosocial, and rehabilitative services were offered 

in a clinically integrative fashion (Bond et al., 2001; SAMHSA, 2015).  In 2010, the Mental 

Health and Substance Abuse Division of the Department of State Health Services established the 

vision of “Hope, Resilience, and Recovery for Everyone” (Texas Department of State Health 

Services, 2010b, para 4) through recovery-focused and client-centered care, a movement that is 

nationally recognized.  In light of this mission, policy makers have recognized the prevalence of 

comorbid disorders have impacted person with SMI, such as substance use and primary 

healthcare disorder, which has transformed the scope of community mental health to focus on 

comprehensive services by way of integrated care treatment.   

Integrated Care Treatments 

 The concern for problems associated with comorbid disorders began in the early 1980s 

(Caton, 1981), specifically focusing on individuals with SMI and substance use disorders.  

Between 1980 and 1985, approximately 48% of persons with schizophrenia and 56% persons 

with bipolar disorder had higher prevalence rates of comorbid substance use disorders (Regier et 

al., 1990).  Recent research indicates a continuation of this trend among person with SMI (Chow, 

2013).  Likewise, researchers have shown the detrimental effects of comorbid SMI and primary 

healthcare diseases on individuals’ well-being and functioning (Brekke et al., 2013; Colton & 

Manderscheid, 2006; Druss et al., 2011; Manderscheid & Kathol, 2014; Mardone et al., 2014).  

Recently, a movement aimed at providing primary healthcare services in community mental 

health settings has occurred.  In 2009, SAMHSA awarded grant funding to 100 behavioral health 

centers across 26 different states for the expressed purpose of developing programs that integrate 

primary healthcare into behavioral health services for adults (Sharf et al., 2013).  Although 
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integrated care treatments are not new, their implementation and prominence in the 21
st
 century 

of behavioral health treatment can be seen nationwide (SAMHSA, n.d.).  

Integrated Behavioral and Primary Healthcare 

 Service integration, particularly adding primary healthcare into a behavioral health 

setting, seeks to effectively coordinate physical healthcare services with behavioral health 

treatment, offering a holistic and comprehensive approach to addressing individuals’ complex 

needs (Guerrero et al., 2014).  Services provided include counseling, case management, 

rehabilitative services, nursing services, and physician services in a coordinated system of care.  

The physical and psychological self are inextricably linked (Shim & Rust, 2013); however, 

conceptualization of healthcare needs and distillation of professional roles have been artificially 

created, separating entities of care.  Despite these issues, policy makers have recognized the 

bridge between the physical and psychological self, and can no longer ignore the detrimental cost 

associated with complex health issues.  As one potential solution, integrated behavioral and 

primary healthcare offers individuals access to holistic life-saving treatments through a 

coordinated system of care.  

The benefits of providing services in an integrated manner have been well-documented 

throughout the literature.  Integration of services reduce perceived and actual barriers (Clement 

et al. (2015) by improving stigma surrounding mental illness specifically and overall health 

generally (Shim & Rust, 2013), lowering costs placed on the healthcare systems and tax-payer 

costs (Melek, Norris, & Paulus, 2013), and reducing mortality rates among persons with chronic 

comorbid SMI and primary healthcare needs (Pearsall, Smith, Pelosi, & Geddes, 2014).  

However, different forms of integration exist, with each carrying its own advantages and 
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disadvantages that may result in differential client and service provider outcomes.  The various 

models of integrative care are briefly introduced in the following section.   

Types of Integration Models 

 Blount (2003) described a continuum of service integration among providers of 

behavioral health and primary healthcare services.  This includes services that are coordinated, 

provided in co-located settings, or offered in a fully integrated system.  Coordinated services are 

generally offered in distinctly separate settings.  Service providers rely on a referral-base system 

built on a coordinated relationship (Westheimer, Steinley-Bumgarner, & Brownson, 2008).  For 

instance, a person with SMI may receive a referral from their licensed professional counselor 

(LPC) to a primary care physician with whom the LPC has an existing working relationship.   

 In a co-located system of care, service providers offer distinct services in the same 

treatment setting (Blount, 2003).  There are many advantages of having a system of care 

organized in this manner.  First, the absence of a geographical barrier proves to be a strength of 

the model.  Since every service provider is co-located, a greater degree of collaboration among 

services providers is possible.  In a fully integrated system of care, service providers work as part 

of a coordinated team effort, sharing a physical location, contributing to a single service plan, 

and utilizing the same information database and billing system (Blount, 2003; Westheimer et al., 

2008).   

The categories along this service continuum: coordinated, co-located, and integrated are 

not mutually exclusive, offering a degree of differentiation among all providers of integrated 

treatments (Blount, 2003).  In regards to this dissertation study, the model of service 

coordination falls in the realm of integrated, offering services in a co-located site that utilizes a 
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treatment team of service providers cross-trained in both mental illness and primary care needs.  

Furthermore, both sectors of care utilize the same electronic health recorders and billing system.   

Brief Overview of Recent Integrated Care Treatment Research 

 Integrated treatments have been in an existence since the 1980s (Caton, 1981); however, 

the focus was primarily on co-occurring mental illness and substance abuse.  Researchers have 

demonstrated the poor prognosis of offering substance abuse treatment only to substance users 

with mental illness (Ridgely, Osher, & Goldman, 1987).  During the late 1980s, the NIMH 

provided funding to support the integration of assertive outreach and substance abuse treatment 

for individuals with mental health disorders.  Mercer-McFadden, Drake, Brown, and Risa (1997) 

examined 13 community support programs that served a total of 1,157 adults with co-occurring 

SMI and substance use disorders.  Their findings suggest that integration of substance abuse 

treatment into already existing mental health serves was possible, that motivational interviewing 

with this population was effective, a reduction in hospitalizations was apparent, and marked 

improvements in reducing substance use. 

More recent research (e.g., Barrowclough et al., 2001; Penn & Brooks, 2000) that utilized 

the New Hampshire-Dartmouth Integrated Dual Disorders Treatment Model, for treating 

individuals with comorbid mental illness and substance abuse, demonstrated that more integrated 

approaches yield better client outcomes when compared to less integrated approaches 

(Rosenberg & Rosenberg, 2006).  Specifically, Barrowclough et al. (2001) conducted a 

randomized, single blind study comparing routine care with an integrated program involving 

routine care, motivational interviewing, cognitive behavioral, and a caregiver intervention with 

persons diagnosed with comorbid schizophrenia and substance use.  The findings showed that 

the integrated approach yielded far better outcomes in general functioning, as well as a reduction 
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in positive symptoms and increased periods of abstinence from substances over a 12-month 

period.   

Penn and Brooks (2000) conducted a randomized comparison of a client-centered 12-step 

approach to a REBT/SMART recovery-oriented approach.  Both treatments included an 

intensive outpatient and partial hospitalization component with clients diagnosed with SMI and 

substance use disorder.  Fifty participants completed the study.  Results indicated that both 

approaches were effective in creating positive outcomes as measured by the Addiction Severity 

Index, across the domains of alcohol, drug, psychiatric, legal, quality of life, and employment.  

Only one difference concerning the 12-step group occurred.  Clients that were highly spiritual 

and believed that substance abuse was a disease presented with more psychiatric symptoms at the 

three month follow-up.  As persons with SMI continue to face complexities surrounding their 

mental illness, to include substance use, housing issues, employability, legal concerns, and 

trauma, a new area of concern has emerged.  Primary healthcare needs of individuals with SMI 

has taken center stage in the 21
st
 century behavioral health system, yet the available research is 

limiting, and limited in scope in terms of client mental health outcomes, which is presented 

below.  

  Corso et al. (2012) investigated therapeutics alliance and treatment outcomes within an 

integrated primary care behavioral health setting, utilizing a large sample size (N = 542).  Their 

results indicated that patients tend to form a stronger alliance on the first occurrence with a 

behavioral health consultant in an integrated setting versus an outpatient therapist on the second, 

third, and fourth psychotherapy session.  However, they also indicated that early therapeutic 

alliance may be unrelated to clinical outcomes in integrated primary care settings.   
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Funderburk, Fielder, DeMartini, and Flynn (2012) assessed patient satisfaction with 

services and provider (i.e., nurses) satisfaction with behavioral health screening within a 

university setting utilizing an integrated behavioral and primary healthcare model.  Fifteen 

providers completed a provider satisfaction questionnaire and 79 patients completed a patient 

satisfaction questionnaire.  Results were analyzed using a descriptive approach, analyzing means, 

standard deviations, and frequencies.  Providers reported satisfaction with screening measures, 

implementation of behavioral health providers, and the integrated program.  Patients reported 

satisfaction with the services received and their interactions with behavioral health providers.  

Ray-Sannerud et al. (2012) examined the longitudinal global mental health outcomes of 

primary care patient receiving care from behavioral health consultants in a primary care facility.  

This study was conducted at a family medicine clinic run by the United States Air Force, with 

services open to active duty members, retirees, and their families.  Data (N = 70) were analyzed 

utilizing a mixed linear modeling, revealing that patients improved from their first to the last 

behavioral health consultant appointment.  Furthermore, patients were able to maintain 

therapeutic gains on average two years post-treatment.   

Although the previously described studies provide only a snapshot of the literature 

available on integrated behavioral and primary health, the majority of outcome research 

addressing specific client mental health outcomes is lacking, especially using designs that infer 

some degree of causality.  In fact, the majority of literature available related to primary care 

integration focuses on implementation of services into behavioral or primary care settings, as 

well as various models of integration (e.g., Everett et al., 2014; Manderscheid & Kathol, 2014); 

empowerment, quality of life, satisfaction, and health economic measures (e.g., Stierlin et al., 

2014); or are more conceptual in nature, outlining the various pathways, barriers, and cost 



37 

 

associated with primary healthcare needs (e.g., Brown, 1998; Dickerson et al., 2003; Goldberg et 

al., 2007; Leigh, Stewart, & Mallios, 2006).  As result, policy makers, granting organizations, 

community mental health centers, mental health professionals, and consumers of these services 

are left without evidence to make informed decision regarding the effectiveness of this approach 

on improving mental health outcomes. 

Summary 

In this chapter the history and treatment of mental health services in the United States 

were explored, outlining the transformation from services being provided in institutionalized 

settings to the present day delivery of services in community mental health settings.  In addition, 

an introduction to the common adult diagnoses often served in outpatient settings and the 

interventions provided to address the needs of individuals diagnosed with SMI was presented.  

Finally, the emerging intervention of integrated behavioral and primary health, as well as the 

limited and limiting outcomes research available on this approach throughout the literature was 

discussed.    
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CHAPTER III 

Method 

The purpose of this study was to determine whether a variation exists in ANSA subscale 

mean difference scores between individuals who received either an integrated behavioral and 

primary healthcare intervention or a TAU approach.  This chapter describes the research 

questions, research design, population and samples, measures, data collection, and data analyses 

utilized in this study. 

Research Questions 

1. Is there a variation in the ANSA Risk Behaviors subscale mean difference score of clients 

receiving either integrated behavioral and primary healthcare or treatment-as-usual 

services at a regional mental health agency, across a 12-month treatment period? 

2. Is there a variation in the ANSA Behavioral Health Needs subscale mean difference score 

of clients receiving either integrated behavioral and primary healthcare or treatment-as-

usual services at a regional mental health agency, across a 12-month treatment period? 

3. Is there a variation in the ANSA Life Domain Functioning subscale mean difference 

score of clients receiving either integrated behavioral and primary healthcare or 

treatment-as-usual services at a regional mental health agency, across a 12-month 

treatment period? 

4. Is there a variation in the ANSA Strengths subscale mean difference score of clients 

receiving either integrated behavioral and primary healthcare or treatment-as-usual 

services at a regional mental health agency, across a 12-month treatment period? 
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5. Is there a variation in number of crisis events mean difference scores of clients receiving 

either integrated behavioral and primary healthcare or treatment-as-usual services at a 

regional mental health agency, across a 12-month treatment period? 

Research Design 

 A quasi-experimental, pre- and post-test design was selected to address research 

questions 1-5.  Quasi-experimental designs are one of three types of major experimental designs 

(in addition to pre-experimental and true experimental designs) used in social science research 

(Balkin, 2010).  Experimental designs classified as quasi are reminiscent of true experimental 

designs, utilizing a comparison condition, but lack random assignment of participants to different 

treatment conditions.  In regards to this investigation, participants were selected, at random, 

using a random number generator (i.e., www.random.org) from two preexisting groups of 

individuals diagnosed with a SMI: (a) an integrated behavioral and primary healthcare group or 

(b) a behavioral health only group, consisting of a total of 400 potential participants.  Initially, 

735 participants total (N = 371 Integrated; N = 364 TAU) were identified by the agency, where 

this investigation occurred, as receiving either the integrated approach or the TAU approach.  Of 

the 735 individuals, 400 met the inclusion criteria of this investigation.  Predetermined groups 

consisted of a sample of 200 participants receiving integrated behavioral and primary healthcare 

and a sample of 200 participants receiving behavioral health only treatment.  In quasi-

experimental designs the absence of random assignment poses a threat to internal validity, 

necessitating the need to ensure group equivalency prior to independent variable manipulation 

(Dimitrov, 2010).  However, alternative statistical methods exist, one being a chi-square test for 

homogeneity, to demonstrate group equivalency ex post facto.  Given that this dissertation relied 

upon pre-existing data, determining group equivalency a prior was not feasible, and a chi-square 
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test for homogeneity across vital demographic variables of age, gender, and ethnicity was 

implemented. 

Population and Sample 

 This study was conducted at a community mental health agency in South Texas.  As the 

local mental health authority for nine rural counties, this agency has seven clinics distributed 

throughout the counties it serves.  In 2010, the region population consisted predominantly of 

individuals who self-identify as Hispanic/Latino (68.9%; Texas Department of State Health 

Services, 2010a).  The client population served by the agency I am sampling from was 

approximately 70% Hispanic (A. Tippit, personal communication, November 7, 2015). 

 The sample was of convenience and consisted of both adult males and females, age 18 

years or older.  An a priori power analysis was utilized in order to determine the minimum 

numbers of participants (N = 196) needed given a statistical power level of .80, an α level of .05 

with a moderate effect size (f 
2
= .15) using the G*Power 3.1 statistical power analysis program 

(Faul, Erdfelder, Lang, & Buchner, 2007).  All participants qualified for services, were rendered 

a diagnosis, and administered the ANSA upon intake, and again every subsequent 180 days 

depending on the intensity of treatment authorized.  Individuals who participated in the 

integrated behavioral and primary healthcare program (n = 98) received an additional treatment 

component of medical services, which was beyond the already existing behavioral health 

treatment.  The TAU group (n = 98) received behavioral health treatment according to the 

previous implemented standards of care.  In other words, both groups received the same 

behavioral health treatment, while the integrated behavioral and primary healthcare group 

received an additional medical health intervention in coordination with mental health services.   
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Independent Variables 

 A profile analysis includes a within-subjects factor consisting of four different subtests of 

the ANSA and the number of crisis events, collectively referred to in this study as holistic client 

functioning, and a between-subjects factor consisting of two different treatment approaches were 

simultaneously analyzed using a special application of the multivariate analysis of variance 

(MANOVA).  The two different treatment types under investigation were integrated behavioral 

and primary healthcare and TAU.  The five different conditions included four subtests of the 

ANSA (risk behaviors, behavioral health needs, life domain functioning, and strength) and the 

number of crisis events recorded within 30 days of the ANSA administration.     

 Treatment type.  Treatment type consisted of two different intervention approaches.  

The treatment or experimental group received an integrated treatment protocol. Integrated 

behavioral and primary healthcare is a comprehensive treatment approach that addresses 

symptomology associated with complex mental health disorders and primary healthcare needs. 

The control group received treatment-as-usual. TAU is a behavioral health approach that 

addresses individuals’ symptomology associated with complex mental health disorders.  Both 

treatments focus on improving clients’ overall level of functioning.  

 Treatment-as-usual.  TAU was defined as a comprehensive behavioral health only 

treatment approach for individuals diagnosed with depression spectrum disorders, bipolar 

spectrum disorders, or a schizophrenia spectrum and other psychotic disorders.  TAU consisted 

of engagement services, cognitive and behavioral oriented skills training, medication 

management, supported employment and housing, routine/intense case management, and 

cognitive behavioral therapy, depending on treatment intensity authorized and clients’ 
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willingness to participate in treatment.  Treatment intensity consists of seven different levels of 

care (LOC; Texas Department of State Health Services, 2013): 

 LOC 0: Crisis Services  

 LOC 1M (Medication Management): Basic Services 

 LOC 1S (Skills Training): Basic Services 

 LOC 2: Basic Service Including Counseling 

 LOC 3: Intensive Services with Team Approach 

 LOC 4: Assertive Community Treatment (ACT) 

 LOC 5: Transitional Services 

Both treatment intensities, LOC 0: Crisis Services and LOC 5: Transitional Services are uniquely 

different from LOC 1S/M-4.  LOC 0 is utilized when individuals enter into crisis, resulting in a 

brief intervention used to resolve the crisis event.  Furthermore, only non-clients (any individual 

not currently in a LOC 1M, 1S, 2, 3, 4, or 5) are placed into a LOC 0.  LOC 5 is used to ensure 

non-clients’ stability for a transitory period of time.  Often clients are placed in an LOC 5 after a 

crisis event has subsided to ensure continued stability, with the intention of moving them to a 

higher LOC.  Thus LOC 5 allows for individuals to receive the full spectrum of services, similar 

to what an individual in a LOC 1S/M-4 would receive.  However, by definition, this level of 

treatment is only available for a three month period.  For the purpose of this investigation, only 

LOCs 1M, 1S, 2, 3, 4, and 5 were included in the TAU group due to the allowable interventions 

within each LOC.  In other words, LOC 0 is not designed to sustain long-term care, nor are 

clients in LOC 0 eligible for behavioral health or integrated services.  As a result, these 

individuals have been omitted from this investigation.  Furthermore, individuals initially served 
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in LOC 5 were transitioned into LOC 1S/M-4 in order to be included in this study.  Each LOC is 

briefly described here in more detail.  

 LOC 1M (Medication Management): Basic Services.  In order to qualify for a LOC 1M, 

individuals must be diagnosed with a priority population diagnosis (see Definition of Terms) and 

be considered in a level of recovery that is deemed maintainable, prompting discharge from 

service.  However, resource limitations surrounding medication sustainability remains an 

ongoing challenge.  Treatment consists of pharmacological management and an adjunct service 

of routine case management when needed (Texas Department of State Health Services, 2013). 

 LOC 1S (Skills Training): Basic Services.  In order to qualify for a LOC 1S, individuals 

must be diagnosed with a priority population diagnosis and be considered low-risk or very little 

risk of harm to self and have natural community supports in place.  Furthermore, individuals who 

qualify for an LOC other than LOC 1M/S, but refuse the more intensive services (i.e., LOC 2, 3, 

& 4) are automatically placed into an LOC 1S.  Treatment consists of pharmacological 

management and routine case management.  If authorized via the service plan, additional 

adjunctive services are available, generally consisting of medication training, engagement 

services, skills training, and supported housing and employment (Texas Department of State 

Health Services, 2013). 

LOC 2: Basic Service Including Counseling.  In order to qualify for a LOC 2, individuals 

must present with symptoms associated with depression spectrum disorders and render a global 

assessment of functioning (GAF) score less than or equal to 50.  Furthermore, these individuals 

should have natural supports in place and possess a level of functioning that will allow them to 

benefits from counseling services.  Treatment consists of pharmacological management, routine 

case management, and cognitive behavioral therapy.  If authorized via the service plan, 
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additional adjunctive services are available, generally consisting of medication training, 

engagement services, skills training, and supported housing and employment (Texas Department 

of State Health Services, 2013).  

LOC 3: Intensive Services with Team Approach.  In order to qualify for a LOC 3, 

individuals must be diagnosed with a priority population diagnosis and present with a moderate 

to severe level of functional impairment. Utilizing a team approach, individuals’ identified 

strength are used to improve client needs (e.g., psychological functioning, substance use, life 

functioning assets, etc.), support independent living and resiliency, and develop coping strategies 

that support stability in the community.  Treatment consists of pharmacological management, 

psychosocial rehabilitative services in individual or group format, and supportive housing.  If 

authorized via the service plan, additional adjunctive services are available, generally consisting 

of medication training, engagement services, skills training, and supported employment (Texas 

Department of State Health Services, 2013). 

LOC 4: Assertive Community Treatment (ACT).  In order to qualify for a LOC 4, 

individuals must be diagnosed with a priority population diagnosis and present with a severe 

level of functional impairment.  Individuals who qualify for ACT are often diagnosed with a SMI 

consistent with schizophreniform spectrum disorder or bipolar spectrum disorders and have 

experienced multiple psychiatric hospitalizations within a relevant time period.  Treatment 

consists of pharmacological management, psychosocial rehabilitative services in individual or 

group format, and supportive housing.  If authorized via the service plan, additional adjunctive 

services are available, generally consisting of medication training, engagement services, skills 

training, and supported employment.  The difference between LOC 4 and LOC 1M/S-3 is the 

treatment intensity and frequency with which contact between a qualified mental health 
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professional and client occurs. On average, this contact equates to approximately 10 or more 

hours per month (Texas Department of State Health Services, 2013). 

Integrated behavioral and primary healthcare.  For the purpose of this investigation, 

integrated behavioral and primary healthcare treatment was defined as a comprehensive 

treatment approach for individuals diagnosed with depression spectrum disorders, bipolar 

spectrum disorders, or a schizophrenia spectrum and other psychotic disorders.  These 

individuals also were either diagnosed with or presented as at-risk of primary healthcare diseases 

such as diabetes mellitus type 1 and type 2, hypertension, and obesity (Texas Department of 

State Health Services, 2015).  Individuals enrolled in this integrative program received scheduled 

medical treatment in addition to the already existing behavioral health regimen.  In other words, 

individuals were not eligible for primary healthcare services unless concurrently receiving 

behavioral health treatment (LOC 1M/S-4) in an integrated fashion. 

Treatment consisted of behavioral health services as outlined by qualifying LOC, as well 

as primary healthcare services including scheduled medical visits with a medical doctor or nurse 

practitioner.  These services consisted of access to medication to combat diseases associated with 

diabetes, cardiovascular disease, hypertension, and obesity.  Furthermore, treatment was 

coordinated by a specialized case manager known as a navigator who was trained in primary 

healthcare needs.  The navigator’s role is to facilitate linkage between mental health and medical 

health providers, serving as the gatekeeper ensuring a coordinated system of care.  In addition, 

navigators provided education training, research literature, and assisted with wellness 

improvement plans supportive of individuals’ behavioral and primary health needs.  Activities 

included nutritional planning, facilitated exercise regimes, transportation assistance to medical 

and other necessary health related appointments and so forth. 
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This investigation occurred at a mental health agency utilizing a fully integrated model, 

whereby medical health services were fully integrated into an already existing behavioral health 

entity, both physically and through service allocation.  According to Heath, Wise Romero, and 

Reynolds (2013), key characteristics of a fully integrated model consist of both entities existing 

in the same space; sharing the same information database system; communicating consistently at 

the system, team, and individual levels; and utilizing a team driven approach with seamless 

responses to care needs.  In general, clients meet with their behavioral health case managers 

according to their needs (i.e., LOC 1M/S-4) as well as their primary care physician on a 

scheduled basis that varies depending on the individualized treatment approach.  Navigators 

ensure continuity of treatment among services providers, and are available upon clients’ request 

to facilitate linkage among healthcare professionals, advocate on their client’s behalf, and 

provided education when necessary.  

Holistic client functioning.  Holistic client functioning served as the within-subject 

factor, measured by four different conditions specific to the ANSA subscales (risk behaviors, 

behavioral health needs, life domain functioning, and strengths) and the number of crisis events 

occurring within 30 days of ANSA administration.  Each condition of the within-subject factor 

also served as one of the dependent variables under investigation. These variables are described 

in more detail below.   

Dependent Variables 

 Mean difference scores (differences in pre- and post-test ANSA administrations) obtained 

from participants across ANSA subscales and the recording of the number of crisis events 

occurring within 30 days of ANSA administration served as the dependent variables under 
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investigation.  The ANSA instrument is briefly described in this section (for additional 

information, see Measures section) along with descriptors of each ANSA domain.   

 Adults Needs and Strengths Assessment.  The ANSA is comprehensive collaborative 

assessment tool used to determine LOC, support service plan development, and monitor client 

outcomes (Lyons & Walton, 1999).  The ANSA evaluates client evidence to identify needs and 

strength across seven different domains (Risk Behaviors, Behavioral Health Needs, Life Domain 

Functioning, Strengths, Culture, Psychiatric Hospitalization, and Crisis History) with an optional 

eighth domain (Family/Caregiver Strengths & Needs) being included if applicable to the 

individual.  An overall composite score can be obtained by summing up each domain score.  

Also, each separate domain score can serve as an indicator of improvement specific to that 

domain (Lyons & Walton, 1999). 

 For the purpose of this investigation, only four subscales from the ANSA were utilized: 

the Risk Behaviors, the Behavioral Health Needs, Life Domain Functioning, and Strengths.  

Culture, Psychiatric Hospitalization(s), and Crisis History domains of the ANSA were omitted 

from this investigation.  The domain of Culture regarding the population under investigation was 

fairly homogeneous (i.e., majority of the sample population is Hispanic) and differences between 

the treatment conditions would be negligible, if any, and therefore, I decided to omit this domain 

from the investigation.  Additionally, the domains of psychiatric hospitalization and crisis history 

were seemingly analogous to one another and limited in the number of possible recordings, with 

a maximum recording of three hospitalization or crisis events during the ANSA's 180 day 

window.  In its place, the number of identified crisis events that occurred within 30 days of the 

ANSA administration were recorded, which provides for a continuous observation without 

limiters (i.e., 0 to ∞).  
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One limitation of the ANSA is the lack of defined cut-scores, making interpretations 

somewhat difficult.  A cut-score is a specific value or a range of values on a scale used to 

determine whether a particular score occurs within or outside a set of criteria (Zieky & Perie, 

2006).  However, I utilized the ANSA’s subscale scores versus the overall global scores, which 

allowed for easier interpretation within each subscale domain. Using this approach, low scores 

were indicative of high functionality specific to that domain, with low needs, significant 

identified strengths warranting minimal attention during treatment.  Conversely, high scores in 

each subscale domain were indicative of low functioning, with high need, minimal identified 

strengths warranting immediate attention during treatment.  Specific content areas within each 

sub-domain have additional modules if a severity rating warrant its use.  Previously identified 

needs over the course of treatment can later transform into identified strengths as a result of an 

individual's improvement over time.    

 To my knowledge, little to no research exists that specifically addresses the use of the 

ANSA as a primary outcome measure.  Furthermore, qualitative ranges indicating the level of 

functioning are absent.  Only general statements related to the entire ANSA’s composite scores 

could be made (i.e., lower scores are indicative of low needs and high strengths [high 

functioning], while higher scores represent severe need and no identified strengths [low 

functioning]).  Furthermore, the utility of an overall composite score across all domains would be 

difficult to interpret.  For example, what is the difference between a score of 140 and 160, and 

more importantly, how does that translate in needs and strengths?  In light of this confusion, 

Lyons and Walton (1999) suggested that separate domain scores can serve as an indicator of 

improvement specific to that domain.  In order to preserve interpretability of the ANSA, the four 

domains that best represent the needs of individuals with SMI were utilized in this study as the 
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interpretation of scores within each domain may depict a more accurate representation of overall 

client functioning.  Each domain is described in more detail below.  

 Risk behaviors.  The risk behaviors domain assesses across seven areas specific to an 

individuals’ cognitive and behavioral processes surrounding suicidal ideations, danger to self or 

others, and intentional self-injurious or other self-harm behaviors.  Also evaluated are 

individuals’ incidents of experiencing exploitation, issues with gambling and sexual aggression, 

and criminal behaviors (see ANSA Manual; Lyons & Walton, 1999).   

 Behavioral health needs.  The behavioral health needs domain is evaluated across 12 

areas associated with psychosis/thought disturbances, depression, anxiety, mania, and 

impulsivity; level of cognitive functioning; interpersonal problems and antisocial behaviors; 

adjustment to trauma and anger control; and substance use and eating disturbances (see ANSA 

Manual; Lyons & Walton, 1999).      

 Life domain functioning.  The life functioning domain measures across 14 areas specific 

to physical/medical needs, family and social functioning, employment status, 

recreational/leisure, sexuality, living skills and residential stability, legal concerns, self-care 

aptitude, decision-making abilities, transportation, and involvement in the recovery process (see 

ANSA Manual; Lyons & Walton, 1999).    

 Strengths.  The domain of strengths evaluates an individuals’ identified strength across 

12 content areas of family, social connectedness, level optimism, talents/interests, educational 

history, volunteering, employment history, spirituality/religion, community connection, possess 

natural supports, and resiliency and resourcefulness (see ANSA Manual; Lyons & Walton, 

1999).    
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 Crisis events.  The final indicator of overall client functioning was the number of crisis 

events occurring within 30-days of ANSA administration.  Given that the domains of psychiatric 

hospitalization and crisis event history of the ANSA were limiting and redundant to each other, I 

elected to omit these indicators from this investigation in order to eliminate potential 

multicollinearity issues during the that data analysis phase.  In its place, the number of identified 

crisis events that occurred within 30-days of the ANSA administration, which included both 

psychiatric hospitalizations and non-psychiatric hospitalization (i.e., a crisis episode resolved 

through alternative means other than hospitalization) were recorded, which provides a 

continuous observation without limiters that allows for a greater degree of variability among 

participants.  

Procedure 

Data Collection 

The researcher used preexisting data gathered from three primary sources: (a) electronic 

health records software--Anasazi, (b) an agency created spreadsheet--Open Client Report, and 

(c) medical records.  All three sources of data were combined into a master spreadsheet.  Each 

participant’s data was matched according to name and a preexisting client number.  Given the 

time frame from which data were collected, participants could theoretically appear in both 

treatment conditions at different times along the continuum of this investigation, potentially 

violating the assumption of independence.  If this occurred, each participant was removed from 

the potential sampling pool, omitting their data from the master spreadsheet.  Once each source 

of data was matched according to the appropriate name and client number, the master spread 

sheet was de-identified.  The Director of Quality Management/Rights Officer of the mental 
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health agency ensured that procedures were followed to specification set forth by the mental 

health agency and the university's Institutional Review Board. 

 Data were utilized from individuals who were enrolled in services beginning on August 

01, 2013 to August 31, 2015.  Therefore, only clients who demonstrated continuity of services, 

as defined by a gap in services no greater than 30 days, for duration of one year were included in 

this investigation for both treatment conditions.  If a client maintained continuity of service 

throughout the entire timeframe (August 01, 2013 to August 31, 2015), only data points closest 

to the original start date, up to a year, were used, thereby minimizing the effects of treatment 

longevity.  August 01, 2013 earmarked the beginning of the integrated behavioral and primary 

healthcare program as well as the implementation of the ANSA instrument at the mental health 

agency where this investigation occurred.  Data collected consisted of demographic information 

(i.e., age, diagnosis, ethnicity, gender, and LOC [service package]), ANSA subscale scores, and 

the number of crisis events that occurred. 

Measures 

 Measures for this study include the Adults Needs and Strengths Assessment (ANSA; 

Lyons & Walton, 1999) and a Crisis Event Measure tabulating the number of crisis events 

occurring within 30 days of ANSA administration.   

Adults Needs and Strength Assessment (ANSA; Lyons & Walton, 1999).   

The ANSA is commonly used to determine the level of care necessary, assist with care 

planning, and serve as a primary outcome measure by assessing both needs and strengths of 

adults.  According to Lyons & Walton (1999), the ANSA was designed as a communicative tool 

to facilitate linkage between the assessment phase and individualized treatment planning, with 

evidence-based practices in mind.  The ANSA has six main features: (a) items are selected based 
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on relevance to planning; (b) there is an action level for each item; (c) cultural and 

developmental level is considered before establishing an action level; (d) the metric is agnostic 

versus etiology focused (i.e., descriptive versus cause-and-effect); (e) the focus is on the 

individual, not the service provided; and (f) it has temporal rating window (e.g., 30 days; Lyons 

& Walton, 1999). 

 Lyons and Walton (1999) suggested that the ANSA is easy to administer and understand 

and does not require a score in order to be useful or meaningful to the individual or family.  Each 

item on the ANSA serves a unique purpose and establishes a pathway for treatment.  There are 

four levels for each item with anchored definitions (descriptor statements) that translates into 

action levels (i.e., needs) or strengths to focus on regarding treatment.  For needs, 0 = No 

Evidence; 1 = History/Watchful & Waiting; 2 = Action Required; 3 = Immediate/Intense Action 

Required; and for strengths, 0 = Centerpiece Strength; 1 = Useful Strength; 2 = Identified 

Strength; 3 = Not Yet Identified.  Scores can range from 0 to 183, with higher scores indicating 

severe needs and no identified strengths and lower scores indicating minimal needs and 

identified centerpiece strengths.    

 Comprehensive literature addressing the psychometric properties of the ANSA is scarce 

(Walton, Kim, & Park, 2013), suggesting that additional research in establishing the 

psychometric properties of the ANSA is warranted.  However, Lyons & Walton (1999) indicated 

that with appropriate training, the alpha reliability for the scores on the ANSA with vignette is 

.75, .84 with case records, and .90 with live cases.  Walton, Kim, and Park (2013, April) 

identified that between the years of 2008 and 2010, across a normative group of 6,320 

individuals, the internal consistency for the score on the ANSA ranged from .71 to .92 across all 

domains except for Risk Behaviors.  Inter-rater reliability for the scores on the ANSA ranged 
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from .87 and .89 (Christopher, 1998) and has been effective in predicting treatment outcomes for 

adults with severe mental illness (Lehner, 2004).  As an outcome measure, Walton et al. (2013, 

April) recommended a period of 12 months in order to observe reliability improvements in at 

least one ANSA domain for individuals with SMI. 

 The validity evidence for the ANSA is a function of the level of care decision yielded 

from administration (Lyons & Walton, 1999).  Nelson and Johnston (2008) examined the 

validity of the Adults Needs and Strengths Assessment-Abbreviated Referral Version (ANSA-

ARV) in predicating clinical placement of 272 incoming psychiatric patients for a period of two 

years.  A one-way ANOVA was conducted to compare mean scores of the ANSA-ARV ratings 

of patients in ambulatory care (outpatient care), acute inpatient stabilization, and long-term 

tertiary rehabilitation.  Results indicated a significant difference between treatment intensity 

mean scores (Nelson & Johnston, 2008).  In other words, the mean scores of the ANSA-ARV for 

each treatment intensity rating were distinctly different, indicating the ANSA ability to percale 

out distinct treatment intensities.  Furthermore, a discriminate function analysis conducted to 

evaluate whether the ANSA-ARV ratings were predictive of the level of care utilized during 

treatment indicated that 89.5% of the 272 patients were correctly classified based on treatment 

intensity level (Nelson & Johnston, 2008). 

Crisis Event Measure   

All crisis events were registered through a national crisis database, and recorded in the 

agency database system--Anasazi.  A crisis event was defined by the mental health agency as any 

event that resulted (a) in a crisis assessment, and (b) was determined by a Licensed Professional 

Counselor (LPC) that it is in fact classified as a crisis.  Qualifiers for a crisis events typically 

consist of suicidal ideations, homicidal ideation, substance use issues (i.e., withdrawal and 
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detoxification), and a lack of resources (e.g., housing, food, etc.).  The mental health agency 

contracts with a 24-hour mobile crisis outreach team (MCOT), who provides the after-hours 

crisis services.  Furthermore, the MCOT also facilitates the initial front line communication with 

the individuals in crisis.  The mental health agency is in daily communication with the MCOT in 

order to maintain an accurate number of crises that occurred. 

Data Analysis 

Chi-Square Test for Homogeneity   

 In order to determine whether treatment and control conditions were similar across group 

variables of age, ethnicity, and gender, a chi-square test for homogeneity was utilized.  The chi-

square test for homogeneity is essentially the same as chi-square test for independence.  The only 

difference is that in the test for homogeneity, the null hypothesis being tested asserts that the 

various populations are homogeneous with respect to the characteristics of interest whereas the 

test of independence null hypothesis asserts that various characteristics of the populations are 

independent of each other.  This investigation will use the former approach in order to examine 

whether groups were fairly similar prior to independent variable (i.e., treatment type) 

manipulation.  If groups were not homogeneous prior to the implementation of treatment, I could 

not conclude with any meaningful degree of certainty that treatment type created change in the 

ANSA subscale scores and number of crisis events. 

 Model assumptions. The chi-square test of homogeneity is a non-parametric statistic that 

generally lacks the stringent assumptions often required in parametric testing.  However, 

Dimitrov (2010) has noted that both parametric and non-parametric tests require sufficient 

sample sizes and independent observations to yield accurate inferences.  If a chi-square test is 

performed on a relativity small sample, the likelihood of committing a Type II error is increased.  
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Likewise, violating the assumption of independence may lead to inaccurate findings across 

categorical variables of interest.  Given the sample size determined by G*Power to be needed for 

this study, the threat of committing a Type II error was mitigated.   

Profile Analysis  

Research question 1, 2, 3, 4, and 5 were addressed using a profile analysis.  The selection 

of a profile analysis over a multivariate analysis of variance (MANOVA) is dependent on the 

scaling technique of each DV and the level of utility desired regarding the outcome.  In profile 

analysis, the end result is a standardized graphical depiction of two or more profiles between 

groups, comparing the similarities and differences between and within each group.  In other 

words, a profile analysis is a special application of MANOVA where each dependent variable is 

measured on the same scale (Tabachnick & Fidell, 2013).  Two different approaches to profile 

analysis exist.  The first approach involves participants being measured repeatedly on the same 

dependent variable across time.  This is the most common approach.  A less common, but still 

utilized, approach involves comparing two or more groups measured on several different 

measures, all at one time (Tabachnick & Fidell, 2013).  This investigation will utilize the later 

approach in order to investigate the profile of both the treatment and control conditions.   

A unique condition is required when using profile analysis in this manner.  Each DV 

must be commensurate or on the same scale and have the same range of possible scoring.  In 

other words, a change in one unit on an ANSA/crisis domain must be equivalent to a change in 

one unit in another ANSA/crisis domain.  In the case of this study, each DV from this 

investigation represents a subscale of the ANSA or crisis event; all DVs utilize the exact same 

scaling procedure.  However, the subscales of the ANSA have a different range of possible 

scoring.  To account for the differences in range among subscales in situations such as this, 
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Tabachnick and Fidell (2013) recommend using standard scores (e.g., z-scores) obtained from 

using the pooled within-group standard deviation of each DV.  However, this study utilized mean 

difference scores; standardized units of the differences between pre- and post-test scores.  Given 

that difference scores across DVs produce a standardized unit of measure, the need to covert 

participants’ raw scores into standard scores would have been redundant.  Within a profile 

analysis, the researcher examines (a) the overall difference among profiles, (b) the parallelism of 

profiles, and (c) the flatness of profiles.   

 Model assumptions.  Prior to implementing the statistical procedures of profile analysis, 

model assumptions were explored.  Independence was ensured during the data collection 

procedure, through utilization of client identification numbers (i.e., agency assigned case 

numbers) and Microsoft’s Excel Search Function to identify if participant data were present in 

more than one group, prior to de-identification.  By searching for redundancies using client 

identification numbers, I was able to accurately remove threats to independence.  If a 

participant’s data were observed in both groups, that participant was removed entirely from the 

study.  Multivariate normality was approximated through observation of box plots and 

histograms created for each DV across the groups.  Given that MANOVA designs are robust to 

moderate deviations in normality, especially when adequate sample size and a balanced design is 

used, issues concerning sampling distribution deviations are inconsequential (Tabachnick & 

Fidell, 2013).  The presence of univariate and multivariate outliers were examined using 

boxplots and assessing Mahalanobis distance values for each group.  Homogeneity of variance-

covariance matrices were evaluated using Box’s M test.  Linearity among DVs was evaluated 

using scatterplots and issues concerning multicollinearity and singularity were examined using 

intercorrelation coefficients. 
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 Overall difference among groups.  The central question addressed in overall difference 

among groups is: "Does one group, on average, score higher on the collective set of measures 

than another" (Tabachnick & Fidell, 2013, p. 313)?  For example, does integrated behavioral and 

primary healthcare approach lead to lower scores on the ANSA subscales and number of crisis 

events when compared to TAU (i.e., between-groups main effect)?  From this perspective, the 

overall difference among groups is analogous to the univariate between-subjects ANOVA test.  

The grand mean is calculated for each group across all DVs to determine whether a statistically 

significant difference exists.  If the null hypothesis is rejected, indicating that a statistically 

significant difference exists, than the observation of a variation in mean difference scores will 

indicate how each group scored with respect to each other.        

 Parallelism of profiles. The central question addressed in parallelism of profiles is: "Do 

different groups have similar profiles" (Tabachnick & Fidell, 2013, p. 312)?  The parallelism test 

of profiles examines whether an interaction occurred within and between the groups.  For 

example, does integrated behavioral and primary healthcare and TAU lead to the same pattern of 

decrease in ANSA subscale scores and number of crisis events?  To evaluate parallelism, the 

data matrix of DV scores is converted into difference scores.  In this investigation, four 

difference scores or segments resulted: (a) Risk Behaviors vs. Behavioral Health Needs, (b) 

Behavioral Health Needs vs. Life Domain Functioning, (c) Life Domain Functioning vs. 

Strengths, and (d) Strengths vs. crisis events.  Each segment represents a slope value used to 

determine if the difference between risk behaviors and behavioral health needs is the same for 

individuals who received either the integrated intervention or the TAU intervention.  The order 

of the segments was arbitrarily selected and had no intrinsic meaning.  A one-way MANOVA 

was conducted on segments across each group.  If a statistically significant difference exists 
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between segments, than one or more slopes are different, negating the existence of parallel 

profiles.   

 Flatness of profiles.  The central question addressed by flatness of profiles is: "Do all 

dependent variables elicit the same average response" (Tabachnick & Fidell, 2013, p. 313)?  

Similar to the test of parallelism, segments are evaluated using a MANOVA to determine if a 

statistically significant deviation occurred between zero-matrices and the segmented data across 

each group.  In other words, independent of the groups, does an average similar response occur 

across all dependent variables (i.e., within-group effect)?  If profiles are not parallel it can be 

concluded that one or more profiles are in fact not flat.   

Summary 

 This chapter explored the methodological principles used to investigative whether a 

variation exists among participants’ mean difference scores of client global functioning and a 

reduction in crisis events between an integrated behavioral and primary healthcare approach and 

a TAU condition, behavioral health only approach.  Participants were sampled at random from 

two preexisting groups yielding a total sample of 198 participants.  Both the independent and 

dependent variables were discussed in detail.  A statistical procedure known as profile analysis, a 

multivariate approach to repeated measures ANOVA, was used to examine whether profiles of 

both the treatment and control conditions were parallel across all dependent measures; whether 

each profile was flat, yielding the same average response on each dependent measure; and if both 

profiles produced the same average level of response across all DVs. 
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CHAPTER IV 

Results 

 This chapter provides a description of the sample and the statistical analyses conducted to 

explore each research question.  The purpose of the current study was to determine if a variation 

exists in the ANSA Risk Behaviors, ANSA Behavioral Health Needs, ANSA Life Domain 

Functioning, and ANSA Strengths subscales as well as the number of crisis events reported by 

clients receiving either an integrated behavioral and primary healthcare treatment approach or 

treatment-as-usual, behavioral health only approach at a regional mental health agency, across a 

12-month treatment period.  By comparing mean difference scores between groups, the intent of 

this study was to determine if one treatment approach yielded differential treatment gains 

(decrease in ANSA subscales and crisis events mean difference scores) for the profiles, across a 

12-month treatment period.   

 Given the ex post facto nature of this study, outcomes of the ANSA instrument and the 

number of crisis events that occurred, as well as pertinent demographic variables were 

synthesized from three different data sources: (a) electronic health records software--Anasazi, (b) 

an agency created spreadsheet--Open Client Report, and (c) clients’ medical records.  Pre- and 

post-test scores (collected on day 1 and day 365) were recorded in an excel spreadsheet 

developed by the primary researcher, and later converted into difference scores using the variable 

transformation function of SPSS.    

 Results of this study included demographics of the sample and descriptive statistics.  

Model assumptions were evaluated for profile analysis.  A chi-square test for homogeneity was 

used to determine group equivalency across variables of age, gender, and ethnicity, after-the-fact.  

A profile analysis was used to address each research question simultaneously across three null 
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hypotheses: overall level, parallelism, and flatness of profiles.  All analyses were completed 

using the Statistical Package for Social Sciences (version 20).  This study utilized a balanced 

design, the same number of participants in both the treatment and control group.  No missing 

data were present.  

Demographics of Participants by Treatment Type 

 The demographic variables of age, gender, primary psychiatric diagnosis, and medical 

diagnosis of participants were analyzed separately by treatment type.  This separation allowed 

for direct comparison of demographics variables across treatment type to be made.  This 

approach seemed useful given the archival data used in this study.  A total of 196 (n = 98 

integrated; n = 98 TAU) participants were randomly selected from a sampling pool of 400 

potential participants (N = 200 integrated; N = 200 TAU).  Regardless of group membership, 

each participant had approximately a 50% chance of being selected for inclusion in this study.    

 Integrated behavioral and primary healthcare treatment.  The integrated behavioral 

and primary healthcare group sample consisted of 98 total participants.  Males accounted for 

37% (n = 36) of the sample and females accounted for the remaining 63% (n = 62).  The mean 

age was 47.3 years (SD = 12.3); with participants ranging in age from 20 to 73 years old.  

Ethnicity of the sample was predominately Hispanic (58%; n = 57), with the remainder self-

identifying as White (39%; n = 39), and African American (2%; n = 2).  Participants’ primary 

psychiatric diagnoses included depression spectrum diagnoses (61.2%; n = 60), bipolar spectrum 

diagnoses (29.6%; n = 29), and schizophrenia spectrum diagnoses, to include unspecified 

psychosis (9.2%; n = 9).  Medical diagnoses consisted of hypertension (41.8%; n = 41), obesity 

(15.3%; n = 15), diabetes mellitus type 1 (7.1%; n = 7), diabetes mellitus type 2 (16.3%; n = 16), 

chronic pulmonary heart disease (2%; n = 2), and lipidoses (5.1%; n = 5).  Also, 31.6% of 
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participants (n = 31) were diagnosed with other non-primary medical conditions such as 

convulsive disorder, neuropathy, hypothyroidism, and asthma.  Approximately 35% of the 

sample (n = 34) lacked a formal medical diagnosis, yet met the inclusion criteria to participate in 

the integrated behavioral and primary healthcare treatment, established by the community mental 

health center.  It should be noted that percentages of medical diagnoses is greater than 100% due 

to participants potentially having more than one medical condition.   

 Treatment-as-usual, behavioral health only treatment.  The TAU group sample 

included 98 total participants.  Males consisted of 47% (n = 46) of the sample, with females 

constituting the remaining 53% (n = 52) of the sample.  The mean age was 48.9 years (SD = 

13.4); with the range in age being 19 to 74 years old.  Ethnicity of the sample was predominately 

Hispanic (56%; n = 55), with the remainder self-identifying as White (36%; n = 35), African 

American (4%; n = 4), or Native America (1%; n = 1). In addition, three participants opted not to 

disclose their ethnicity.  Participants’ primary psychiatric diagnoses included depression 

spectrum diagnoses (41.8%; n = 41), bipolar spectrum diagnoses (27.6%; n = 27), and 

schizophrenia spectrum diagnoses, to include unspecified psychosis (30.6%; n = 30).  Medical 

diagnoses consisted of hypertension (33.7%; n = 33), obesity (22.4%; n = 22), diabetes mellitus 

type 1 (6.1%; n = 6), diabetes mellitus type 2 (15.3%; n = 15), chronic pulmonary heart disease 

(2%; n = 2), and lipidoses (5.1%; n = 5).  Additionally, 35.7% of participants (n = 35) were 

diagnosed with other non-primary medical conditions such as tachycardia, arthritis, 

hypothyroidism, and asthma.  Approximately 40% of the sample (n = 39) lacked a formal 

medical diagnosis.  Again, it should be noted that the percentages of medical diagnoses present is 

greater than 100% due to participants potentially having more than one medical condition.   
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Chi-Square Test for Homogeneity 

 A chi-square test for homogeneity was used to determine group equivalency among the 

demographic variables of age, gender, and ethnicity according to the type of treatment received.  

The utility of the statistical outcome for a chi-square test analysis is dependent on meeting the 

model assumptions of non-parametric testing, particularly the need for variables to be categorical 

in nature.  Given that age is a continuous variable, discrete categories were created in increments 

of 10 units of age.  Age of the sample ranged from 19 to 74 years.  The first age category 

consisted of ages 18 to 27, the second age category consistent of ages 28 to 37, the third age 

category consisted of ages 38 to 47, and so forth, representing six distinct categories of age.  An 

alpha level of .017 (.05/3) was utilized to control for the familywise type 1 error rate due to 

running multiple chi-square tests.  Observed values from crosstabs analysis are presented in 

Table 1.  A statistically nonsignificant association was noted between gender and treatment type 

received, χ
2
(1) = 2.10, p = .15.  Likewise, a statistically nonsignificant association existed 

between age and treatment type received, χ
2
(5) = 4.39, p = .50.  In regards to ethnicity, a 

statistically nonsignificant association was apparent across treatment types, χ
2
(4) = 4.92, p = .30.  

The null hypothesis for chi-square test for homogeneity asserts that groups are similar across 

variables of interest when the null hypothesis is retained.  As in the case for this study, it is 

apparent that the variables of gender, age, and ethnicity were homogeneous across treatment 

groups. 
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Table 1 

Crosstabs of Observed Frequencies for Chi-Square Test for Homogeneity  

Variable  Treatment Type  

       IPH TAU Total 

Gender Male 36   46 82 

 Female 62 52 114 

     

 Total  98 98 196 

     

Age 18 to 27 9 9 18 

 28 to 37 14 14 28 

 38 to 47 25 16 41 

 48 to 57 30 34 64 

 58 to 67 18 19 37 

 68 to 77 2 6 8 

     

 Total  98 98 196 

     

Ethnicity  Hispanic 57 55 112 

 White 39 35 74 

 African American  2 4 6 

 Asian American 0 0 0 

 Native American  0 1 1 

 Undisclosed 0 3 3 

     

 Total  98 98 196 

Note. IPH = Integrated Primary Healthcare; TAU = treatment-as-usual; N = 196 

 

Profile Analysis 

A profile analysis was conducted to examine profile differences between an integrated 

behavioral and primary healthcare treatment group and a TAU, behavioral healthcare only 

treatment group, across five variables that represent holistic client functioning (i.e., Risk 

Behaviors, Behavioral Health Needs, Life Domain Functioning, Strengths, Crisis Events), across 

a 12-month treatment period.  Profile analysis is a special application of multivariate analysis of 

variance (MANOVA).  Each research question (i.e., research question 1-5) was evaluated across 

three null hypotheses of profile analysis: (a) the overall difference among profiles, (b) the 
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parallelism of profiles, and (c) the flatness of profiles, to determine if a true difference exists 

between profiles, as well as the uniqueness within each profile.  Determining whether to use a 

profile analysis instead of a MANOVA design is based on whether the DVs are subjected to the 

same scaling technique.  In other words, DVs must be commensurate, either occurring naturally 

or by subjecting each DV to a standardization technique (e.g., z-scores, t-scores, etc.).  As in the 

case for this study, mean difference scores were utilized as the method of standardization.  

Pre- and post-test scores obtained from pre-existing data were recorded at day 1 and 

again at day 365.  Mean difference scores were created by subtracting pre-test scores from post-

test scores.  A negative value is indicative of a decrease in ANSA score or crisis event for that 

domain, representing a positive treatment effect (decrease in needs to treat or increase in 

strengths).  Likewise, a positive value is indicative of an increase in ANSA score or crisis event 

for that domain, representing a negative treatment effect (increase in needs to treat or a decrease 

in strengths).     

Model assumptions for profile analysis.  Model assumptions for profile analysis 

include linearity, absence of multicollinearity, homogeneity of variance-covariance matrices, 

multivariate normality, and absence of univariate and multivariate outliers.  The assumption of 

linearity was examined using scatterplots and correlation coefficients.  No curvilinear 

relationships were noted.  A statistically significant (p < .05) relationship was noted across all 

pairwise comparisons of DVs except across the DV of Crisis.  Consequence of violating this 

assumption in profile analysis is loss of statistical power in the test of parallelism.  However, 

studies that employ robust sample sizes, as in the case of this study, mitigates the consequences 

of this assumption (in this study power, 1-β = .88, for the test of parallelism was sufficient; 

Tabachnick & Fidell, 2013).  Multicollinearity was assessed using correlation coefficients across 
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DVs.  Correlations across DVs ranged from .07 to .51, indicating absence of multicollinearity.  

Assumption for homogeneity of variance-covariance matrices was assessed using Box's M = 

23.4, p = .09, indicating equal within-group variances.  Multivariate normality was approximated 

through observation of normal distribution of box plots for each DV across groups, as well as by 

meeting the assumptions of linearity and homogeneity of variance-covariance matrices 

(Tabachnick & Fidell, 2013).  Univariate and multivariate outliers were examined using box 

plots and mahalanobis distances.  Both univariate and multivariate outliers were present, 

particularly in the DVs of Strengths and Crisis.  Scores for these DVs were check for entry errors 

and scrutinized with respect to the research questions, the sampling procedures, and the intended 

population under investigation.  Given the intent of this dissertation study was to determine 

treatment effectiveness in vivo, as well as the utilization of random sampling from two 

predetermined groups, all outliers were retained to provide a more accurate depiction of the 

population from which the sample occurred.   

Findings from profile analysis.  Descriptive statistics are presented in Table 2.  An 

alpha level of .05 was used across the null hypotheses of overall level, parallelism, and flatness 

of profiles.  Figure 1 presents a graphical depiction of group profiles across DVs of holistic client 

functioning.   

Level of profiles.  A statistically significant effect was observed between the average of 

all mean difference scores across profiles, indicating a dissimilar level of treatment gains, F(1, 

194) = 14.76, p < .001, f 
2
 = .29.  Power of the study was sufficient for this effect, 1-β = .97.  The 

rejection of this null hypothesis asserts that profiles are of dissimilar levels (see Figure 1).  Level 

for each profile is determined by averaging the mean difference scores across DVs, resulting in 

an overall grand mean for that profile.  Grand mean difference scores represent the overall, 
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average difference from pre-test to post-test on the ANSA subscales and crisis events across a 

12-month treatment period.  For the TAU, profile mean difference scores of .05 (Risk behaviors), 

.10 (Behavioral Health Needs), -.02 (Life Domain Functioning), -.35 (Strengths), and -.02 

(Crisis) yielded a grand mean difference score of -.05.  For the Integrated profile, mean 

difference scores of -.42 (Risk behaviors), -1.13 (Behavioral Health Needs), -1.42 (Life Domain 

Functioning), -2.86 (Strengths), and -.10 (Crisis) yielded a grand mean difference score of -1.18 

(see figure 1).  A negative value in either the subscale scores or the grand mean difference score 

(MDTAU = -.05; MDIntegrated = -1.18) represent a decrease in scores for that specific subscale; or an 

overall, average score specific to that profile.  A decrease in ANSA score, whether specific to 

that subscale or as an overall average, can be interpreted as a decrease in needs to treat and an 

increase in personal strengths.  Therefore, decreases in ANSA subscale scores or overall average 

score is highly desirable, and indicative of a positive treatment gain. 

To determine the degree of this effect, the overall average mean difference scores 

between profiles (i.e., MDTAU = -.05; MDIntegrated = -1.18) were compared.  Since mean difference 

scores represent a standardized unit of measure, a change in one mean difference score unit in 

one profile represents the same degree of change in the other profile, making direct comparisons 

between profiles possible.  When comparing the overall, average level between profiles, a mean 

difference score of 1.18 units for the integrated group and a mean difference score of .05 units 

for the TAU group represent a treatment effect difference of approximately 24 times (1.18/.05 = 

23.6) in favor of the integrated behavioral and primary healthcare treatment approach.  A more 

conservative method of determining treatment effectiveness relies on using the standard error of 

the mean difference, a parameter estimate of the error associated with the overall mean 

difference score, as a threshold level of determining treatment effectiveness (Watson, Lenz, 
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Schmit, & Schmit, 2016).  For both treatment approaches, the standard error of the mean 

difference is .21.  For the integrated behavioral and primary healthcare approach, a 1.18 units of 

change represents an average treatment effect of approximately 5.6 times one standard unit of the 

standard error of the mean difference.  Likewise, for the TAU approach, a .05 unit of change 

represents an average treatment effect of approximately a quarter (.24) of one standard unit of the 

standard error of the mean difference.  In other words, the integrated approach yielded a 

treatment effect 5.6 times beyond that of random error, and the TAU approach yielded a 

treatment effect of less than one quarter of one unit of random error.    

Parallelism of profiles.  A statistically significant interaction between treatment type and 

mean difference scores for holistic client functioning was apparent, indicating nonparallelism 

among profiles, Wilks’ λ = .93, F(4, 191) = 3.70, p = .006, f 
2 

= .28.  Power of the study was 

sufficient for this effect, 1-β = .88.  The rejection of this null hypothesis asserts that profiles 

yielded a differential pattern of response across holistic client functioning (see Figure 1).  For the 

integrated treatment approach, clients experienced a decrease in score across each of the ANSA 

subscales and crisis event measure [-.418 (Risk Behaviors), -1.13 (Behavioral Health Needs), -

1.42 (Life Domain Functioning, -2.86 (Strengths), and -.102 (Crisis)], indicating that integrated 

behavioral and primary healthcare treatment was quite impactful across all aspects holistic client 

functioning.  Clients who received the TAU protocol responded with mixed effects [.05 (Risk 

behaviors), .10 (Behavioral Health Needs), -.02 (Life Domain Functioning), -.35 (Strengths), and 

-.02 (Crisis)].  Only three of the five domains of the ANSA (Life Domain Functioning, 

Strengths, and Crisis) yielded positive treatment gains for participants receiving the standard 

treatment protocol, although only a fraction of one standardized mean difference unit (see Figure 

1). 
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Flatness of profiles.  A statistically significant effect was observed across mean 

difference scores of holistic client functioning, indicating that one or both profiles are not flat, 

Wilks’ λ = .92, F(4, 191) = 3.95, p = .004, f 
2
 = .29.  Power of the study was sufficient for this 

effect, 1-β = .90.  Absence of flatness suggests that one or both treatment approaches yielded 

differential gains across holistic client functioning.  For the integrated behavioral and primary 

healthcare profile, scores across the ANSA and crisis events measures differed substantially from 

one another (see Figure 1), indicating a non-flat profile.  For instance, the domain of Strengths (-

2.86) was impacted by the integrated behavioral and primary healthcare approach 6.8 times more 

than Risk Behaviors, 2.5 times more than Behavioral Health Needs, 2 times more than Life 

Domain Functioning, and 28.6 time more than Crisis.  A dissimilar phenomenon was observed 

for the TAU group.  Scores across the ANSA and crisis event measure differed to some degree 

(see Figure 1), particularly in the domain of Strengths suggesting that the TAU profile may not 

be flat.  Again using Strength (-.35) as the benchmark, it is impacted by the TAU approach 6 

times more than Risk Behaviors, 2.5 times more than Behavioral Health Needs, and 17.5 time 

more than Life Domain Functioning and Crisis.   

Each statistical test performed across the null hypotheses of profile analysis (i.e., 

parallelism, flatness, and level) revealed a moderate, approaching large degree of effect.  Effect 

size estimates were evaluated using Cohen’s f
2
 (1988) standards of: small = .02, medium .15, and 

large = .35, indicating the degree to which treatment type impacted mean difference ANSA 

scores and crisis event indicator over a 12-month treatment period.   
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Table 2 

Means, Standard Deviations, and Mean Difference Scores for DVs Across Groups 

 Variable Mpre SDpre Mpost SDpost MD SDMD N 

Integrated         

      RB 1.56 1.63 1.14 1.54 -.42 .94 98 

      BHN 9.00 3.86 7.78 3.77 -1.13 3.09 98 

      LDF 9.34 4.56 7.92 4.18 -1.40 3.98 98 

      Strengths 16.80 7.87 14.00 6.45 -2.86 6.35 98 

      Crisis .12 .41 .02 .14 -.01 .44 98 

        

TAU        

      RB 1.24 1.96 1.30 1.62 .05 1.13 98 

      BHN 7.94 4.19 8.04 4.17 .10 3.26 98 

      LDF 9.04 5.13 9.02 4.71 -.02 3.18 98 

      Strengths 15.30 7.39 14.90 7.10 -.35 5.14 98 

      Crisis .13 .49 .11 .38 -.02 .50 98 

Note. Mpre = mean of pre-test scores; SDpre = standard deviation of pre-test scores; Mpost = mean 

of post-test scores; SDpost = standard deviation of post-test scores; MD = mean difference; SDMD 

= standard deviation of the mean difference; a negative MD score indicates a positive treatment 

gain over a 12-month period 

 

 

 

Figure 1. A graphical depiction of mean difference scores for each profile across DVs of holistic 

client functioning. Note that RB = Risk Behaviors; BHN = Behavioral Health Needs; LDF = Life 

Domain Functioning; a negative value demonstrates an improvement in ANSA subscale score 

specific to that domain, over a 12-month treatment period.     
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CHAPTER V 

Discussion 

This purpose of chapter five is to give context to the findings offered in chapter four.  A 

review of the rationale for this study is presented, followed by implications for counselors, 

counselor educators, and policy makers.  Limitations of this research study, as well as future 

research recommendations concerning integrated behavioral and primary healthcare are 

explored.    

Rationale for the Study  

Although a greater focus on individuals' physical health by mental health services has 

occurred (Brekke et al., 2013; Colton & Manderscheid, 2006; Druss et al., 2011; Manderscheid 

& Kathol, 2014; Mardone et al., 2014; SAMHSA, n.d.; Sharf et al., 2013; The Schizophrenia 

Commission, 2012), mortality rates of individuals with SMI remain consistently higher than the 

general population (Pearsall, Smith, Pelosi, & Geddes, 2014).  Treatable health disorders such as 

cardiovascular disease, diabetes, obesity, and hypertension contribute to a disproportionately 

higher incidence of mortality among persons with SMI.  To combat this observed phenomena, 

integrated behavioral and primary healthcare treatment emerged as one potential solution.   

To date, treatment effectiveness of integrated behavioral and primary healthcare is sparse, 

lending little if any information on the effectiveness of integrated services for mental health 

outcomes.  The available research on integrated treatments has focused primarily on integration 

of substance abuse treatment and mental health services (e.g., Barrowclough et al., 2001; 

Mercer-McFadden et al., 1997; Penn & Brooks, 2000).  Of the available research concerning 

integrated behavioral and primary healthcare services, most researchers have focused on patient 

satisfaction (Funderburk, Fielder, DeMartini, & Flynn, 2012); longitudinal improvements in 
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clients’ mental health (Ray-Sannerud et al., 2012); implementation of services and various 

models of integration (Everett et al., 2014; Manderscheid & Kathol, 2014); preliminary 

examination of empowerment, quality of life, and health economic measures (Stierlin et al., 

2014); or are more conceptual in nature (Brown, 1998; Dickerson et al., 2003; Goldberg et al., 

2007; Leigh, Stewart, & Mallios, 2006).  Thus outcome research is needed to determine the 

effectiveness of integrated behavioral and primary healthcare treatment with clients diagnosed 

with SMI to address gaps in the literature and provide valuable information regarding the impact 

of this approach on holistic client functioning.  The current study was conducted to address these 

needs.  

Discussion of Findings 

The effectiveness of an integrated behavioral and primary healthcare treatment approach 

was explored by comparing a TAU, behavioral health only approach across five DVs that 

collectively defined holistic client functioning [the four subscales of the ANSA (Risk Behaviors, 

Behavioral Health Needs, Life Domain Functioning, Strengths) and the number of crisis events] 

for the agency where this study took place.  Data obtained from the Adult Needs and Strengths 

Assessment (ANSA) and the number of crisis events within 30 days of the ANSA administration 

were analyzed between groups using a statistical approach known as profile analysis.  Mean 

difference scores (post-test minus pre-test) were created to standardize DVs across groups, an 

assumption requirement in profile analysis.  Each research question (i.e., research question 1-5) 

was examined across three null hypotheses of profile analysis: (a) level, (b) parallelism, and (c) 

flatness of profiles.   

Level of profiles.  This null hypothesis asserts that profiles are of similar level.  In other 

words, both treatment approaches yielded a similar overall average response across indictors of 
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holistic client functioning.  Both profiles yielded an overall average decrease in ANSA subscale 

scores and crisis events showing a positive treatment effect; however, the integrated profile had a 

significantly larger decrease in level.  With respect to research questions 1-5, the variation in 

level observed between groups supported the rejection of the level hypothesis, asserting that the 

integrated behavioral and primary healthcare approach to be more effective than the TAU 

approach in improving clients’ holistic functioning across a 12-month treatment period.     

The findings from level of profiles indicate that the integrated behavioral and primary 

healthcare treatment approach is approximately 24 times more effective than a TAU approach on 

improving clients’ holistic functioning, representing a moderate degree of treatment effect.  The 

difference in observed effect in level, as indicated by the results of this study, is due to the 

integrated primary healthcare component, which is absent in the TAU approach.  Primary 

healthcare services offered in a behavioral health setting allow for a coordinated system of 

treatment delivery to take place.  As a result, individuals’ physical and mental health concerns 

are addressed concomitantly, reducing many of the individual-level barriers such as the lack of 

trust with health professionals, difficultly with identifying community resources, and concerns 

with confidentiality that often results from receiving mental health and primary healthcare 

services in distinctly separate settings (Valleley et al., 2007).      

As for the TAU group, observed difference in level may be due to the lack of 

coordination between mental health and primary healthcare service providers.  As a result, 

participants were responsible to seek their own primary care services, or at most, they sought out 

referrals from their mental health counselor.  Eight-seven percent (n = 86) of participants in the 

TAU group have some form of health insurance (e.g., Medicaid, Medicare, private insurance, 

etc.), as well as similar primary health conditions observed in the integrated treatment group 
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[TAU: hypertension (33.7%), obesity (22.4%), diabetes mellitus type 1 (6.1%), diabetes mellitus 

type 2 (15.3%), chronic pulmonary heart disease (2%), lipidoses (5.1%); Integrated: 

hypertension (41.8%), obesity (15.3%), diabetes mellitus type 1 (7.1%), diabetes mellitus type 2 

(16.3%), chronic pulmonary heart disease (2%), lipidoses (5.1%)], yet they only improved less 

than quarter of one standard unit of the mean difference.  These statistics suggest that the lack of 

a well-coordinated system care of has profound effects on clients’ holistic functioning, if they 

even received primary healthcare services at all.    

Parallelism of profiles.  This null hypothesis asserts that profiles are parallel across 

DVs.  In other words, both treatment approaches yield the same level of response across 

indictors of holistic client functioning (subscales of the ANSA) is assumed.  The test of 

parallelism in profile analysis is used to determine if an interaction is present between treatment 

type received and varying conditions of holistic client function.  If an interaction effect is 

present, it can be concluded that each treatment approach uniquely impacted holistic client 

functioning.  

In the case of this study, a significant interaction effect was apparent (see Figure 1).  The 

existence of an interaction effect, with respect to research questions 1-5 and the hypothesis of 

parallelism of profiles, further supports the assertion that a variation exists between groups 

across holistic client functioning.  Differences in participants’ responses on the ANSA subscales 

and crisis event indicator were dependent upon which treatment approach they received, 

indicating that treatment type produced a moderate degree of effect across holistic client 

functioning. 

Integrated behavioral and primary healthcare.  The integrated approach addressed 

individuals’ from a holistic prospective, considering both mental health and primary health 
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concerns in a coordinated system of care.  It is the co-location and seamless coordination among 

professionals who are cross trained in both mental health and primary healthcare needs that truly 

benefits individuals in these services.  As a result, persons with SMI receive a more 

comprehensive service, while their healthcare professionals consider the impact of physical 

health on mental well-being, and vice-versa.  Primary health is often referred to as the gateway 

for overall general health (Ray-Sannerud et al., 2012), and in many cases, serves as the bridge to 

mental health services for persons diagnosed with SMI.  By offering primary healthcare services 

in a behavioral health setting, many of the individual level barriers are reduced.  According to 

Jacobsen and Greenley (2001) and Slade, Amering, and Oades (2008), recovery from SMI is 

advanced through particular strategies used during treatment, suggesting that difference exists 

among treatments in addressing barriers that inhibit recovery.     

In contrast to the TAU approach, integrated behavioral and primary healthcare impacted 

each aspect of holistic client functioning in positive ways (clients’ needs to treat decreased and 

strengths increased), showing marked improvement over the one-year treatment period.  Greater 

differences in mean difference scores were more apparent in three domains [i.e., -1.13 

(Behavioral Health Needs), -1.42 (Life Domain Functioning, -2.86 (Strengths)], with strengths 

showing the most improvement.  Similar to the TAU approach, integrated behavioral and 

primary healthcare is designed to address symptoms associated with SMI, and improve client 

functioning surrounding constructs of employment, living skills, and self-care practices. 

However, the integrated approach seems to have an added advantage of enhancing current 

strengths and possibly identifying new ones not previously known to the client, beyond the effect 

of the TAU approach.  One possible explanation for this observed effect may be explained by 

Banduras’ Social Learning Theory (Bandura, 1977).  Bandura posited that therapeutic outcomes 
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are in-part due to client’s beliefs that they can accomplish specific tasks, a concept he referred to 

as self-efficacy.  Personal strengths are perceptions of one’s own assets, whether they be physical 

or cognitive, and influence one’s decision to engage in behavioral change.  The more identified 

strengths a person has, the greater the degree of self-efficacy in task completion, the greater 

likelihood of positive treatment outcomes.  Thus, integrated behavioral and primary healthcare 

offers individuals far better gains when compared to TAU in the domain of strengths (see Figure 

1).  I hypothesize that self-efficacy moderates the relationship between strengths and other aspect 

of holistic client functioning (Risk Behaviors, Behavioral Health Needs, Life Domain 

Functioning, and Crisis), possibly explaining the difference observed between participant mean 

difference scores on the ANSA when compared to the TAU group.        

TAU.  The same effect described above was not observed in the TAU approach.  The 

domains of Risk Behaviors and Behavioral Health Needs showed an increase in ANSA score, 

indicating that participants actually got worse in those domains over the one-year treatment 

period.  Differences in scores across the ANSA and crisis event measure suggest that each 

treatment uniquely addresses holistic client functioning, perhaps shedding light on the intent of 

each treatment with respect to mental health outcomes.   

Initially, standardized treatment protocols may have been designed to create stability 

across facets of holistic client functioning.  In 2004, the State of Texas revamped its previous 

system of treatment delivery by implementing a standardized assessment to identify services that 

would address individuals’ needs (Cook, Toprac, & Shore, 2004).  Often, the first-line of defense 

was medication management and case coordination for individuals diagnosed with SMI (Lopez 

& Basco, 2015), suggesting the intent of community mental health treatment, at least for those 

involved in the standardized treatment protocol, is to ensure stability of client’s symptoms while 
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navigating the complexities associated with SMI.  Although TAU can consist of services ranging 

from skills training, Cognitive Behavioral Therapy, routine case management, and so forth, 

individuals must present a need during the intake-assessment process, and be willing to accept 

participation in these services.  If a client refuses a more intense level of care, they are 

automatically deviated into a lower level of service that focuses primarily on stabilization 

through pharmacological therapies.  Perhaps services (e.g., skills training, CBT, psychosocial 

rehabilitation) offered  in TAU, although not intentional, take a backseat  so-to-speak to 

pharmacological intervention in standardized treatment, explaining the mixed, rather indifferent 

treatment effect observed across holistic client functioning in the TAU group.  Interestingly 

though, the domain of Strengths (-.35) seemed to be quite responsive to the TAU protocol when 

compared to other domains of holistic client functioning.  One possible explanation may be 

related to the domain of Strengths itself.  Strengths are more of an intrapersonal concept, ranging 

from actual to perceived beliefs, emotions, and resources that vary from person to person.  The 

TAU approach used in this study, at best, may have enhanced individuals previously identified 

strengths; however, it may have failed to foster new strengths over time.  According to Schrank, 

Brownell, Tylee, and Slade (2014), previous treatments in community mental health focused 

more on illness management, stability in symptoms, and client deficits.  It was not until the 

1980s that community mental health made this shift to a recovery-oriented treatment that focused 

on overall well-being. 

Flatness of profiles.  This null hypothesis asserts that independent of treatment type 

(between-subject factor), each profile is flat.  In other words, regardless of the differences 

between treatments, each approach should impact various aspects of holistic client function in a 

similar fashion.  The test of flatness is explored independently for both profiles; however, 
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through visual analysis (see Figure 1) a comparison of the degree of flatness between treatment 

types can be made.  Thus research questions 1-5, as they relate to the hypothesis of flatness of 

profiles, in the case of this study, demonstrate differing degrees of flatness, further supporting 

that a variation exists between groups across holistic client functioning.  According to the test of 

parallelism, a significant interaction occurred between treatment type and holistic client 

functioning, suggesting that one or more profiles are in fact not flat.   

Integrated behavioral and primary healthcare.  Differences observed across holistic 

client functioning for the integrated behavioral and primary healthcare group were a direct result 

of the treatment approach itself.  A fully integrated model of treatment offers individuals greater 

access to a variety of professionals who are essentially bilingual in regards to mental health and 

primary healthcare needs.  Thus, persons with comorbid SMI and primary healthcare disorders 

who participate in an integrated model of treatment may be afforded an advantage in identifying 

resources due to the collective knowledge of all professional involved in treatment, which is 

absent in the TAU protocol.  Also, the frequency of contacts between the client, the mental 

health professional, and the primary healthcare professional are increased in the integrated 

approach of treatment.  Often times, when a person meets with their primary care physician, it is 

fairly common for that individual to interact with their mental health professional, and for the 

health professionals to interact among each other.  These interaction helps to solidify the 

therapeutic relationship between client and treatment provider, as well as strengthen the 

treatment efficacy of the intervention, which may explain why the integrated behavioral and 

primary healthcare approach differently impacts holistic client functioning.   

TAU.  Differences observed across holistic client functioning for the TAU group were a 

direct result of the treatment approach itself.  The effects of the standardized treatment protocol 
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across holistic client functioning were fairly consistent except in the domain of strengths.  Unlike 

the integrated treatment approach, TAU generally consists of interactions between the client and 

the case manager, which occur less often (e.g., once every 90 days) when compared to the 

integrated treatment approach.  Individuals may need to identify resources on their own in-

between appointments, or even worse, they may fail to take action concerning their healthcare 

needs completely.  This may be due to being unaware of the available resources in their 

community, as well as the lack of trust established between client and healthcare provider.  As a 

result, clients in the standardized treatment protocol may rely on their medications solely to 

maintain stability (absence of treatment gains) in functioning, which may explain the flatness 

observed across dimensions holistic client functioning, perhaps an unintended outcome of the 

TAU approach. 

Implications for Counselors, Counselor Educators, and Policy Makers 

Implications of these findings have far reaching effects for counselors, counselor 

educators, and policy makers.  Counselors have an ethical obligation to the clients they serve 

which entails the use of treatment modalities that are empirically driven or grounded in scientific 

evidence (ACA, 2014).  This study provides empirically driven evidence regarding the 

effectiveness of two different treatment modalities: an integrated behavioral and primary 

healthcare and a standard treatment protocol (i.e., TAU) across indicators of holistic client 

functioning.  Through comparison, the integrated behavioral and primary healthcare treatment 

modality was found to be far superior in addressing clients’ needs and enhancing previously 

identified strengths while possibly fostering new strengths as well.  However, the same effect 

was not observed for participants in the TAU modality.  Evidence of this nature can promote 

open discussion between clients who are currently in standard treatment and demonstrate need 
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for higher, more comprehensive level of care but seem ambivalent about such services.  In fact, 

Altekruse, Harris, and Brandt (2011) urged counselors to remember that they are not only 

providers of treatment but also educators to the clients they serve.  This includes not only 

educating clients about symptoms, but also available treatments, including the strength and 

limitation of each.  In regards to this study, a counselor may educate his/her client who presents 

with conditions of both depression and diabetes, indicating the services available as well as the 

strengths and limitations of each treatment modality through presentation of empirical evidence.  

As a result, clients, along with their counselors, can openly discuss the potential impact of 

selecting one treatment approach over the other.   

Counselor educators have the responsibility of preparing counselors for real world 

practice, as well as incorporating research into their teaching practice (Council for Accreditation 

of Counseling and Related Educational Programs [CACREP], 2016).  Furthermore, counselor 

educators have an ethical responsibility to promote treatment modalities that are grounded in 

empirical evidence (ACA, 2014).  This study provides counselor educators the opportunity to 

teach their students on the effectiveness of two different treatment modalities that exist in some 

form or fashion in mental health centers across the United States.  Because community mental 

health centers are some of the largest employers of mental health professionals, counseling 

students should have exposure to the types of treatment modalities offered at these facilities as 

well as a working knowledge of their effectiveness.  This dissertation study and its findings 

provide educators with access to information, serving the function of both informing and 

presentation of evidence to the students they teach.  In addition, these results lay the groundwork 

for educators to have an open discussion with their students regarding the qualities that make an 

effective study effective and how to integrate research into practice. 
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Since the 1990s, legislative bodies and policy makers who determine funding allocations 

to mental health programs have begun to pay more attention to empirically validated treatments 

(Speer, 1994).  In fact, there are entire websites (e.g., www.samhsa.gov/nrepp) dedicated to 

identifying empirically-based practices, as well as present the available evidence in support of 

those practices.  Community mental health centers rely on, for the most part, general revenue 

(tax-payer) dollars to create economic viability in these centers and to pay for client services.  

This dissertation study will help to inform policy makers and legislative bodies in making future 

decisions on whether to continue or increase funding towards integrated practices, specifically 

integrated behavioral and primary healthcare.  Interestingly, the findings of this study also 

challenge policy makers to examine the standard treatment protocol offered in all community 

mental centers.  Based on the results, it was determined that TAU protocol offered negligible, if 

any, treatment gains across the domains of holist client functioning, that is, clients made minimal 

progress towards improvement across a 12-month treatment period.  This result cannot be 

ignored, challenging policy makers and legislative body to explore the intended purpose of 

standard treatment protocol.  

Additional implications of this study relate to client strengths, limited resources in rural 

community settings, and the ever changing population demographic, especially in the southern 

region of the United States.  In both treatment approaches, client Strengths indicated significant 

post-treatment gains across the 12-month treatment period, suggesting that clients benefited, as a 

result of treatment, in improving personal strengths.  However, the integrated treatment approach 

yielded significantly higher treatment gains, when compared to the TAU protocol, due the 

integrated primary healthcare component.  This effect was quite apparent (see Figure 1).  Lyons 

and Walton (1999) suggested that over the course of treatment, clients’ identified needs can later 
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transform into personal strengths.  Perhaps mechanisms within the integrated treatment approach 

(e.g., level of coordination, quality of therapeutic relationships with care providers, level of 

stigma and barrier reduced, frequency of contact with care provider, etc.) as well as the treatment 

itself explain the differences observed in client strengths.  Thus, the findings of this study call on 

counselors to attend to the benefits of incorporating principles of strength-based or a positive 

psychology informed practices when working with individuals with SMI. 

Rural communities, like the one in which this study was conducted, often have limited 

resources, inhibiting clients from receiving the treatment care they need.  Integrated behavioral 

and primary healthcare serves as one solution to eliminating many of the barriers associated with 

rural mental health.  These barriers include a limited number of mental health and primary care 

professionals, difficulty navigating the services offered in the both health sectors, and the burden 

of traveling long distance to receive services can be reduced or even eliminated by offer them in 

an integrated fashion.  Clients not only have access to their mental health professional but also to 

their primary care physician who is located in the same building (in co-located integrated 

model), thus eliminating the need for scheduling additional appointments and/or taking 

additional days off to see additional  healthcare providers.  In the midst of these interactions, 

clients begin to build trusting relationships with the same professionals over time, perhaps 

reducing the stigma associated with healthcare services.       

As the population demographics of the United States continue to shift, outcome research 

regarding Hispanic populations and integrated services will prove invaluable over time.  

According to Krogstad (2014), the Hispanic population in the United States is expected to reach 

106 million by the year 2050, with the majority of this growth resulting from persons emigrating 

from Latin America.  Logically, Texas, with is close proximity to Mexico, would have a larger 
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settlement of Hispanic persons than other states.  Therefore, findings from this study would 

benefit community mental health centers in Texas and other states with large Hispanic 

populations.  

Limitations 

As with any research endeavor, limitations exists that should be discussed in detail, 

allowing readers to determine the utility of the findings for themselves.  Reporting limitation also 

communicates a level transparency in the research process.  For the current study, limitations 

were identified relating to the ex post facto, quasi-experimental design; generalizability of 

findings; and the ANSA instrument.  

The use of an ex post facto, quasi-experimental design is a limitation of this study.  

Archival data prevents the researcher from determining the quality of the data collected or even 

knowing the conditions upon which it was obtained.  Clinicians could have misinterpreted 

clients’ responses, made data entry errors, or administered the ANSA instrument under 

unfavorable conditions.  Any error introduced in the data is unknown to the researcher and 

unable to be controlled for which is a limitation of this study.  Similarly, the use of a quasi-

experimental design fails to draw a direct casual inference between the effect observed across 

indicators of holistic client functioning and the treatment type received.  Lastly, only subscale 

scores of the ANSA were collected and not each participants’ item score across the ANSA, 

which eliminates the ability to compute reliability estimates for the scores concerning the sample 

under investigation.   

Counselors, counselor educators, researchers, policy makers, and consumers of mental 

health services should be mindful of the ethnic composition of this study and recognize the limits 

of generalizing these findings to other groups beyond those included in the study sample. 
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Hispanic participants comprised the majority of the sample (n = 112; 57%), with White 

participants (n = 74; 37.7%) making up the remainder the sample.  African Americans (n = 6), 

Asian Americans (n = 0), and Native Americans (n = 1) all were severely underrepresented in 

this study.  As a result, findings should be generalized with caution and considerations given to 

the target population before making recommendations regarding who should participate in an 

integrated behavioral and primary healthcare treatment with respect to holistic client functioning.   

A final limitation of this study is related to the ANSA instrument.  To my knowledge, this 

is the first study to use the ANSA as an outcome measure.  Lyons and Walton (1999) posited that 

the ANSA can be used as a primary outcomes measure in two different ways.  First, by adding 

up the score for each item to yield an overall composite score, or second, by adding up the scores 

for each subscales yielding subscale scores.  However, a significant limitation of the ANSA 

instrument is the absence of defined cut-score for the overall composite score and subscale 

scores.  Clinicians and clients are left wondering what the between-score differences actually 

mean.  For example, if given scores of 123 and 163, how do these scores translate into needs and 

strengths client and counselor can work on throughout the therapeutic relationship?   

Future Research Considerations 

Future researchers should focus on building upon the results of this study.  To my 

knowledge, this study is one of the first outcome studies that focuses on holistic client 

functioning using an integrated behavior and primary healthcare treatment approach.  As a result, 

replication studies using a waitlist control group, a more representative sample of the United 

States population, and a valid and reliable outcome measure with well-defined cut-scores are 

warranted.  One interesting hypothesis that resulted from the findings of this study relates to 

client strengths with self-efficacy potentially moderating the relationship between client 
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strengths and holistic client functioning.  In regards to this study, both treatment approaches 

yielded significantly greater improvement in the domain of Strengths.  However, the integrated 

behavioral and primary healthcare treatment yielded an even greater degree of improvement in 

strengths, and across other domains of holistic client functioning as well, possibly due to 

increased self-efficacy.  In future studies, researchers should consider this possible relationship 

and examine the degree of self-efficacy promoted by both integrated and standard treatment 

protocols across indicators of holistic client functioning. 

Along with the considerations for future replication studies and exploring the moderating 

effect of self-efficacy, future research should encompass an exploration of determining an 

optimal treatment length for individuals diagnosed with SMI; the impact of each diagnosis, 

rather than the collective diagnosis of SMI, across indicators of holistic client functioning; and 

develop cut-scores to improve the utility of the ANSA as a primary outcome measure.  Although 

the findings of this study demonstrate significant effects between treatment approaches, there are 

short-comings related to this study, to include limited interpretability of mean difference scores 

at the client level, limited insight concerning the impact of client diagnosis on treatment 

outcomes, and concerns regarding the quality of the ANSA as an outcome measure due to 

absence of established cut-scores.  By addressing these areas, counselors, counselor educators, 

and policy makers will have better insight and understanding regarding what impacts client 

outcomes.  Is it the treatment, the person diagnosed with SMI, or the instrument quality that 

yields the desired treatment effect researchers seek?   

This study examined variations in the ANSA subscales and crisis events across a 12-

month treatment period.  However, the optimal treatment length for integrated behavioral and 

primary healthcare is unknown.  Perhaps clients demonstrate maximum benefit at 6-months 
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versus 12-months, or 18-months.  Therefore, future research should focus on treatment length 

and its impact on holistic client functioning across short and extended treatment periods.   

Future research should also consider the impact client diagnoses have on holistic client 

functioning for both integrated behavioral and primary healthcare and standard treatment 

protocols.  This dissertation study focused on the collective diagnosis of SMI, to include 

depression, bipolar, and schizophrenia and other psychotic disorders.  However, the impact of 

diagnosis across indicators of holistic client functioning is largely unknown for both integrated 

behavioral and primary healthcare treatment and a TAU approach.  Through distillation of 

treatment effect by diagnoses, policy makers, counselors, and clients could have a more accurate 

depiction of treatment impact, informing modification of treatment protocols across client 

diagnoses.  On the other hand, if no differences are found between SMI diagnoses, the robustness 

and equality of each treatment approach would be supported while holding diagnosis constant.            

A final consideration for future research is related to the ANSA instrument itself.  Given 

that the ANSA is the primary assessment tool used in many community mental health centers 

across the United States to determine level of care needs (Lyons & Walton, 1999), its utility as a 

primary outcomes measure is lacking do to absence of cut-scores.  It is possible that during 

construction of ANSA the developers focused more on the applicability of assessing and 

identifying treatment needs versus identifying treatment effects.  However, based on the finding 

of this study, the ANSA’s applicability as an outcome tool proved to be quite useful in parceling 

out differences between an integrated behavioral and primary health treatment and a standard 

treatment protocol across indicator of holistic client functioning.  Researchers should consider 

constructing cut-scores to assist future researchers who select the ANSA as a primary outcome 

measure.  Zieky and Perie (2006) recommended the follow steps when establishing cut-scores: 
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(a) decide if cut-scores would be beneficial, (b) identify and appoint experts who are familiar 

with the assessment tool and with establishing cut-scores, (c) identify threshold levels and 

corresponding definitions, (d) identify the criteria needed for each threshold level, (e) set 

provisional cut-scores using expert opinion, (f) establish operational cut-scores informed by 

policy, (g) document the process of each provisional cut-score establishment, and (h) evaluate 

the results of final cut-scores.  Numerous methods exist to help researchers establish cut-scores 

(e.g., Nedelsky’s Method, Angoff’s Methods, Ebel’s Method), and largely depend on the type of 

questions being asked (Zieky & Perie, 2006).  Establishing cut-scores for the ANSA would allow 

for more meaningful score interpretations, as they relate to client needs and strengths, for both 

counselor and client.  

Conclusion 

The purpose of this study was to determine whether variations on the ANSA subscale and 

crisis event measure mean difference scores exist between clients receiving either integrated 

behavioral and primary healthcare or treatment-as-usual services at a regional mental health 

agency, across a 12-month treatment period.  A profile analysis was used to examine the 

differences between treatment type received and its impact on holistic client functioning across 

three null hypotheses: (a) level, (b) parallelism, and (c) flatness of profiles.  Findings were 

statistically and clinically significant across all null hypotheses, indicating integrated behavioral 

and primary healthcare to be an advantageous approach to improving client needs and strengths 

across indicators of holistic client functioning when compared to a TAU protocol.  Findings are 

of relevance to counselors and other mental health professionals working with persons diagnosed 

with SMI, counselor educators training future counselors, policy makers allocating funding to 
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mental health services, and to the general public where mental illness fails to discriminate 

between race, ethnicity, and socioeconomic status.  
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Abstract 

This ex post facto, quasi-experimental, pre- and post-test design study compared the 

effectiveness of an integrated behavioral and primary healthcare treatment approach to a 

treatment-as-usual (TAU) approach with 196 persons diagnosed with serious mental illness 

(SMI), across a 12-month treatment period.  Using a profile analysis, mean difference scores 

obtained from four subscales of the Adult Needs and Strengths Assessment (ANSA) and a Crisis 

Event Measure indicated that individuals receiving primary healthcare services in coordination 

with mental health treatment experienced a 24 times greater improvement in their holistic 

functioning.  Recommendations for treatment and client care are provided based on these results.   

Keywords: integrated behavioral and primary healthcare, TAU, effectiveness, profile 

analysis, ANSA 
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Integrated Behavioral and Primary Healthcare: Comparing the Effectiveness of Treatment 

Modalities on Holistic Client Functioning 

Each year, approximately 61.5 million Americans, or one in five adults, experience some 

form of mental illness (National Institute of Mental Health [NIMH], n.d.a, n.d.b.).  Of these 

persons, 13.6 million are diagnosed as having a serious mental illness (SMI; NIMH, n.d.a.).  SMI 

is a classification of disorders resulting in severe functional impairment for a period greater than 

one year (Insel, 2013; Kessler et al., 2003). Examples of SMI included diagnoses of major 

depression, bipolar disorder, and schizophrenia (NIMH, 2014).  According to the Substance 

Abuse and Mental Health Services Administration (SAMHSA; 2012), only 40% of persons 

diagnosed with mental illness, to include SMI, sought out professional treatment within the past 

year.  Researchers have identified numerous reasons why persons with mental illness abstain 

from services, including the stigma associated with receiving health services and perceived or 

actual barriers inhibiting persons from seeking help (Clement et al., 2015; Miller, Druss, 

Dombrowski, & Rosenheck, 2003; O’Connor, Martin, Weeks, & Ong, 2014).  Given the 

prevalence of mental illness in the United States population and its deleterious effects across the 

life-span, especially for persons diagnosed with SMI, treatment should not only yield efficacious 

outcomes, but also mitigate any barriers preventing persons from receiving help and accessing 

the services they need.  

Barriers to the access and use of appropriate mental health services have had a 

devastating effect for persons with SMI, especially those experiencing confounding primary 

healthcare concerns (Brekke et al., 2013; Manderscheid & Kathol, 2014; Mardone, Snyder, & 

Paradise, 2014).  Among persons diagnosed with SMI, there is a disproportionately higher 

mortality rate from treatable physical health conditions such as cardiovascular disease and 
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pulmonary disease as a result of not accessing the appropriate sector of care or receiving 

ineffective services in a specialized sector of care (Colton & Manderscheid, 2006; Druss, Zhao, 

Von Esenwein, Morrato, & Marcus, 2011; Mardone et al., 2014).  As noted by Shim and Rust 

(2013), although the physical and psychological self are inextricably linked, policy makers and 

healthcare professionals historically have conceptualized mental health and primary healthcare as 

distinctly separate, artificially creating separating entities of care.  However, the confounding 

effects of depression, for instance, and chronic medical conditions, often make depression 

difficult to diagnose and medical concerns difficult to treat due to the paralleling effects on both 

the physical and psychological self (Melek et al., 2012).  The confusion experienced by persons 

in either sector may contribute to an overall reduction in help-seeking behavior or prevent 

persons for accessing treatment entirely, and more importantly, person with SMI are dying from 

treatable health conditions (Barnett et al., 2012; Kessler et al., 2005; Mardone et al., 2014).  As 

consequence, persons with SMI who elect to refrain from professional treatment often rely on 

other methods to self-medicate such as using alcohol or illicit substances, a common outcome 

observed in the SMI population (Brown, Bennett, Li, & Bellack, 2011).  Thus contemporary 

treatment for individuals with SMI should not only focus on the holistic self, but also empower 

individuals by increasing their capacity for autonomy in order to live a more independent and 

productive life (Stierlin et al., 2014). 

Primary Healthcare in Behavioral Health Settings 

An integrated behavioral and primary healthcare approach is one method of 

accommodating the needs of individuals with SMI that appears to have maximum benefit for 

society (Yoon, Bruckner, & Brown, 2013).  Behavioral and primary health integration serves to 

curtail a phenomenon observed in the mental health population where the majority of individuals 
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who receive mental health services also have at least one unaddressed chronic health condition 

(Texas Health and Human Services Commission, 2014).  According to Barnett et al. (2012) and 

Kessler et al. (2005), nearly 50% of individuals with a mental health disorder have at least one 

comorbid chronic medical disease (e.g., diabetes, hypertension, high blood cholesterol, stroke, 

asthma, cardiovascular and pulmonary disease, etc.).  Moreover, 80% of the mental health 

conditions remain untreated or are treated ineffectively in settings focusing solely on a single 

specialty of care (e.g., mental health or primary health).  As a result, untreated mental health 

conditions in the primary healthcare sector, and vice versa, are rampant and associated with poor 

treatment outcomes, prolonged illness and complications, disabilities, increased usage of health 

services, higher healthcare cost, and even premature death (Katon & Seelig, 2008; Prince et al., 

2007; Seelig & Katon, 2008). 

By targeting the medical sector, the fragmentation experienced in single entities of care 

may address the gap in access to and use of services by offering treatment in a holistic fashion 

that focuses on comprehensive services.  A treatment approach such as this has the potential to 

access individuals who may not seek behavioral health or primary health services separately, but 

when offered in an integrated fashion, many of the individual level barriers experienced may be 

reduced.  Integrated behavioral and primary healthcare model incorporates primary medical care 

into outpatient mental health services, thus, unifying each into a single entity of care.  To date, 

the majority of literature available on integrated behavioral and primary healthcare has focused 

on various models of integration (Brekke et al., 2013; Everett et al., 2014; Manderscheid & 

Kathol, 2014); protocols associated with empowerment, quality of life, patient satisfaction, and 

health economic measures (Stierlin et al., 2014); and organizational capacity for service 

integration in community-based addictions (Guerrero, Aarons, & Palinkas, 2014).  Yet rigorous 
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outcome research demonstrating the effectiveness of integrated behavioral and primary 

healthcare services and its impact on holistic client functioning is limited.    

Purpose of the Study 

The aim of this study was to identify the effects of a comprehensive, integrated treatment 

approach for adults diagnosed with SMI.  Specifically, this study compared the effects of an 

integrated behavioral and primary healthcare approach to a treatment-as-usual (TAU) approach 

across client holistic function for adults identified as having both mental health and primary 

healthcare needs by addressing a single research question: Are there variations in the Adult 

Needs and Strengths Assessment (ANSA) Risk Behaviors, Behavioral Health Needs, Life 

Domain Functioning, and Strengths subscales and Crisis Event Measure mean difference scores 

of clients receiving either integrated behavioral and primary healthcare or treatment-as-usual 

(TAU) services at a regional mental health agency, across a 12-month treatment period? 

Method 

An ex post facto, quasi-experimental, pre- and post-test design was used to compare the 

effects of an integrated behavioral and primary healthcare treatment approach to a TAU 

approach across constructs (ANSA subscales and Crisis Event Measure) of holistic client 

functioning.  An a priori power analysis was utilized to determine the minimum numbers of 

participants (N = 196) needed given a statistical power level of .80, α level of .05, and a 

moderate effect size (f 
2
= .15) using the G*Power 3.1 statistical power analysis program (Faul, 

Erdfelder, Lang, & Buchner, 2007).   

Participants  

Participants were adults, age 18-years or older, diagnosed with a SMI and identified as 

having primary health (e.g., diabetes, obesity, hypertension) or non-primary health (e.g., arthritis, 
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convulsive disorder, asthma) conditions, from a rural community mental health agency located in 

the southern region of the United States.  All participants qualified for services and were 

administered the ANSA and Crisis Event Measure upon intake, and again every subsequent 180 

days.  Upon receiving Institution Review Board approval from the primary researcher’s 

university, participants’ data were selected, at random, using a random number generator (i.e., 

www.random.org) from two preexisting groups: (a) an experimental, integrated behavioral and 

primary healthcare group (N = 200) and (b) a control, behavioral healthcare only group (N = 

200), to construct a sample consisting of 400 potential participants.  Of the 400 potential 

participants, 196 participants’ data (n = 98 participants for each group) were selected to be 

included in this study based on the results of the a priori power analysis.  Only pre- and post-test 

scores of the ANSA and Crisis Event Measures were utilized (day 1 and day 365) in this study.  

Table 1 contains participant demographic information. 

Measures 

Adults Needs and Strength Assessment.  The ANSA (Lyons & Walton, 1999) is a 

clinician-administered instrument used to determine level of care necessary and assist with care 

planning. It also can be used as a primary outcome measure with a temporal rating window of 30 

or 180 days from administration, depending on the context of the item being asked.  

Multidimensional in nature, the ANSA identifies persons’ needs and strength across seven 

different domains: Risk Behaviors, Behavioral Health Needs, Life Domain Functioning, 

Strengths, Culture, Psychiatric Hospitalization, and Crisis History, with an optional eighth 

domain of Family/Caregiver Strengths & Needs, if applicable to the individual.  For the purpose 

of this investigation, only four subscales from the ANSA were utilized: Risk Behaviors, 

Behavioral Health Needs, Life Domain Functioning, and Strengths, and collectively, with the 
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inclusion of crisis that occurred, define the construct of holistic client functioning.  The domains 

of Culture, Psychiatric Hospitalization(s), and Crisis History were omitted from this 

investigation.  The domain of Culture regarding the population under investigation was fairly 

homogeneous (i.e., majority of the sample population is Hispanic) and differences between the 

treatment conditions would be negligible.  The domains of psychiatric hospitalization and crisis 

history seemed conceptually related and limiting, with a maximum number recording of three 

hospitalizations or crisis events during the ANSA's 180 day window.   

The ANSA has four levels for each item with anchored definitions (descriptor statements) 

that translate into action levels (needs) or strengths to focus on during treatment.  For needs, 0 = 

No Evidence; 1 = History/Watchful & Waiting; 2 = Action Required; 3 = Immediate/Intense 

Action Required; and for strengths, 0 = Centerpiece Strength; 1 = Useful Strength; 2 = Identified 

Strength; 3 = Not Yet Identified.  Scores can range from 0 to 183, with higher scores indicating 

severe needs to treat and no identified strengths, and lower scores indicating minimal needs to 

treat and identified centerpiece strengths.  Although an overall composite score can be obtained 

by summing up each of the domain scores, separately they each can serve as an indicator of 

improvement specific to that domain over time (Lyons & Walton, 1999). For this study, the 

ANSA subscale scores were utilized instead of the overall global score, allowing for easier 

interpretation within each subscale domain.  

Lyons & Walton (1999) indicated that with appropriate training, the alpha reliability for 

the scores on the ANSA with vignette is .75, .84 with case records, and .90 with live cases.  

Walton, Kim, and Park (2013, April) identified that between the years of 2008 and 2010, across a 

normative group of 6,320 individuals, the internal consistency for the score on the ANSA ranged 

from .71 to .92 across all domains except for Risk Behaviors.  Inter-rater reliability for the scores 



96 

 

on the ANSA ranged from .87 and .89 (Christopher, 1998) and has been effective in predicting 

treatment outcomes for adults with severe mental illness (Lehner, 2004).  As an outcome 

measure, Walton et al. (2013, April) recommended a period of 12 months in order to observe 

reliability improvements in at least one ANSA domain for individuals with SMI.  The validity 

evidence for the ANSA is a function of the level of care decision yielded from administration 

(Lyons & Walton, 1999).  Nelson and Johnston (2008) examined the Adults Needs and Strengths 

Assessment-Abbreviated Referral Version (ANSA-ARV) in predicating clinical placement of 

272 incoming psychiatric patients for a period of two years.  Results indicated a significant 

difference between treatment intensity mean scores across person’s who were placed into 

ambulatory care (outpatient care), acute inpatient stabilization, and long-term tertiary 

rehabilitation (Nelson & Johnston, 2008).   

Crisis Event Measure.  Given the ANSA’s limitation in recording a continuous number 

of crisis events, we created a simple measure that identified the number crisis events occurring 

within 30 days of the ANSA administration to provide a continuous observation without limiters 

(0 to ∞).  All crisis events were registered through a national crisis database, and recorded in the 

agency electronic health records--Anasazi.  A crisis event is defined by the mental health agency 

from which sample participants received treatment, as any event that (a) resulted in a crisis 

assessment, and (b) was determined by a Licensed Professional Counselor (LPC) to actually 

classify as a crisis.  Qualifiers for a crisis event consisted of suicidal ideation, homicidal ideation, 

severe functional impairment, substance use issues (i.e., withdrawal and detoxification), and a 

lack of basic resources (e.g., housing, food, etc.).   
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Procedure 

Preexisting data gathered from three primary sources: (a) electronic health records--

Anasazi, (b) an agency created spreadsheet--Open Client Report, and (c) hardcopy medical 

records were utilized in the data analyses conducted as part of this study.  All three sources of 

data were combined into a master spreadsheet created by the primary researcher.  Each 

participant’s data was matched according to name and agency-assigned case number.  Given the 

timespan from which data were collected, participants could theoretically appear in both 

treatment conditions.  For each of these occurrences, participants were removed from the 

potential sampling pool by omitting their data from the master spreadsheet.  Once each source of 

data was matched according to the appropriate name and case number, the master spreadsheet 

was de-identified.   

Data were utilized from participants who were enrolled in services beginning on August 

01, 2013 to August 31, 2015.  Only clients who demonstrated continuity of services, as defined 

by a gap in services no greater than 30 days, for duration of one year were included in this 

investigation for both treatment conditions.  If a client maintained continuity of service 

throughout the entire timeframe (August 01, 2013 to August 31, 2015), only data points closest 

to the original start date (August 01, 2013), up to a year, were used, thereby minimizing the 

effects of treatment longevity.  August 01, 2013 earmarked the beginning of the integrated 

behavioral and primary healthcare program as well as the implementation of the ANSA 

instrument at the mental health agency where this investigation occurred.  Data collected 

consisted of demographic information (i.e., age, ethnicity, gender, mental health and medical 

diagnosis), ANSA subscale scores, and the number of crisis events that occurred within 30 days 

of the ANSA administration. 
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Control group of treatment-as-usual (TAU).  TAU was defined as a comprehensive 

behavioral health only treatment approach for individuals diagnosed with depression spectrum, 

bipolar spectrum, or schizophrenia spectrum and other psychotic disorders (SMIs).  TAU 

consisted of engagement services, behaviorally oriented skills training, medication management, 

supported employment and housing, routine/intense case management, and cognitive behavioral 

therapy, depending on treatment intensity authorized and clients’ willingness to participate in 

treatment. Persons in the control group, regardless of whether they had any diagnosable primary 

or non-primary medical conditions, were not provided healthcare services by the mental health 

agency.   

Experimental group of integrated behavioral and primary healthcare.  The treatment 

approach of integrated behavioral and primary healthcare, using a fully integrated model (see 

Blount, 2003; Heath, Wise Romero, & Reynolds, 2013), was defined as a comprehensive, 

integrated treatment approach for individuals diagnosed with depression spectrum, bipolar 

spectrum, or schizophrenia spectrum and other psychotic disorders (SMIs).  These individuals 

also were either diagnosed with, or presented as at-risk for, primary healthcare diseases such as 

diabetes mellitus type 1 and type 2, hypertension, and obesity (Texas Department of State Health 

Services, 2015).  Treatment consisted of scheduled medical treatment in addition to the already 

existing behavioral health regimen.  Thus, individuals were not eligible for primary healthcare 

services unless concurrently receiving behavioral health treatment provided in an integrated 

fashion.   

Data Analysis 

This study included a preliminary data analysis of categorical variables (i.e., age, gender, 

ethnicity) to determine group equivalency, ex post facto.  Profile analysis was the primary data 
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analytic procedure used to address the single research question across three null hypotheses 

specific to profile analysis: (a) level of profiles, (b) parallelism of profiles, and (c) flatness of 

profiles.  Both the preliminary and primary analysis results are discussed below.     

Chi-square test for homogeneity.  To determine whether treatment and control 

conditions were similar across group variables of age, ethnicity, and gender, a chi-square test for 

homogeneity was utilized.  Given that this study relied upon pre-existing data, determining group 

equivalency a prior was not feasible, and a chi-square test of homogeneity allowed for group 

equivalency across variable of interest to be tested after-the-fact.  

Profile analysis.  A profile analysis is a special application of a multivariate analysis of 

variance (MANOVA), where each dependent variable is subjected to the same scaling technique 

(Tabachnick & Fidell, 2013).  Within a profile analysis, the researcher examines (a) the level of 

profiles, (b) the parallelism of profiles, and (c) the flatness of profiles.   

 Level of profiles.  When examining profile levelness, researchers seek to determine 

whether the profile of one group on a collective set of measures is on average higher than 

another (Tabachnick & Fidell, 2013).  In this study, the researchers examined whether an 

integrated behavioral and primary healthcare approach lead to lower scores on the ANSA 

subscales and number of crisis events when compared to TAU (i.e., between-groups main 

effect)?  The overall difference among profiles is analogous to the univariate between-subjects 

ANOVA test.     

 Parallelism of profiles.  The null hypothesis of parallelism asserts that profiles have a 

similar pattern of response across DVs (Tabachnick & Fidell, 2013). The parallelism test of 

profiles examines whether an interaction occurred within profile and between treatments.  In this 

study, the researchers examined whether integrated behavioral and primary healthcare and TAU 
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lead to the same pattern of decrease in ANSA subscale scores and number of crisis events.  To 

evaluate parallelism, the data matrix of DV scores were converted into difference scores 

resulting in four difference scores or segments: (a) Risk Behaviors vs. Behavioral Health Needs, 

(b) Behavioral Health Needs vs. Life Domain Functioning, (c) Life Domain Functioning vs. 

Strengths, and (d) Strengths vs. Crisis Events.  Each segment represented a slope value used to 

determine whether the difference between risk behaviors and behavioral health needs is the same 

for individuals who received either the integrated intervention or the TAU intervention. The 

order of the segments was arbitrarily selected and had no intrinsic meaning.  A one-way 

MANOVA was conducted on segments across each group.   

 Flatness of profiles.  The null hypothesis of flatness asserts that each DVs yields a 

similar response (Tabachnick & Fidell, 2013).  Similar to the test of parallelism, segments were 

evaluated using a MANOVA to determine if a statistically significant deviation occurred 

between zero-matrices and the segmented data across each profile.  Independent of the between-

subjects grouping variable, does an average similar response occur across ANSA subscales and 

number of crisis events for each profile (i.e., within-group effect)?  In absence of parallelism 

then one or more profiles are in fact not flat.   

Results 

Chi-Square Test for Homogeneity 

A chi-square test for homogeneity was used to determine group equivalency among the 

demographic variables of age, gender, and ethnicity according to the type of treatment received.  

The utility of the statistical outcome for a chi-square test analysis is dependent on meeting the 

model assumptions of non-parametric testing, particularly the need for variables to be categorical 

in nature.  Given that age is a continuous variable, discrete categories were created in increments 
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of 10 units of age.  Age of the sample ranged from 19 to 74 years.  The first age category 

consisted of ages 18 to 27, the second age category consistent of ages 28 to 37, the third age 

category consisted of ages 38 to 47, and so forth, representing six distinct categories of age.  An 

alpha level of .017 (.05/3) was utilized to control for the familywise Type I error rate inflation 

due to running multiple chi-square tests.  Observed values from the crosstabs analysis are 

presented in Table 2.  A statistically nonsignificant association was noted between gender and 

treatment type received, χ
2
(1) = 2.10, p = .15.  Likewise, a statistically nonsignificant association 

existed between age and treatment type received, χ
2
(5) = 4.39, p = .50.  In regards to ethnicity, a 

statistically nonsignificant association was apparent across treatment types, χ
2
(4) = 4.92, p = .30.  

The null hypothesis for chi-square test for homogeneity was retained, supporting our conclusion 

that groups were homogeneous across variables of age, ethnicity, and gender.  

Profile Analysis 

Descriptive statistics are presented in Table 3.  An alpha level of .05 was used across the 

null hypotheses of level, parallelism, and flatness of profiles.  Figure 1 presents a graphical 

depiction of group profiles across DVs of holistic client functioning.   

Level of profiles.  A statistically significant effect was observed between the average of 

all mean difference scores across profiles, indicating a dissimilar Level of treatment gains, F(1, 

194) = 14.76, p < .001, f 
2
 = .29.  Power of the study was sufficient for this effect, 1-β = .97.  

Calculated grand mean difference scores represent the overall, average difference from pre-test 

to post-test on the ANSA subscales and crisis events across a 12-month treatment period.  For 

the TAU, profile mean difference scores of .05 (Risk behaviors), .10 (Behavioral Health Needs), 

-.02 (Life Domain Functioning), -.35 (Strengths), and -.02 (Crisis) yielded a grand mean 

difference score of -.05.  For the Integrated profile, mean difference scores of -.42 (Risk 
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behaviors), -1.13 (Behavioral Health Needs), -1.42 (Life Domain Functioning), -2.86 

(Strengths), and -.10 (Crisis) yielded a grand mean difference score of -1.18.  Both profiles 

yielded an overall decrease in ANSA subscale scores showing a positive treatment effect 

(decrease in overall ANSA and crisis event score; see Figure 1); however, the integrated profile 

had a significantly larger decrease in level, suggesting the integrated behavioral and primary 

healthcare approach to be more effective than the TAU approach in improving clients’ holistic 

functioning across a 12-month treatment period.  To determine the degree of this effect, the 

overall average mean difference scores between profiles (i.e., MDTAU = -.05; MDIntegrated = -1.18) 

were compared.  A mean difference score of 1.18 units for the integrated group and a mean 

difference score of .05 units for the TAU group represent a treatment effect difference of 

approximately 24 times (1.18/.05 = 23.6) in favor of the integrated behavioral and primary 

healthcare treatment approach.   

A more conservative method of determining treatment effectiveness relies on using the 

standard error of the mean difference, a parameter estimate of the error associated with the 

overall mean difference score, as a threshold level of determining treatment effectiveness 

(Watson, Lenz, Schmit, & Schmit, 2016).  For both treatment approaches, the standard error of 

the mean difference is .21.  For the integrated behavioral and primary healthcare approach, a 

1.18 units of change represents an average treatment effect of approximately 5.6 times one 

standard unit of the standard error of the mean difference.  Likewise, for the TAU approach, a 

.05 unit of change represents an average treatment effect of approximately a quarter (.24) of one 

standard unit of the standard error of the mean difference.  In other words, the integrated 

approach yielded a treatment effect 5.6 times beyond that of random error, and the TAU 

approach yielded a treatment effect of less than one quarter of one unit of random error.   
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Parallelism of profiles.  A statistically significant interaction between treatment type and 

mean difference scores for holistic client functioning was apparent, indicating an absence of 

Parallelism among profiles, Wilks’ λ = .93, F(4, 191) = 3.70, p = .006, f 
2 

= .28.  Power of the 

study was sufficient for this effect, 1-β = .88.  Profiles yielded a differential pattern of response 

across holistic client functioning.  For the integrated treatment approach, clients experienced a 

decrease in score across each of the ANSA subscales and crisis event measure [-.418 (Risk 

Behaviors), -1.13 (Behavioral Health Needs), -1.42 (Life Domain Functioning, -2.86 (Strengths), 

and -.102 (Crisis)], indicating integrated behavioral and primary healthcare treatment to be 

impactful across all aspects holistic client functioning (see Figure 1).  Clients who participated in 

the TAU protocol responded with mixed effects [.05 (Risk behaviors), .10 (Behavioral Health 

Needs), -.02 (Life Domain Functioning), -.35 (Strengths), and -.02 (Crisis)].  Only three of the 

five domains of the ANSA (Life Domain Functioning, Strengths, and Crisis) yielded positive 

treatment gains for participants receiving the standard treatment protocol, although only a 

fraction of one standardized mean difference unit (see Figure 1).     

Flatness of profiles.  A statistically significant effect was observed across mean 

difference scores of holistic client functioning, indicating an absence of Flatness, Wilks’ λ = .92, 

F(4, 191) = 3.95, p = .004, f 
2
 = .29.  The absence of flatness suggests that one or both treatment 

approaches yielded differential gains across holistic client functioning.  Power of the study was 

sufficient for this effect, 1-β = .90.  Absence of flatness suggests that one or both treatment 

approaches yielded differential gains across holistic client functioning.  For the integrated 

behavioral and primary healthcare profile, scores across the ANSA and crisis events measures 

differed substantially from one another (see Figure 1), indicating a non-flat profile.  For instance, 
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the domain of Strengths (-2.86) was impacted by the integrated behavioral and primary 

healthcare approach 6.8 times more than Risk Behaviors, 2.5 times more than Behavioral Health 

Needs, 2 times more than Life Domain Functioning, and 28.6 time more than Crisis.  A 

dissimilar phenomenon was observed for the TAU group.  Scores across the ANSA and crisis 

event measure differed to some degree (see Figure 1), particularly in the domain of Strengths 

suggesting that the TAU profile may not be flat.  Again using Strength (-.35) as the benchmark, 

it is impacted by the TAU approach 6 times more than Risk Behaviors, 2.5 times more than 

Behavioral Health Needs, and 17.5 time more than Life Domain Functioning and Crisis.   

Each statistical test performed across the null hypotheses of profile analysis (i.e., 

parallelism, flatness, and level) revealed a moderate, approaching large degree of effect.  Effect 

size estimates were evaluated using Cohen’s f
2
 (1988) standards of: small = .02, medium .15, and 

large = .35, indicating the degree to which treatment type impacted mean difference ANSA 

scores and crisis event indicator over a 12-month treatment period.   

Discussion  

Level of Profiles   

The difference in observed effect in level of profiles, as indicated by the results of this 

study, is due to the integrated primary healthcare component, which is absent in the TAU 

approach.  Primary healthcare services offered in a behavioral health setting allow for a 

coordinated system of treatment delivery to take place.  As a result, individuals’ physical and 

mental health concerns are addressed concomitantly, reducing many of the individual-level 

barriers such as the lack of trust with health professionals, difficultly with identifying community 

resources, and concerns with confidentiality that often results from receiving mental health and 

primary healthcare services in distinctly separate settings (Valleley et al., 2007).  As for the TAU 
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group, observed difference in level may be due to the lack of coordination between mental health 

and primary healthcare service providers.  As a result, participants were responsible to seek their 

own primary care services, or at most, they sought out referrals from their mental health 

counselor.   

Parallelism of Profiles   

A significant interaction effect was apparent (see Figure 1).  Differences in participants’ 

responses on the ANSA subscales and crisis event measure were in fact dependent upon which 

treatment approach they received, indicating that treatment type produced a moderate degree of 

effect across holistic client functioning.  The integrated approach addressed individuals’ from a 

holistic prospective, considering both mental health and primary health concerns in a coordinated 

system of care.  It is the co-location and seamless coordination among professionals who are 

cross trained in both mental health and primary healthcare needs that truly benefits individuals in 

these services.  As a result, persons with SMI receive a more comprehensive service, while their 

healthcare professionals consider the impact of physical health on mental well-being, and vice-

versa.  Primary health is often referred to as the gateway for overall general health (Ray-

Sannerud et al., 2012), and in many cases, serves as the bridge to mental health services for 

persons diagnosed with SMI.  By offering primary healthcare services in a behavioral health 

setting, many of the individual level barriers are reduced.  According to Jacobsen and Greenley 

(2001) and Slade, Amering, and Oades (2008), recovery from SMI is advanced through 

particular strategies used during treatment, suggesting that difference exists among treatments in 

addressing barriers that inhibit recovery.     

In contrast to the TAU approach, integrated behavioral and primary healthcare impacted 

each aspect of holistic client functioning in positive ways (clients’ needs to treat decreased and 
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strengths increased), showing marked improvement over the one-year treatment period.  Greater 

differences in mean difference scores were more apparent in three domains [i.e., -1.13 

(Behavioral Health Needs), -1.42 (Life Domain Functioning, -2.86 (Strengths)], with strengths 

showing the most improvement.  Similar to the TAU approach, integrated behavioral and 

primary healthcare is designed to address symptoms associated with SMI, and improve client 

functioning surrounding constructs of employment, living skills, and self-care practices. 

However, the integrated approach seems to have an added advantage of enhancing current 

strengths and possibly identifying new one not previously known to the client, beyond the effect 

of the TAU approach.  One possible explanation for this observed effect may be explained by 

Banduras’ Social Learning Theory (Bandura, 1977).  Bandura posited that therapeutic outcomes 

are in-part due to client’s belief that they can accomplish specific tasks, a concept he referred to 

as self-efficacy.  Personal strengths are perceptions of one’s own assets, whether they be physical 

or cognitive, and influence one’s decision to engage in behavioral change.  The more identified 

strengths a person has, the greater the degree of self-efficacy in task completion, the greater 

likelihood of positive treatment outcomes.  Thus, integrated behavioral and primary healthcare 

offers individual far better gains when compared to TAU in the domain of strengths (see Figure 

1).  We hypothesize that self-efficacy moderates the relationship between strengths and other 

aspect of holistic client functioning (Risk Behaviors, Behavioral Health Needs, Life Domain 

Functioning, and Crisis), possibly explaining the difference observed between participant mean 

difference scores on the ANSA when compared to the TAU group.        

The same effect described above was not observed in the TAU approach.  The domains 

of Risk Behaviors and Behavioral Health Needs showed an increase in ANSA score, indicating 

that participants actually got worse in those domains over the one-year treatment period.  
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Differences in scores across the ANSA and crisis event measure suggest that each treatment 

uniquely addresses holistic client functioning, perhaps shedding light on the intent of each 

treatment with respect to mental health outcomes.   

Initially, standardized treatment protocols may have been designed to create stability 

across facets of holistic client functioning.  In 2004, the State of Texas revamped its previous 

system of treatment delivery by implementing a standardized assessment to identify services that 

would address individuals’ needs (Cook, Toprac, & Shore, 2004).  Often, the first-line of defense 

was medication management and case coordination for individuals diagnosed with SMI (Lopez 

& Basco, 2015), suggesting the intent of community mental health treatment, at least for those 

involved in the standardized treatment protocol, is to ensure stability of client’s symptoms while 

navigating the complexities associated with SMI.  Although TAU can consist of services ranging 

from skills training, Cognitive Behavioral Therapy, routine case management, and so forth, 

individuals must present a need during the intake-assessment process, and be willing to accept 

participation in these services.  If a client refuses a more intense level of care they are 

automatically deviated into a lower level of service that focuses primarily on stabilization 

through pharmacological therapies.  Perhaps services (e.g., skills training, CBT, psychosocial 

rehabilitation) offered  in TAU, although not intentional, take a backseat  sort-of-speak to 

pharmacological intervention in standardized treatment, explaining the mixed, rather indifferent 

treatment effect observed across holistic client functioning in the TAU group.  Interestingly 

though, the domain of Strengths (-.35) seemed to be quite responsive to the TAU protocol when 

compared to other domains of holistic client functioning.  One possible explanation may be 

related to the domain of Strengths itself.  Strengths are more of an intrapersonal concept, ranging 

from actual to perceived beliefs, emotions, and resources that vary from person to person.  The 
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TAU approach used in this study, at best, may have enhanced individuals previously identified 

strengths; however, it may have failed to foster new strengths over time.  According to Schrank, 

Brownell, Tylee, and Slade (2014), previous treatments in community mental health focused 

more on illness management, stability in symptoms, and client deficits.  It was not until the 

1980s that community mental health made this shift to a recovery-oriented treatment that focused 

on overall well-being. 

Flatness of Profiles 

Differences observed across holistic client functioning for the integrated behavioral and 

primary healthcare group were a direct result of the treatment approach itself.  A fully integrated 

model of treatment offers individuals greater access to a variety of professionals who are 

essentially bilingual in regards to mental health and primary healthcare needs.  Thus, persons 

with comorbid SMI and primary healthcare disorders who participate in an integrated model of 

treatment may be afforded an advantage in identifying resources due to the collective knowledge 

of all professional involved in treatment, which is absent in the TAU protocol.  Also, the 

frequency of contacts between the client, the mental health professional, and the primary 

healthcare professional are increased in the integrated approach of treatment.  Often times, when 

a person meets with their primary care physician, it is fairly common for that individual to 

interact with their mental health professional, and for the health professionals to interact among 

each other.  These interaction helps to solidify the therapeutic relationship between client and 

treatment provider, as well as strengthen the treatment efficacy of the intervention, which may 

explain why the integrated behavioral and primary healthcare approach differently impacts 

holistic client functioning.   
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Differences observed across holistic client functioning for the TAU group were a direct 

result of the treatment approach itself.  The effects of the standardized treatment protocol across 

holistic client functioning were fairly consistent except in the domain of strengths.  Unlike the 

integrated treatment approach, TAU generally consists of interactions between the client and the 

case manager, which occur less often (e.g., once every 90 days) when compared to the integrated 

treatment approach.  Individuals may need to identify resources on their own in-between 

appointments, or even worse, they may fail to take action concerning their healthcare needs 

completely.  This may be due to being unaware of the available resources in their community, as 

well as the lack of trust established between client and healthcare provider.  As a result, clients in 

the standardized treatment protocol may rely on their medications solely to maintain stability 

(absence of treatment gains) in functioning, which may explain the flatness observed across 

dimensions holistic client functioning, perhaps an unintended outcome of the TAU approach. 

Implications for Counselors and Counselor Educators 

These findings have practical implications for counselors who provide direct care and 

educators who train future counselors.  Counselors have an ethical obligation to the clients they 

serve which entails the use of treatment modalities that are empirically driven or grounded in 

scientific evidence (ACA, 2014).  This study provides empirically driven evidence regarding the 

effectiveness of two different treatment modalities: an integrated behavioral and primary 

healthcare and a standard treatment protocol (i.e., TAU) across indicators of holistic client 

functioning.  Through comparison, the integrated behavioral and primary healthcare treatment 

modality was found to be far superior in addressing clients’ needs and enhancing previously 

identified strengths while possibly fostering new strengths as well.  However, the same effect 

was not observed for participants in the TAU modality.  Evidence of this nature can promote 
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open discussion between clients currently in standard treatment and who demonstrate need for 

higher, more comprehensive level of care but seem ambivalent about such services.  In fact, 

Altekruse, Harris, and Brandt (2011) urged counselors to remember that they are not only 

providers of treatment but also educators to the clients they serve.  This includes not only 

educating clients about symptoms but available treatments as well, including the strengths and 

limitations of each.  Thus a counselor may educate his/her client who presents with conditions of 

both depression and diabetes about the services available as well as the strengths and limitations 

of each treatment modality through presentation of empirical evidence.  As a result, clients, 

along with their counselor, can openly discuss the potential impact of selecting one treatment 

approach over the other.   

Counselor educators have the responsibility of preparing counselors for real world 

practice, as well as incorporating research into their teaching practice (Council for Accreditation 

of Counseling and Related Educational Programs [CACREP], 2016).  Furthermore, counselor 

educators have an ethical responsibility to promote treatment modalities that are grounded in 

empirical evidence (ACA, 2014).  This study provides counselor educators the opportunity to 

educate their students on the effectiveness of two different treatment modalities that exist in 

some form or fashion in mental health centers across the United States.  Because community 

mental health centers are some of the largest employers of mental health professionals, 

counseling students should have exposure to the types of treatment modalities offered at these 

facilities as well as a working knowledge of their effectiveness.  This study and its findings 

provide educators with access to information, serving the function of both informing and 

presentation of evidence to the students they teach.  In addition, these results lay the groundwork 
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for educators to have an open discussion with their student regarding the qualities that make an 

effective study effective and how to integrate research into practice. 

Limitations  

This study was not without its limitations. These limitations must be considered when 

interpreting the results of this study and looking to generalize findings. The first limitation 

relates to the research design utilized. In this ex post facto quasi-experimental design the use of 

archival data prevents the researcher from determining its quality or even knowing the conditions 

in which it was obtained.  Clinicians could have misinterpreted clients responses, committed data 

entry errors, or administered the ANSA instrument under unfavorable conditions.  Similarly, the 

use of a quasi-experimental design fails to draw a direct casual inference between the treatment 

effect observed and across indicators of holistic client functioning.  Lastly, only subscale scores 

of the ANSA were collected and not each participants’ item score across the ANSA, which 

eliminates the ability to compute reliability estimates for the scores concerning the sample under 

investigation.  

A second limitation is related to the ethnic composition of the sample under investigation.  

Consumers of this research should recognize the limits of generalizing these findings to other 

populations beyond those included in the study sample.  Hispanic participants comprised the 

majority of the sample (n = 112; 57%), with White participants (n = 74; 37.7%) making up the 

remainder the sample.  African Americans (n = 6), Asian Americans (n = 0), and Native 

Americans (n = 1) all were severely underrepresented in this study.  Findings should be 

generalized with caution and considerations given to the target population before making 

recommendations regarding who should participate in an integrated behavioral and primary 

healthcare treatment with respect to holistic client functioning.   
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A final limitation of this study is the instrumentation used in collecting data. To my 

knowledge, this is the first study to use the ANSA as an outcome measure.  Lyons and Walton 

(1999) posited that the ANSA can be used as a primary outcomes measure in two different ways.  

First, by adding up the score for each item to yield an overall composite score, or second, by 

adding up the scores for each subscales yielding subscale scores.  However, a significant 

limitation of the ANSA instrument is the absence of defined cut-score for the overall composite 

score and subscale scores.  Clinicians and clients are left wondering what the between-score 

differences actually mean.   

Conclusion 

The present study provides evidence in support of an integrated behavioral and primary 

healthcare treatment approach promoting positive treatment gains across indicators of holistic 

client functioning over a one year treatment period when compared to a TAU protocol.  Findings 

were statistically and clinically significant across all null hypotheses of profile analysis, to 

include level, parallelism, and flatness of profiles.  Findings are of relevance to counselors and 

other mental health professionals working with persons diagnosed with SMI, counselor educators 

training future counselors who may potentially work in integrated care model facilities, 

policymakers allocating funding to mental health services, and to the general public where 

mental illness fails to discriminate between race, ethnicity, and socioeconomic status.  
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Table 1 

Demographic Information of Participants in IBPH (n = 98) and TAU (n = 98) Groups    

Demographic             IBPH Group TAU Group               Total 

Gender    

     Male 36 46 82 

     Female 62 52 114 

Ethnicity    

     Hispanic 57 55 112 

     White 39 35 74 

     African-American 2 4 6 

     Native-American 0 1 1 

     Undisclosed 0 3 3 

Age (in years)    

     18 to 27     9 9 18 

     28 to 37 14 14 28 

     38 to 47 25 16 41 

     48 to 57 30 34 64 

     58 to 67 18 19 37 

     68 to 77 2 6 8 

     Mean Age 47.3 48.9  

Mental Health Diagnosis    

     Depression Spectrum 60 41 101 

     Bipolar Spectrum 29 27 56 

     Schizophrenia Spectrum 9 30 39 

Primary Medical Diagnosis    

     Diabetes Type 1 7 6 13 

     Diabetes Type 2 16 15 31 

     Hypertension 41 33 74 

     Obesity 15 22 37 

     Pulmonary Heart Disease                                                      2 2 4 

     Lipidoses 5 5 10 

Other Non-Primary Diagnosis 31 35 66 

Absence of Medical Diagnosis 34 39 73 

Note. IBPH = Integrated Behavioral and Primary Healthcare; TAU = treatment-as-usual; N = 

196; Individuals can have more than one primary medical diagnosis or a combination of primary 

and non-primary medical diagnoses 
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Table 2 

Crosstabs Observed Frequencies for Chi-Square Test for Homogeneity  

Variable           Treatment Type  

            IPH                    TAU     Total 

Gender Male 36   46 82 

 Female 62 52 114 

     

 Total  98 98 196 

     

Age 18 to 27 9 9 18 

 28 to 37 14 14 28 

 38 to 47 25 16 41 

 48 to 57 30 34 64 

 58 to 67 18 20 38 

 68 to 77 2 6 8 

     

 Total  98 98 196 

     

Ethnicity  Hispanic 57 55 112 

 White 39 35 74 

 African American  2 4 6 

 Asian American 0 0 0 

 Native American  0 1 1 

 Undisclosed 0 3 3 

     

 Total  98 98 196 

Note. IPH = Integrated Primary Healthcare; TAU = treatment-as-usual; N = 196 
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Table 3 

Means, Standard Deviations, and Mean Difference Scores for DVs Across Groups 

 Variable Mpre SDpre Mpost SDpost MD SDMD N 

Integrated        

      RB 1.56 1.63 1.14 1.54 -.42 .94 98 

      BHN 9.00 3.86 7.78 3.77 -1.13 3.09 98 

      LDF 9.34 4.56 7.92 4.18 -1.40 3.98 98 

      Strengths 16.80 7.87 14.00 6.45 -2.86 6.35 98 

      Crisis .12 .41 .02 .14 -.01 .44 98 

        

TAU        

      RB 1.24 1.96 1.30 1.62 .05 1.13 98 

      BHN 7.94 4.19 8.04 4.17 .10 3.26 98 

      LDF 9.04 5.13 9.02 4.71 -.02 3.18 98 

      Strengths 15.30 7.39 14.90 7.10 -.35 5.14 98 

      Crisis .13 .49 .11 .38 -.02 .50 98 

Note. Mpre = mean of pre-test scores; SDpre = standard deviation of pre-test scores; Mpost = mean 

of post-test scores; SDpost = standard deviation of post-test scores; MD = mean difference; SDMD 

= standard deviation of the mean difference; a negative MD score indicates a positive treatment 

gain over a 12-month period 
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Figure 1 

 
Figure 1. A graphical depiction of mean difference scores for each profile across DVs of holistic 

client functioning. Note that RB = Risk Behaviors; BHN = Behavioral Health Needs; LDF = Life 

Domain Functioning; a negative value demonstrates an improvement in ANSA subscale score 

specific to that domain, over a 12-month treatment period. 
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