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1 
00:00:06.770 --> 00:00:12.459 
Cait Ellis: Good afternoon. I'm Cait Ellis, Vice President at the National Institute for Health Care 
Management Foundation. 
 
2 
00:00:12.510 --> 00:00:31.119 
Cait Ellis: NIHCM is a non-profit, nonpartisan organization dedicated to improving healthcare 
through evidence and collaboration, and we work at the intersection of healthcare policy, 
business, research, and journalism. On behalf of NIHCM, I would like to thank our audience and 
panelists for joining us today for this timely discussion around mental health. 
 
3 
00:00:31.600 --> 00:00:44.340 
Cait Ellis: Today we will hear from a panel of leading experts on the landscape of mental health 
care delivery and strategies to improve access and outcomes, including collaborative care 
models, digital technology, and virtual tools. 
 
4 
00:00:44.670 --> 00:00:57.169 
Cait Ellis: Presenter slides, bios, and today's webinar agenda are available on NIHCM's website 
for anyone interested, and have been added to the Zoom webinar console. The webinar will be 
recorded and shared in the coming weeks. 
 
5 
00:00:57.630 --> 00:01:07.430 
Cait Ellis: Before we dive into the presentations, I want to thank the NIHCM team for their great 
work on today's event. I am now pleased to introduce our first speaker, Dr. Ruth Shim. 
 
6 
00:01:07.510 --> 00:01:24.810 
Cait Ellis: Dr. Shim is the Luke and Grace Kim Professor in Cultural Psychiatry and Vice Chair of 
Faculty Development in the Department of Psychiatry and Behavioral Sciences at the University 

 



 

of California, Davis. Dr. Shim is a provider of clinical psychiatric care and is a regular contributor to 
JAMA Health Forum. 
 
7 
00:01:24.810 --> 00:01:34.890 
Cait Ellis: where her articles focus on mental health policy issues. We are grateful that she is able 
to join us today to set the stage on our discussion on mental health care delivery. Dr. Shim. 
 
8 
00:01:41.550 --> 00:01:57.720 
Ruth Shim, MD, MPH: Thank you so much for that introduction. It is great to be here. And I have 
just a few moments to share with you all some information on the state of mental health in the 
United States. So without any delay, we can proceed. 
 
9 
00:02:01.900 --> 00:02:19.939 
Ruth Shim, MD, MPH: So we actually can't get into a conversation about the state of mental health 
without talking about the social determinants of mental health. And the World Health 
Organization defines the social determinants of mental health as the societal, environmental, and 
economic conditions. 
 
10 
00:02:19.940 --> 00:02:35.589 
Ruth Shim, MD, MPH: that impacts and affects mental health outcomes across various 
populations. And we know that these conditions are shaped by the distribution of money, power, 
and resources at global, national, and local levels, which are themselves influenced by policy 
choices. 
 
11 
00:02:35.670 --> 00:02:46.139 
Ruth Shim, MD, MPH: And we also know that the social determinants of health are prominently 
responsible for both the health disparities and inequities that we see both within and among 
populations. 
 
12 
00:02:46.160 --> 00:03:05.689 
Ruth Shim, MD, MPH: And the reason that I say we can't really talk about the social… We can't 
really talk about the state of mental health in the United States without talking about the social 
determinants of mental health because the social determinants of mental health is the 
explanatory model for the epidemiology, the drivers of mental health. 
 
13 



 

00:03:05.730 --> 00:03:21.679 
Ruth Shim, MD, MPH: the delivery of mental health care, and, of course, inequities in mental 
health care. Who gets access to care, and which people get left out. All of these things are driven 
by the social determinants of mental health, which is why it's so important for us 
 
14 
00:03:21.680 --> 00:03:27.570 
Ruth Shim, MD, MPH: To understand how that comes into play as we talk about these other 
factors. 
 
15 
00:03:30.360 --> 00:03:45.820 
Ruth Shim, MD, MPH: And so let's look a little bit at the data, and this is data from SAMHSA, from 
the National Survey of Drug Use and Health. And, what we see is, the survey has been 
redesigned over time, but, prior to 2020, what we saw is that 
 
16 
00:03:45.820 --> 00:03:54.640 
Ruth Shim, MD, MPH: That mental illness is a significant factor in, people in the United States in 
their lives, and that 
 
17 
00:03:54.640 --> 00:04:11.239 
Ruth Shim, MD, MPH: About one-fifth of everyone in the population has experienced a mental 
illness, and that number has been steadily rising over time. And we see that, for serious mental 
illness, which we define as conditions like 
 
18 
00:04:11.240 --> 00:04:36.220 
Ruth Shim, MD, MPH: schizophrenia, bipolar disorder, major depressive disorder, those conditions 
that create significant disability and require intensive care, that these conditions are also 
increasing over time in the population, and we see a trend in the rise right up until the survey 
redesign. We saw 5% of the population experiencing 
 
19 
00:04:36.220 --> 00:04:38.939 
Ruth Shim, MD, MPH: experiencing a serious mental illness. 
 
20 
00:04:39.300 --> 00:04:58.929 
Ruth Shim, MD, MPH: After this redesign of the survey, what we see is that… and after, the 
narrative that we know very clearly is that after the COVID pandemic, we did see a rise in all 



 

mental health conditions. We saw kind of a trending upwards as it relates to any mental illness, 
and a trending upwards as it relates to 
 
21 
00:04:58.930 --> 00:05:13.009 
Ruth Shim, MD, MPH: serious mental illness. And we also know that substance use disorders 
have continued to be a condition and a problem, affecting about 16% of the population over time. 
 
22 
00:05:15.360 --> 00:05:34.779 
Ruth Shim, MD, MPH: And one of the most disturbing things about this, and one of the things that 
we know very clearly is that young adults, especially those people aged 18 to 25, face the highest 
burden of mental health problems within the United States. And so we know that there is this 
extremely high prevalence rate for mental health problems. 
 
23 
00:05:34.780 --> 00:05:40.770 
Ruth Shim, MD, MPH: And that 34% of young adults experience any mental illness in the last few 
years. 
 
24 
00:05:40.770 --> 00:05:52.079 
Ruth Shim, MD, MPH: We also know that there is a demographic significance that this group 
consistently reports having a higher prevalence of mental health challenges compared to all 
other adults. 
 
25 
00:05:52.140 --> 00:06:09.880 
Ruth Shim, MD, MPH: And that we know that there are a number of contributing factors to why 
young adults face this higher burden of mental health and substance use problems, including 
challenges, again, around the pandemic, but also workforce entry and re-entry, economic 
pressures. 
 
26 
00:06:09.880 --> 00:06:28.930 
Ruth Shim, MD, MPH: social isolation, exposure to trauma, and barriers to specialized care. And 
so, I want to highlight here that what we see is these social determinants that I mentioned before 
are contributing factors to why we see young adults facing this high burden of mental health and 
substance use problems. 
 
27 
00:06:31.290 --> 00:06:35.849 



 

Ruth Shim, MD, MPH: And so what are we seeing in terms of trends over time? 
 
28 
00:06:35.850 --> 00:06:52.980 
Ruth Shim, MD, MPH: There's some positives, and of course, there continues to be some 
negatives. What we know is that the adolescent major health crisis is improving a little bit, in that 
we saw, at least in 2024, a decline in major depressive episodes. 
 
29 
00:06:52.980 --> 00:07:07.840 
Ruth Shim, MD, MPH: Which is really encouraging. We also saw a modest decline in serious 
suicidal thoughts among adolescents, over the year in… across 2024, from 12.3% to 10.1%. 
 
30 
00:07:07.840 --> 00:07:15.059 
Ruth Shim, MD, MPH: And, we saw a huge improvement around overdose deaths, and. 
 
31 
00:07:15.060 --> 00:07:33.220 
Ruth Shim, MD, MPH: There was about a 26% drop in overdose deaths and alcohol deaths and 
suicide. Also, there was some trending downward in 2024. Unfortunately, we've also seen some 
of that progress be lost, especially in 2025. 
 
32 
00:07:33.220 --> 00:07:47.350 
Ruth Shim, MD, MPH: where we started to see suicide deaths tick upward again. And we also see 
firearms being a significant number of suicide cases and an increase in suicide cases since… in 
the past decade. 
 
33 
00:07:47.790 --> 00:08:06.560 
Ruth Shim, MD, MPH: So what we're understanding is that these interventions that we have been 
working on to manage public mental health and improve public mental health have been 
working, but the gains are quite fragile, and they are definitely unequally distributed across the 
population. 
 
34 
00:08:09.610 --> 00:08:21.140 
Ruth Shim, MD, MPH: So where are we in terms of access and inequities? And let's speak more 
about this unequal distribution, because what we understand is that we have coverage gaps in 
who gets treatment. 
 



 

35 
00:08:21.140 --> 00:08:32.689 
Ruth Shim, MD, MPH: So we know, and we've seen improvement in this space here as well, that 
70% of adults with a serious mental illness receive treatment in 2024. That's a significant 
improvement. 
 
36 
00:08:33.750 --> 00:08:40.929 
Ruth Shim, MD, MPH: And we also know that half of adults with any mental illness receive 
treatment also in 2024. 
 
37 
00:08:40.929 --> 00:08:59.490 
Ruth Shim, MD, MPH: But unfortunately, treatment for substance use disorders continues to lag 
significantly behind mental health treatment rates. But what we know is that mental health 
inequities around racial and ethnic groups continue to be a significant problem. 
 
38 
00:08:59.490 --> 00:09:07.539 
Ruth Shim, MD, MPH: White adults are able to access care at significantly higher rates compared 
to Black, Latin A, and Asian populations. 
 
39 
00:09:07.540 --> 00:09:14.959 
Ruth Shim, MD, MPH: And there are consistent and persistent barriers in equitable service 
delivery across communities. 
 
40 
00:09:17.330 --> 00:09:28.649 
Ruth Shim, MD, MPH: What we also see in these uneven trends is that, as we see these 
improvements in outcomes, we don't see them being experienced equally across demographic 
groups. 
 
41 
00:09:28.650 --> 00:09:41.689 
Ruth Shim, MD, MPH: And as I mentioned before, minority populations tend to have, not as, don't 
tend to see these trends in improvements at, as… at the same rate. 
 
42 
00:09:41.690 --> 00:10:00.630 



 

Ruth Shim, MD, MPH: But in particular, and this has been a trend consistently over time in our 
epidemiological data, that multiracial people from the United States have not seen significant 
improvement and in fact have seen worsening of outcomes compared to other racial populations. 
 
43 
00:10:01.060 --> 00:10:25.980 
Ruth Shim, MD, MPH: And we also have to think about the fact that when we look at data, it might 
cause us to believe that when we're making progress, that things are going in the right direction, 
and that things are better, but one of the things we're not always thinking about is the limitations 
of our data, and the things that we're not measuring. And so when we look at these large studies 
that give us demographic and epidemiological 
 
44 
00:10:25.980 --> 00:10:36.280 
Ruth Shim, MD, MPH: On outcomes, what we notice is that these surveys often omit our most 
vulnerable populations and the groups that are most at risk. 
 
45 
00:10:36.280 --> 00:10:43.299 
Ruth Shim, MD, MPH: for serious mental illness and substance use disorders, including people 
that are incarcerated, including people that are unhoused. 
 
46 
00:10:43.490 --> 00:10:57.290 
Ruth Shim, MD, MPH: And we also know that there is a significant measurement bias in this data, 
and that we often see that there are lower rates of particular conditions and disorders among 
Black, Latine, and Asian adults. 
 
47 
00:10:57.330 --> 00:11:07.050 
Ruth Shim, MD, MPH: But that this doesn't necessarily mean that the prevalence of these 
conditions is lower, but in fact, it means, and it reflects that there are systemic barriers 
 
48 
00:11:07.070 --> 00:11:14.310 
Ruth Shim, MD, MPH: That is preventing the measurement, the accurate measurement of these 
conditions, rather than lower rates. 
 
49 
00:11:14.310 --> 00:11:34.389 
Ruth Shim, MD, MPH: And so when we see lower prevalence rates among certain populations, it 
doesn't necessarily mean there is lower need. Frequently, it means that there is a lack of 



 

recognition, it means that structural racism is involved, and it means that some people are having 
restricted access to essential mental health services. 
 
50 
00:11:36.650 --> 00:11:50.270 
Ruth Shim, MD, MPH: So this figure right here is a conceptualization of the social determinants of 
health by myself and my colleague, Dr. Michael Compton. And as you can see at the top of this 
figure, you can see adverse mental health outcomes. 
 
51 
00:11:50.270 --> 00:12:02.679 
Ruth Shim, MD, MPH: And as you move down the figure, you're moving further upstream. So, one 
step upstream from adverse mental health outcomes are risk factors, including behavioral risk 
factors, psychological stress. 
 
52 
00:12:02.720 --> 00:12:20.709 
Ruth Shim, MD, MPH: physiologic stress responses, and reduced options and poor choices. And 
we know that risk factors precede a condition and increase the likelihood that someone might 
develop that condition in the future. And so, we are in psychiatry and in behavioral health. 
 
53 
00:12:20.710 --> 00:12:31.089 
Ruth Shim, MD, MPH: care and in psychology and all of our mental health professional work, we 
often try to intervene at the level of the risk factor in order to address 
 
54 
00:12:31.220 --> 00:12:56.219 
Ruth Shim, MD, MPH: Mental health conditions. And often if you are intervening at the level of the 
risk factor, you're intervening too late because there are all of these conditions that set the 
context for the development of the risk factor. It requires that we move further upstream. And so 
when we move further upstream, we get to the social determinants of mental health. We get to 
these things in these center boxes, like adverse early life experiences and discrimination. 
 
55 
00:12:56.220 --> 00:12:59.140 
Ruth Shim, MD, MPH: and exposure to violence and conflict. 
 
56 
00:12:59.140 --> 00:13:02.229 
Ruth Shim, MD, MPH: An interaction with the criminal justice system. 
 



 

57 
00:13:02.410 --> 00:13:18.520 
Ruth Shim, MD, MPH: And low education, and unemployment, and poverty, and homelessness, 
and food insecurity, and access problems, and transportation insecurity, but also things like the 
built environment, and neighborhood disorder, and pollution exposure, and climate change. 
 
58 
00:13:18.890 --> 00:13:33.290 
Ruth Shim, MD, MPH: And so, as I hope that I've been making the case for in this presentation, it's 
really important that we think about these factors, we think about these social determinants, in 
order to intervene at this level to make change. 
 
59 
00:13:33.290 --> 00:13:58.100 
Ruth Shim, MD, MPH: But one of the things that's also really important to know is that if you're 
intervening at the level of the social determinant, you're still intervening pretty late in the game 
because there is still context that was created even further upstream from the development of 
the social determinant. And there was that context that created those social determinants in the 
first place. And so if we were to go even further upstream, we would get an unfair and unjust 
distribution of opportunity. 
 
60 
00:13:58.100 --> 00:14:12.640 
Ruth Shim, MD, MPH: or what we refer to as social injustice. And that social injustice is driven by 
public policies and social norms. So how we feel about people in our society, who we decide is 
worthy of 
 
61 
00:14:12.640 --> 00:14:31.790 
Ruth Shim, MD, MPH: Advantages, and who we decide are worthy of disadvantages, and then the 
laws and the policies that we pass that reflect our beliefs and our value system that leads to 
unfair and unjust distribution of opportunity, which leads to the social determinants of mental 
health, which leads to the risk factor and the adverse mental health outcomes. 
 
62 
00:14:32.040 --> 00:14:39.780 
Ruth Shim, MD, MPH: And I would say that our social norms, both about people with serious 
mental health problems, substance use disorders. 
 
63 
00:14:39.790 --> 00:14:54.880 



 

Ruth Shim, MD, MPH: And people of racial and ethnic minority communities and any oppressed 
and marginalized communities in general really drive these policies that are punitive and 
problematic that lead to unfair and unjust distribution of opportunity. 
 
64 
00:14:57.600 --> 00:15:21.779 
Ruth Shim, MD, MPH: So let's talk about how we might intervene to reshape care delivery in the 
United States. And there is an evolving landscape that's happening within the behavioral health 
services world. We see changes from a financing and policy perspective. So we know that 
Medicaid remains the primary payer in behavioral health with policy shifts in eligibility and paused 
federal 
 
65 
00:15:21.780 --> 00:15:25.469 
Ruth Shim, MD, MPH: Federal parity enforcement impact and coverage stability. 
 
66 
00:15:25.470 --> 00:15:39.420 
Ruth Shim, MD, MPH: We also know that federal capacity is waning. There have been significant 
staffing reductions at SAMHSA. This has created a lot of constraints in oversight and grant 
management and prevention efforts in the behavioral health world. 
 
67 
00:15:39.420 --> 00:15:53.729 
Ruth Shim, MD, MPH: We know that there are crisis systems, that are challenged and struggling, 
that there continues to be work needing to happen at 988, to develop and strengthen mobile 
crisis teams. 
 
68 
00:15:53.730 --> 00:16:03.240 
Ruth Shim, MD, MPH: to improve and continue to support certified community behavioral health 
centers. And we also saw. 
 
69 
00:16:03.400 --> 00:16:13.040 
Ruth Shim, MD, MPH: challenges to this work, including the discontinuation of the specialized 
LGBTQ youth crisis line, as part of SAMHSA. 
 
70 
00:16:13.040 --> 00:16:26.929 



 

Ruth Shim, MD, MPH: We also see care models shaping healthcare delivery, including the growth 
of collaborative care models, advancements that we have been making in telehealth, and the 
integration of peer support and AI tools within care delivery. 
 
71 
00:16:28.920 --> 00:16:43.049 
Ruth Shim, MD, MPH: So, I want to wrap up with how we might think about advancing equity in 
mental health care delivery. From a clinician's and a system's level, we might screen for social 
determinants, partner with our local communities. 
 
72 
00:16:43.050 --> 00:16:49.289 
Ruth Shim, MD, MPH: Monitor clinical outcomes by demographics and dismantle structural racism 
in care delivery. 
 
73 
00:16:49.290 --> 00:17:04.000 
Ruth Shim, MD, MPH: From a policy perspective, there's work to be done in expanding Medicaid 
and Medicare, enforcing parity laws, funding non-police crisis response, and investing in housing 
and income supports as core interventions. 
 
74 
00:17:04.000 --> 00:17:20.089 
Ruth Shim, MD, MPH: And from a workforce perspective, we could cultivate a diverse clinician 
pipeline that reflects the patient population and implement equitable pay for both peers and 
community health workers and those people in the community that are doing the work on the 
ground. 
 
75 
00:17:20.089 --> 00:17:28.119 
Ruth Shim, MD, MPH: And you might notice that these are actions that can be taken at the level of 
the social determinants of mental health, but even 
 
76 
00:17:28.119 --> 00:17:41.209 
Ruth Shim, MD, MPH: upstream to that, at the social injustice level, we can start to make collective 
change around systems policy and workforce interventions. So, I will end there, and I thank you 
all for your time. 
 
77 
00:17:44.090 --> 00:17:52.749 



 

Cait Ellis: Thank you so much, Dr. Shim, and I appreciate you setting the stage for the audience, 
talking about the social determinants of mental health and sharing recent trends, including for 
youth. 
 
78 
00:17:52.880 --> 00:18:10.549 
Cait Ellis: And discussing how this information can be used to really drive change in care delivery 
and improve both mental health access and outcomes. Before I introduce our next speaker, I did 
want to remind our audience that you are welcome to submit questions in the Q&A tab, and we 
will turn to those questions at the end of our event. 
 
79 
00:18:10.720 --> 00:18:20.289 
Cait Ellis: Next, we'll hear from Julia Isaacs. Julia is the Director of Behavioral Health Strategy and 
Planning at Blue Cross and Blue Shield of Michigan and Blue Care Network. 
 
80 
00:18:20.490 --> 00:18:39.619 
Cait Ellis: In this role, Julia is responsible for designing and implementing their enterprise-wide 
behavioral health strategy, which aims to ensure all members have access to quality, 
whole-person care for mental health and substance use disorders. Julia has more than 20 years 
of experience in behavioral health, clinical, administrative, and policy work. 
 
81 
00:18:39.740 --> 00:18:47.080 
Cait Ellis: We are excited that she is with us today to share more about how they are expanding 
mental health care delivery in Michigan. Julia? 
 
82 
00:18:50.700 --> 00:19:15.350 
Julia Isaacs, LMSW, MBA: Thank you so much for having me today, and thank you to Dr. Shim for 
that great overview of what is actually happening. Today, I'm going to talk about how we are 
moving behavioral health care closer to where patients actually receive care. So I'm going to 
cover three main topics. The first is what kind of foundation were we able to build to enable this 
model? Why does collaborative care matter? 
 
83 
00:19:15.350 --> 00:19:19.319 
Julia Isaacs, LMSW, MBA: And then what outcomes and expansion opportunities kind of come 
next? 
 
84 



 

00:19:21.650 --> 00:19:42.119 
Julia Isaacs, LMSW, MBA: Blue Cross Results of Michigan has been on a journey to improve the 
quality and outcomes for our members throughout the state of Michigan. This actually started in 
2005, with the launch of the Physician Group Incentive Program. This was part of a value 
partnerships initiative to connect physician organizations statewide in quality and value-based 
efforts. 
 
85 
00:19:42.330 --> 00:19:55.839 
Julia Isaacs, LMSW, MBA: Over the years, we have included support for key initiatives, like 
patient-centered medical homes, provider-delivered care management, and behavioral health 
integration initiatives, with a pathway, ultimately, to advanced primary care. 
 
86 
00:19:55.840 --> 00:20:19.539 
Julia Isaacs, LMSW, MBA: Advanced primary care is really a model that treats the whole person. It 
provides comprehensive care, proactive management of chronic conditions, including both the 
medical and the behavioral health side of the house. Collaborative care puts that integration into 
practice, and we have really, at Blue Cross Blue Shields of Michigan, kind of doubled down on 
our commitment to ensure that behavioral health care is delivered in a place that 
 
87 
00:20:19.540 --> 00:20:21.670 
Julia Isaacs, LMSW, MBA: Meets the members where they are. 
 
88 
00:20:21.690 --> 00:20:35.200 
Julia Isaacs, LMSW, MBA: In this model, I'm sure many of you are familiar, the care manager, 
maintains frequent patient contact, and reviews the caseload with the psychiatrist. This really 
works as an extender for psychiatric expertise. 
 
89 
00:20:35.200 --> 00:20:52.750 
Julia Isaacs, LMSW, MBA: This matters because traditional referrals can create delays, 
fragmented communications. We know there's a lot of stigma that still occurs in the behavioral 
health space, and collaborative care enables a warm connection to behavioral support through 
somebody who is already a trusted provider in that person's life. 
 
90 
00:20:52.830 --> 00:21:16.340 
Julia Isaacs, LMSW, MBA: Collaborative care has more than 40 years of evidence and 100, 
100-plus, evidence-based trials. I think the problem has always been how do we adopt those, and 



 

scale those, because largely they haven't been funded well, there's been limited implementation 
support, and we've really struggled to take things that we know work and move them into actual 
practice. 
 
91 
00:21:16.620 --> 00:21:41.619 
Julia Isaacs, LMSW, MBA: So a little bit of a timeline here of where we started. So in 2019, this was 
kind of when all of the synthetic opioids were coming on. We were really looking at how we 
expand the use of medication-assisted treatment, throughout the state. We had many counties 
that didn't have a single person prescribing this. We have a very rural north in the state of 
Michigan in our little mitten, and there's many places where this just wasn't, accessible, so we 
 
92 
00:21:41.620 --> 00:21:50.139 
Julia Isaacs, LMSW, MBA: We were able to create incentives actually to get a 285% growth in 
people using those programs across the state. 
 
93 
00:21:50.210 --> 00:22:08.800 
Julia Isaacs, LMSW, MBA: In 2020, we introduced collaborative care incentives. This included 
incentives for funding and practice, really from a health plan, trying to support our providers 
across the state of Michigan in standing these things up, providing that training, providing funding 
to get them started. 
 
94 
00:22:08.820 --> 00:22:25.009 
Julia Isaacs, LMSW, MBA: In 2021, we expanded to pediatric practices. Peds has always been an 
area where we've had a lot of deficits in terms of capacity, and we know that pediatricians are 
oftentimes the first clinicians to recognize behavioral health. 
 
95 
00:22:25.200 --> 00:22:45.350 
Julia Isaacs, LMSW, MBA: And again, lack of behavioral health access for children and 
adolescents is a concern in Michigan, is a concern across the country. So our current model 
includes pediatric delivery, for children over the age of 8. We have some focused adolescent 
training that we have… has been really successful across the state. 
 
96 
00:22:45.460 --> 00:22:58.570 
Julia Isaacs, LMSW, MBA: In 2022, we launched a designation program. So this actually publicly 
identifies in our directory, where these collaborative care practices are, so we can create them, 
but if people can't find them, that's not very helpful. 



 

 
97 
00:22:58.710 --> 00:23:22.230 
Julia Isaacs, LMSW, MBA: So we launched a designation program that ensures that the 
collaborative care practices that are listed in the designation are trained and monitored for fidelity 
to the model. During that time, we also launched a population health, adopted Zero Suicide 
program through our My Mind initiative, which is also through our Value Partnerships programs, at 
Blue Cross. 
 
98 
00:23:22.560 --> 00:23:47.130 
Julia Isaacs, LMSW, MBA: Last but certainly not least, we expanded to OB-GYN practices and 
added substance use treatment into that model. Pregnancy and postpartum period are times 
when patients often maintain regular contact with their OBGYNs, but may not independently seek 
behavioral health care. Many women primarily seek their overall health care from that setting. 
 
99 
00:23:47.130 --> 00:23:56.290 
Julia Isaacs, LMSW, MBA: So integrating screening, care management, and psychiatric 
consultation into that trusted setting reduces the burden of navigating another separate system. 
 
100 
00:23:56.290 --> 00:24:07.439 
Julia Isaacs, LMSW, MBA: It also enables closer coordination around treatment decisions, 
medication, and changing clinical needs, particularly with the peri and postpartum population. 
 
101 
00:24:07.860 --> 00:24:20.079 
Julia Isaacs, LMSW, MBA: In 2026, we have added some performance bar expectations, tied to 
continued value-based reimbursement, so we do at the plan incentivize the use of these models. 
 
102 
00:24:20.080 --> 00:24:36.080 
Julia Isaacs, LMSW, MBA: So, we are requiring that plans, do popu… that practices do 
population-based screening, and that they engage and screen, a number of… a certain 
percentage of their population to really incentivize them to do this in a more population-based, 
holistic way. 
 
103 
00:24:38.260 --> 00:25:03.249 
Julia Isaacs, LMSW, MBA: You can go to the next slide. So just a little bit of a snapshot of where 
we are. We have come a long way. We have over 1,900 primary care and OBGYN practitioners 



 

that are receiving value-based reimbursement. We, through the Blue Cross program and 
partnership with the University of Michigan and others, have trained over 1,100 of those 
practitioners in the model. They also offer ongoing consultation and 
 
104 
00:25:03.250 --> 00:25:28.230 
Julia Isaacs, LMSW, MBA: support to make sure that they continue to maintain fidelity to that 
model. We have more than almost 400 I guess a little bit more than 400 419 practices in total. 
398 of those are primary care practices. This includes pediatrics. So some are family practices, 
some are pediatrician offices and then currently we have 21 OBGYN practices that are in 
 
105 
00:25:28.230 --> 00:25:29.590 
Julia Isaacs, LMSW, MBA: in that program. 
 
106 
00:25:30.150 --> 00:25:52.739 
Julia Isaacs, LMSW, MBA: So, SCALE is supported, through monthly claims activity reports, so I 
think one thing to take away is it's really important to make sure that those provider practices 
have the information that they need to be successful and successfully manage their program. We 
also provide ongoing training, routine practice support, and again, we are including utilization 
thresholds. 
 
107 
00:25:52.740 --> 00:26:02.480 
Julia Isaacs, LMSW, MBA: So it is required that everyone is screened and that they ensure that 
they have an adequate program to meet those practice qualities. 
 
108 
00:26:03.220 --> 00:26:04.130 
Julia Isaacs, LMSW, MBA: Offer key. 
 
109 
00:26:06.280 --> 00:26:08.729 
Julia Isaacs, LMSW, MBA: I can go to the next slide. Is that it? 
 
110 
00:26:08.830 --> 00:26:28.799 
Julia Isaacs, LMSW, MBA: In any case, these figures demonstrate strong implication and adoption, 
so I would say the next stage in this is really to move from, you know, how many people are 
engaged to really move towards an outcome-based model. So we do receive outcomes on 
typical, PROMS measures for patients. 



 

 
111 
00:26:28.800 --> 00:26:53.759 
Julia Isaacs, LMSW, MBA: So, you know, improvements on depression scales and PHQ-9 scales 
and GAD-7. We also want to see how quickly patients are connected. So one of the important 
things of this model, and one of the things the model solves for, is if somebody needs care, they 
are screened, they can really quickly be engaged in treatment. We often lose people if they get 
referrals, or they have to, you know, call a long list of behavioral health providers. 
 
112 
00:26:53.760 --> 00:27:05.309 
Julia Isaacs, LMSW, MBA: providers and try to find care. So this model really enables that. And so 
trying to measure how much quicker can we get patients engaged in care, and treated to 
remission, than the traditional model. 
 
113 
00:27:06.060 --> 00:27:08.550 
Julia Isaacs, LMSW, MBA: And I think that's where I'm ending. 
 
114 
00:27:10.960 --> 00:27:12.180 
Julia Isaacs, LMSW, MBA: Thank you so much. 
 
115 
00:27:12.180 --> 00:27:26.850 
Cait Ellis: Wonderful. Thank you so much, Julia, for sharing how Blue Cross Blue Shield of 
Michigan is expanding access to mental health care through collaborative care, including those 
programs with pediatrics and OBGYN, and outlining the impact of this care model in Michigan. 
 
116 
00:27:26.850 --> 00:27:51.259 
Cait Ellis: So for our final presentation, we will hear from Dr. John Torous. Dr. Torous is the Director 
of the Digital Psychiatry Division at Beth Israel Deaconess Medical Center, which seeks to 
improve access to and quality of mental health care through augmenting treatment with digital 
innovations. He is also the Associate Professor of Psychiatry at Harvard Medical School. His 
research focuses on investigating the potential of mobile 
 
117 
00:27:51.260 --> 00:27:59.329 
Cait Ellis: mental health, and AI technologies for psychiatry, a very timely theme for today's 
conversation. We are thrilled to have him with us today, Dr. Torous. 
 



 

118 
00:27:59.800 --> 00:28:15.689 
John Torous, MD, MBI: Excellent. Thank you so much for having me. We're gonna break this 
presentation up into three broad buckets. There's clearly a lot more to cover in the digital world, 
but I think we can actually get to some pretty big issues quickly, and then open up for discussion 
and talk how 
 
119 
00:28:15.760 --> 00:28:20.589 
John Torous, MD, MBI: This kind of integrates with what Julie and Ruth both showed us. We'll go 
to the next slide, please. 
 
120 
00:28:21.140 --> 00:28:22.949 
John Torous, MD, MBI: So I think clearly. 
 
121 
00:28:23.180 --> 00:28:37.729 
John Torous, MD, MBI: One of the biggest questions, perhaps, in the world now is how is artificial 
intelligence impacting mental health care delivery? Again, perhaps entire books will be written on 
this in the future, but we're going to do it in one or two slides, so let's go to the next slide. 
 
122 
00:28:38.710 --> 00:28:45.909 
John Torous, MD, MBI: And I think the key is to say not everything in AI has to be therapy. I think 
one… 
 
123 
00:28:46.030 --> 00:28:57.810 
John Torous, MD, MBI: Simple framework I like to use, because I like simple things that are visual. 
What is low risk to use AI for, and what is high risk? What is going to be easy to automate, and 
what's going to be harder to automate? 
 
124 
00:28:58.210 --> 00:29:00.960 
John Torous, MD, MBI: And clearly, things are easy to automate at low risk. 
 
125 
00:29:01.280 --> 00:29:07.809 
John Torous, MD, MBI: are going to happen first in healthcare and behavioral health, and things 
that are harder to automate in high risk are going to happen a little bit later. 
 



 

126 
00:29:08.160 --> 00:29:20.269 
John Torous, MD, MBI: So, clearly, ambient scribes or note-taking AI has certainly taken off. I think 
there's a high rate of use. It's not perfect, but the data actually is mixed. It doesn't seem that AI 
 
127 
00:29:20.430 --> 00:29:28.970 
John Torous, MD, MBI: kind of note-takers save people a lot of time, but they may reduce 
burnout, and the next generation of these AI tools may be able to do more. 
 
128 
00:29:29.620 --> 00:29:33.990 
John Torous, MD, MBI: I put refills with a question mark because it depends what perspective 
you're coming from. 
 
129 
00:29:34.160 --> 00:29:45.410 
John Torous, MD, MBI: But there are pilot programs going on right now where AI may be allowed 
to prescribe refills of psychiatric medicines to people who are in certain states. 
 
130 
00:29:45.490 --> 00:29:58.299 
John Torous, MD, MBI: I would argue this is actually higher risk and harder to automate. Other 
people would argue it's lower risk and easier to automate, but certainly, I think, something that is 
happening now and worth calling attention to. 
 
131 
00:29:59.230 --> 00:30:11.949 
John Torous, MD, MBI: I think getting to kind of what Dr. Shim was talking about, psychometrics is 
kind of a jargony term, but again, if we had better ways to quantify people's social determinants 
of health or environments, what's happening. 
 
132 
00:30:12.080 --> 00:30:13.610 
John Torous, MD, MBI: That would be very powerful. 
 
133 
00:30:13.850 --> 00:30:25.110 
John Torous, MD, MBI: if we get it wrong, that would also be very high risk, right? Or again, if 
we're doing bed management for a hospital, it could be easy to automate, but if we mess it up, it's 
really going to cause trouble. So I think that's where, kind of, psychometric fits in. 
 



 

134 
00:30:25.390 --> 00:30:26.709 
John Torous, MD, MBI: In a broad sense. 
 
135 
00:30:27.080 --> 00:30:34.639 
John Torous, MD, MBI: Digital phenotyping is also a little bit of a jargony word, but the idea is 
most people now have a smartphone. 
 
136 
00:30:34.830 --> 00:30:50.089 
John Torous, MD, MBI: Some people have wearables and those produce a lot of behavioral data. 
There's information on steps, sleep, screen time environments. And potentially if that data could 
be harnessed, we would actually know a lot about, again, more social determinants of health. 
 
137 
00:30:50.440 --> 00:30:51.490 
John Torous, MD, MBI: And… 
 
138 
00:30:51.910 --> 00:30:57.729 
John Torous, MD, MBI: There's actually a lot of interest in that from the AI community. If you 
wonder why Google bought FitBit? 
 
139 
00:30:58.080 --> 00:31:05.680 
John Torous, MD, MBI: And when OpenAI made ChatGPT Health, the first thing it said is you can 
upload your medical records, but also your kind of Apple Watch data. 
 
140 
00:31:05.860 --> 00:31:12.140 
John Torous, MD, MBI: Then again, I would argue therapy is going to be harder to automate in 
higher risk, but there's definitely a lot of attention. 
 
141 
00:31:12.370 --> 00:31:15.850 
John Torous, MD, MBI: on that bucket as well. We'll go to the next slide. 
 
142 
00:31:17.450 --> 00:31:34.689 



 

John Torous, MD, MBI: And again, not here. This was an interesting headline, September 24th. 
This is from National Blue Cross, so not Julia, but again, this is an interesting analysis saying AI in 
hospital billing has spiked in complex patients and added a billion dollars to cost. And again. 
 
143 
00:31:34.950 --> 00:31:41.589 
John Torous, MD, MBI: I don't have a counter source to it. I haven't looked at how Blue Cross 
calculated the money, so I'll put a note source, but… 
 
144 
00:31:41.710 --> 00:31:55.529 
John Torous, MD, MBI: There's a world where if everyone's using these AI scribes, and then kind 
of medical billing is being upcoded, does care just become more expensive? And so I think there 
is actually… 
 
145 
00:31:56.050 --> 00:32:12.940 
John Torous, MD, MBI: a potential downside where, again, perhaps in the last year we've 
increased the overall cost of care and to spend on care, and then, again, let's see where the dust 
settles, but have we actually improved quality of care? Are we treating patients who have more 
illness, and thus there's going to be more cost? But I think 
 
146 
00:32:13.140 --> 00:32:23.079 
John Torous, MD, MBI: Certainly a sobering statistic. I think, again, we have to get data from all 
sides and see where it lands, but I think… I brought this example to say I think we have to… 
 
147 
00:32:23.410 --> 00:32:27.920 
John Torous, MD, MBI: Certainly think of the benefits, but also think of some of the risks we may 
not be thinking about. 
 
148 
00:32:28.490 --> 00:32:31.750 
John Torous, MD, MBI: as well as what would be there. So we'll go to the next slide. 
 
149 
00:32:32.790 --> 00:32:41.859 
John Torous, MD, MBI: I think another interesting trend that there's no answer is there's certainly a 
lot of mental health AI, or kind of a psychiatric chatbot. 
 
150 



 

00:32:42.370 --> 00:32:51.889 
John Torous, MD, MBI: Nothing wrong with that, but as we kind of enter the era where, let's call 
them big AI, let's pick some for example, I have no conflicts, be it… 
 
151 
00:32:52.130 --> 00:32:59.530 
John Torous, MD, MBI: Gemini from Google, or… ChatGPT from OpenAI, or Claude from Anthropic. 
 
152 
00:32:59.980 --> 00:33:09.570 
John Torous, MD, MBI: Are you gonna get the same results for mental health from a big AI now as 
you would from a specialized mental health AI? This is a study that's very small, it was 
underpowered. 
 
153 
00:33:09.730 --> 00:33:16.540 
John Torous, MD, MBI: So you see large confidence intervals, but the point is, it may be that the 
big AI now has improved to the point where 
 
154 
00:33:16.880 --> 00:33:24.990 
John Torous, MD, MBI: It may be able to kind of act as a therapist if you prompt it certainly the 
right way. There's always going to be caveats. I'm not saying you should use it as a therapist, but 
 
155 
00:33:25.680 --> 00:33:43.919 
John Torous, MD, MBI: If you have a mental health AI, what is it built on? Is it really built on an 
older model, say, a ChatGPT that's out of date and has safety issues, and you kind of put a mental 
health wrapper around it? These are things we don't really know at this point, but I think that's 
something that we have to kind of evolve, or watch what evidence evolves and steer it. 
 
156 
00:33:44.370 --> 00:33:50.450 
John Torous, MD, MBI: Because certainly some of these big AI tools are becoming very powerful. 
And again. 
 
157 
00:33:50.610 --> 00:33:54.310 
John Torous, MD, MBI: Do we… which ones we want to use and not, we don't fully know. 
 
158 
00:33:54.450 --> 00:33:56.079 



 

John Torous, MD, MBI: We'll go to the next slide. 
 
159 
00:33:56.860 --> 00:34:05.489 
John Torous, MD, MBI: So, I think it becomes an interesting issue of, we kind of alluded to it, are 
these things going to be safe? Are they going to be effective? And there's a lot of 
 
160 
00:34:05.830 --> 00:34:15.979 
John Torous, MD, MBI: realms of digital mental health interventions. It could be everything from a 
wearable, to a smartphone app, to virtual reality. Clearly, Naltos' whole world of 
 
161 
00:34:16.600 --> 00:34:23.439 
John Torous, MD, MBI: AI, so we're not going to try to cover every single device and what the 
evidence is, but I think we can get, again, a good sense of… 
 
162 
00:34:23.580 --> 00:34:27.670 
John Torous, MD, MBI: where the field is and what we're looking at. So we'll go… next slide. 
 
163 
00:34:28.989 --> 00:34:41.039 
John Torous, MD, MBI: And again, looking at safety as a first one, like we certainly have concerns 
about AI harm. I think we've all seen lawsuits. There's been news stories that are clearly based on 
factual events. 
 
164 
00:34:41.750 --> 00:34:55.990 
John Torous, MD, MBI: And this is a paper that I was part of. It was led by Alexander Deal, but we 
basically did a search for all of the harms of AI for mental health. The paper came out in August 
that said the search was done up till November of 2025. 
 
165 
00:34:56.150 --> 00:34:59.870 
John Torous, MD, MBI: Takes time to search the literature, to submit the paper, get it published. 
 
166 
00:35:00.130 --> 00:35:07.930 
John Torous, MD, MBI: But we kind of broke out in harm. We saw there were 32 papers on 
conceptual harm, but not really saying, I mean, the potential of harm makes sense. 
 



 

167 
00:35:08.050 --> 00:35:14.889 
John Torous, MD, MBI: And we looked at kind of mental health use. There were a lot of vignette 
studies where you ask ChatGPT a question, it answers it wrong. 
 
168 
00:35:15.090 --> 00:35:20.859 
John Torous, MD, MBI: There were some studies on cognitive overreliance. Are we outsourcing 
our thinking too much? There was more research on 
 
169 
00:35:21.280 --> 00:35:26.999 
John Torous, MD, MBI: AI dependence, or become dependent on it, a little bit on AI psychosis, 
more conceptual. So the point is. 
 
170 
00:35:27.380 --> 00:35:32.119 
John Torous, MD, MBI: We have very real concerns about harm. I'm not here to minimize them. 
 
171 
00:35:32.310 --> 00:35:46.640 
John Torous, MD, MBI: But we actually don't have a lot of the science and evidence to back those 
up. And again, I think the landscape has changed a little bit, but I would say this is still a pretty 
good summary of where we are and what those harms may be. If we go to the next slide. 
 
172 
00:35:47.800 --> 00:35:56.740 
John Torous, MD, MBI: In terms of looking… Going back to smartphone apps, those do still exist. 
In some ways, the harms are more tractable, because a smartphone app 
 
173 
00:35:57.220 --> 00:36:01.930 
John Torous, MD, MBI: Certainly can include AI, but often it does a thing, and we know what the 
thing is. So. 
 
174 
00:36:02.040 --> 00:36:09.939 
John Torous, MD, MBI: Our team runs the largest database of accessible mental health apps. By 
accessible, it means it's 10 US dollars or less. 
 
175 
00:36:10.070 --> 00:36:18.910 



 

John Torous, MD, MBI: We have a small chatbot, you can say, I'm looking for a mental health app, 
it should do DBT, it should be free, it should have great privacy, and it should have music. 
 
176 
00:36:19.040 --> 00:36:27.589 
John Torous, MD, MBI: And what we do is we just search a database that we maintain. We update 
the database every 6 months. We update the database on 100 points for every app. 
 
177 
00:36:28.030 --> 00:36:40.940 
John Torous, MD, MBI: And it just says, here's the apps that may meet what you want or don't 
want to meet. So I'm not saying any of these apps are the best apps or the worst apps, but I think 
that we have a pretty good tool to say, kind of, what would match your interests or someone 
you're working with. 
 
178 
00:36:41.260 --> 00:36:42.240 
John Torous, MD, MBI: In it. 
 
179 
00:36:42.620 --> 00:36:43.650 
John Torous, MD, MBI: And… 
 
180 
00:36:43.790 --> 00:36:55.490 
John Torous, MD, MBI: As of a couple weeks ago, September 19th, we actually looked at, 
because we update this every six months for many years, we kind of have a good map of the 
temporal stability, and these apps don't stick around, just like AI models change. 
 
181 
00:36:55.630 --> 00:37:02.470 
John Torous, MD, MBI: The apps kind of have a half-life of their own. I know it's a little bit of a, 
again, a technical thing to say, well, drugs have a half-life. 
 
182 
00:37:02.660 --> 00:37:11.249 
John Torous, MD, MBI: But apps and technology have a half-life, too, but I think for apps, this is a 
pretty good resource of what you can find that may be accessible. We'll go to the next slide. 
 
183 
00:37:12.490 --> 00:37:27.000 



 

John Torous, MD, MBI: So, if we jump back to AI harms, to kind of balance out with apps, one of 
the challenges, I think, that why we fail to make a lot of progress in mental health around AI 
harms is we may be thinking about as one type of harm. 
 
184 
00:37:27.290 --> 00:37:39.180 
John Torous, MD, MBI: And it may be more useful to break it up into Type 1 harm and to Type 2 
harm. So Type 1 harm is kind of what we classically think about. The AI says something ridiculous, 
wrong, or dangerous. 
 
185 
00:37:39.740 --> 00:37:40.710 
John Torous, MD, MBI: And… 
 
186 
00:37:40.940 --> 00:37:55.460 
John Torous, MD, MBI: That is not good. The Type 2 harm's a little bit more subtle, though. It kind 
of is where the AI develops a relationship with the person, it validates the incorrect things, it 
fosters too much dependence, people become… 
 
187 
00:37:55.830 --> 00:38:12.470 
John Torous, MD, MBI: stuck with it, they develop odd romantic relationships with it that aren't 
healthy, but really kind of become an unhealthy relationship. And somehow, through that process 
that no one seems to understand today, that relationship becomes very toxic and leads to 
adverse events. 
 
188 
00:38:12.630 --> 00:38:21.150 
John Torous, MD, MBI: So in some ways, I think if you think about a Type 1 and Type 2, it's a little 
bit more productive for thinking about harms and safety of AI. And we jump to the next slide. 
 
189 
00:38:22.050 --> 00:38:29.680 
John Torous, MD, MBI: we can look at why. So, Type 1 harm, this was a report done by Robert 
Hart, he was a reporter for The Verge, but about a year ago. 
 
190 
00:38:29.850 --> 00:38:34.370 
John Torous, MD, MBI: 9 months ago, he basically tested different AI agents to see Type 1 harms. 
 
191 



 

00:38:34.400 --> 00:38:54.250 
John Torous, MD, MBI: And he found that, again, two bots got it right the first time, ChatGPT and 
Gemini. ChatGPT even offered to drop a list of resources. So again, maybe the bigger bots are 
better at it, maybe they're not. Then he tested some mental health-specific ones, and his whole 
article has more. He says, Slingshot AI is Ash, another specialized app its creators say is the first 
AI designed for mental health. 
 
192 
00:38:54.380 --> 00:38:56.109 
John Torous, MD, MBI: Also defaulted. 
 
193 
00:38:56.240 --> 00:39:13.309 
John Torous, MD, MBI: to the 988 Lifeline. He was in the UK, so this was the wrong suicide hotline 
number. And to a company, to their credit, the company said they had fixed it and kind of updated 
it. But the point is, Type 1 harms can happen to anyone. At least you can find them, and you can 
fix them. 
 
194 
00:39:13.580 --> 00:39:15.230 
John Torous, MD, MBI: And if we go to the next slide. 
 
195 
00:39:15.340 --> 00:39:20.330 
John Torous, MD, MBI: I think the reason that we're getting better at fixing Type 1 harms for AI 
 
196 
00:39:20.480 --> 00:39:27.459 
John Torous, MD, MBI: is kind of explained in a research paper that Ben Nelson did with our team, 
and what we looked at was saying. 
 
197 
00:39:27.700 --> 00:39:36.100 
John Torous, MD, MBI: Let's look at this bar graph, and purple kind of is where AI may be today 
on safety when we did a study, and you want to be green, you want to be higher to have less 
safety issues. 
 
198 
00:39:36.320 --> 00:39:47.429 
John Torous, MD, MBI: So how can you go from purple having a lot of safety misses to green? 
And the idea was basically to put an extra AI before or after the main AI. So just like we all have 
to go through airport security. 



 

 
199 
00:39:47.530 --> 00:39:52.839 
John Torous, MD, MBI: to get onto the airplane, imagine before your message gets onto the main 
AI, you have to go through screening. 
 
200 
00:39:52.920 --> 00:40:09.490 
John Torous, MD, MBI: And imagine to make life even more miserable, you have to go through 
security to get out of the airport. You've just been on a long flight, and you have to go through 
security again. But by putting on, kind of, before and after layers. You can get better at reducing 
Type 1 harm. Not perfect, you'll never reduce harm to zero. 
 
201 
00:40:09.630 --> 00:40:20.119 
John Torous, MD, MBI: But better. And I think the reason this is also not a perfect solution is it's 
expensive to run an AI before and after your AI. We're going to see the price of running AI 
increase. 
 
202 
00:40:20.250 --> 00:40:31.279 
John Torous, MD, MBI: And again, tripling the cost to run the system may not be feasible for all 
parties doing it, but I think it's a way we can at least see a way to reduce Type 1 harm. We go to 
the next slide. 
 
203 
00:40:31.800 --> 00:40:44.149 
John Torous, MD, MBI: Type 2 harm is a little bit of a different beast to grapple with. And again, 
you're saying, John, why are we looking at a Wall Street Journal headline? This isn't peer 
reviewed because type 2 harm isn't happening in the wild. We don't have a good sense of it. 
 
204 
00:40:44.320 --> 00:40:51.870 
John Torous, MD, MBI: But I think this headline kind of explains a lot of the factors, that over 4,732 
messages, he fell in love with a chatbot, and now he's dead. 
 
205 
00:40:51.980 --> 00:40:58.809 
John Torous, MD, MBI: So you get the sense that these are long, long conversations with 
chatbots. There's often romance involved. 
 
206 



 

00:40:59.200 --> 00:41:02.380 
John Torous, MD, MBI: There may be feelings of sentience towards a chatbot. 
 
207 
00:41:02.540 --> 00:41:14.909 
John Torous, MD, MBI: Oftentimes, not always, you can see on the text there, there's voice 
involved. So it's unclear, is it just that long conversations are where the risk is, and romance or 
voice are ways to kind of go faster down the train track? 
 
208 
00:41:15.230 --> 00:41:20.439 
John Torous, MD, MBI: is there something in a relationship? I don't know, it's something our team 
is studying. 
 
209 
00:41:20.570 --> 00:41:28.670 
John Torous, MD, MBI: But I think this is where a lot of the risks that we don't understand and a lot 
of the adverse events we want to minimize are happening. We'll go to the next slide. 
 
210 
00:41:29.610 --> 00:41:45.609 
John Torous, MD, MBI: So, are there any strategies for providing mobile care or bringing mental 
health behavioral services to patients where they live and work, instead of patients coming to 
providers? So, kind of the last in our three digital health questions is, what can we do to actually 
begin to implement 
 
211 
00:41:45.650 --> 00:41:50.539 
John Torous, MD, MBI: these changes. I think we all saw after Covid, telehealth was adopted. 
 
212 
00:41:50.600 --> 00:41:54.919 
John Torous, MD, MBI: pretty rapidly by the field. I think psychiatry did a very good job getting it 
there. 
 
213 
00:41:55.070 --> 00:42:03.820 
John Torous, MD, MBI: There was a little bit of a pushback after in the recent years on telehealth, 
but I think the evidence is pretty clear that telehealth can work as well as in person. 
 
214 
00:42:04.010 --> 00:42:07.059 



 

John Torous, MD, MBI: for delivering psychiatric care. But if we go to the next slide. 
 
215 
00:42:07.920 --> 00:42:22.899 
John Torous, MD, MBI: Where I think we have to move to as a field in the future is something 
called hybrid care models. Sometimes hybrid care can be called blended care, and you'll get a 
sense when I explain this diagram of what hybrid or blended care really means. So the idea is. 
 
216 
00:42:23.090 --> 00:42:34.990 
John Torous, MD, MBI: We're going to have a clinical team in green, and you're going to be 
working with a patient here in red. So the clinical team is delivering care. The patient is sharing 
their experience that goes back and forth. So that is staying the same. 
 
217 
00:42:35.260 --> 00:42:44.180 
John Torous, MD, MBI: And the reason it's called kind of hybrid or blended is we're going to add a 
new piece to it. The keyword is add. We're not taking away, we're not subtracting. 
 
218 
00:42:44.370 --> 00:43:02.930 
John Torous, MD, MBI: But the patient is going to be capturing the real time outcomes with an 
app or AI can do this today. You can do mood tracking, you can capture people's steps and sleep. 
And that app and AI is going to give people support at the moment. It's going to say, John, I've 
noticed a change in your sleep. Why don't you try doing this? John, I've noticed you're reacting to 
a medication like this. 
 
219 
00:43:03.040 --> 00:43:05.100 
John Torous, MD, MBI: Should we do a check-in or do this? 
 
220 
00:43:05.750 --> 00:43:11.010 
John Torous, MD, MBI: And of course, again, that APRA AI can send data to the clinical team, and 
the clinical team can give feedback there. 
 
221 
00:43:11.140 --> 00:43:22.959 
John Torous, MD, MBI: So the idea is you kind of have this synchronous layer at the bottom. We're 
doing a kind of standard of care, but you're adding on this new layer towards it. And I think that is 
going to become a very powerful way where we can harness 
 



 

222 
00:43:23.210 --> 00:43:39.310 
John Torous, MD, MBI: the best of apps, the best of AI and technology to augment and extend 
care without saying you can only talk to an AI, or you can only talk to an app. That's not going to 
be feasible. I work with many patients, no one wants to just talk to an AI or an app. 
 
223 
00:43:39.310 --> 00:43:48.400 
John Torous, MD, MBI: I've even talked to people developing a technology. They would like to 
talk to a person when they're not feeling well. But I think this is a really cool ecosystem. And we 
go to the next slide. 
 
224 
00:43:50.360 --> 00:43:58.589 
John Torous, MD, MBI: It's something that our team has been running for a couple years at Beth 
Israel Deaconess Medical Center, so it's not like this is just an academic pie-in-the-sky model. 
 
225 
00:43:58.690 --> 00:44:16.349 
John Torous, MD, MBI: We call it the digital clinic because we're not very good at naming things. 
We're open to new names in the discussion. But the idea of this picture is we get referrals from 
our community partners. We see people for a telehealth session, and we ask people to use an 
app to record your symptoms and do things outside the session. 
 
226 
00:44:16.450 --> 00:44:24.430 
John Torous, MD, MBI: And then to make that system work, we add on a new team member 
called a digital navigator, because it's a lot to ask the clinician to coordinate all that system. 
 
227 
00:44:24.580 --> 00:44:39.890 
John Torous, MD, MBI: But in the way that we deliver care, we do 8 weeks of short-term therapy, 
and we have pretty good evidence you can probably get this type of more integrated holistic 
system outcomes equivalent to longer sessions of therapy. So I think that may be my… 
 
228 
00:44:39.890 --> 00:44:44.839 
John Torous, MD, MBI: Last slide to kind of open up for discussion questions for the group. 
 
229 
00:44:45.510 --> 00:45:04.699 



 

Cait Ellis: Great, thank you so much, Dr. Torous, for sharing more about virtual solutions aimed at 
improving mental health care delivery and where there are still opportunities for improvement. So 
we'd like to use the remaining time to engage in a Q&A session with our audience, so please 
continue to submit questions through the Q&A tab, and I'll invite all of our panelists to come back 
on video. 
 
230 
00:45:06.670 --> 00:45:16.880 
Cait Ellis: So, Julia, I will pose the first question to you. We had a lot of interest in the Q&A, around 
the collaborative care model and scalability. 
 
231 
00:45:16.880 --> 00:45:27.150 
Cait Ellis: What were the biggest hurdles in implementing coordinated care models across 
Michigan practices, and what would you tell other payers or health systems that are considering a 
similar approach? 
 
232 
00:45:28.230 --> 00:45:37.709 
Julia Isaacs, LMSW, MBA: Yeah. I mean, we had in my hand and for the last twenty years, we have 
been trying to, throughout the state of Michigan, really stand up more collaborative care. 
 
233 
00:45:37.710 --> 00:45:55.069 
Julia Isaacs, LMSW, MBA: models. I think there have been two major barriers. The first is, support 
initiation and startup. So as a plan, we were able to find some funding to do the training, to make 
sure that they had a registry, to provide that support, otherwise they would not have. 
 
234 
00:45:55.070 --> 00:46:20.059 
Julia Isaacs, LMSW, MBA: have those resources. The second thing I would say is, staffing, right? 
So, even though this model does support, kind of, utilizing, more efficiently the behavioral health 
resources that we do have, so trying to ensure that we are supporting anyone with finding those 
staff across the state that are willing to do it. And the third problem, which I don't know that we've 
fully solved for. 
 
235 
00:46:20.060 --> 00:46:31.490 
Julia Isaacs, LMSW, MBA: is, the payment model itself can be challenging, so trying to provide 
technical assistance related to the way that practices can more easily bill those services, I think, 
has really been some of the key points. 
 



 

236 
00:46:31.870 --> 00:46:46.240 
Cait Ellis: Great, thank you. And I'll ask one follow-up question that came in as well. You talked 
about the performance bar, and some questions around how you were measuring whether or not 
you were hitting those targets. What metrics were you looking at? How were you doing those 
assessments? 
 
237 
00:46:46.970 --> 00:46:53.500 
Julia Isaacs, LMSW, MBA: So we're looking at both kinds of practice level assessments. So how 
many people are being screened? So the percentage of I mean. 
 
238 
00:46:53.500 --> 00:47:18.490 
Julia Isaacs, LMSW, MBA: We want everyone to be screened, right? A universal screening. How 
many people are actually then referred to collaborative care, and then how many actually engage 
in treatment? And then, secondly, how many people actually experience remission in a given 
time? So, if the treatment is not working, then the program is not working. So, I think those two, 
are we getting people the right care at the right time, and then are people moving to remission 
within a reasonable time? 
 
239 
00:47:18.490 --> 00:47:19.539 
Julia Isaacs, LMSW, MBA: amount of time. 
 
240 
00:47:20.190 --> 00:47:21.540 
Cait Ellis: Great. Thank you so much. 
 
241 
00:47:21.540 --> 00:47:21.990 
Julia Isaacs, LMSW, MBA: Sure. 
 
242 
00:47:21.990 --> 00:47:38.490 
Cait Ellis: Dr. Torous, I'll pose a question to you. You had mentioned how helpful AI can be for 
patients. Do you think there's a real risk in patients uploading their medical records into AI tools? 
And what should patients be thinking about when it comes to privacy and who has access to that 
data? 
 
243 
00:47:38.960 --> 00:47:45.960 



 

John Torous, MD, MBI: I mean, I think… an example that's not related, but then it will. When Spirit 
Airlines went bankrupt, if you Google 
 
244 
00:47:45.980 --> 00:48:01.970 
John Torous, MD, MBI: they sold their data and their email trove to Google for a lot of money. And 
you go, that's what was valuable when Spirit Airlines went bankrupt? Not airplanes? The email? 
Why is Google buying Spirit Airlines' email? It's because they need new things to train AI data on. 
 
245 
00:48:02.060 --> 00:48:14.810 
John Torous, MD, MBI: So I would say the hardest, rarest data to get is people's medical records. 
So certainly, I'm not telling people you shouldn't use these tools. Some of them will say they 
respect your privacy, and we can take them at their word, I suppose, but I think 
 
246 
00:48:14.990 --> 00:48:20.020 
John Torous, MD, MBI: You have a lot of choices on where you want to upload your medical 
record and what you want to do with it. 
 
247 
00:48:20.260 --> 00:48:28.420 
John Torous, MD, MBI: But look at the price tag of Spirit Airlines emails, and again, I don't know 
what valuable data is in there, but just think how much more valuable 
 
248 
00:48:28.530 --> 00:48:38.659 
John Torous, MD, MBI: your medical record data is, so I would at least hopefully have some trust 
in who you're sending it to, and make sure you're gonna get good value for it, because 
 
249 
00:48:38.860 --> 00:48:42.419 
John Torous, MD, MBI: Once it's probably on the internet, it's probably not going away, but… 
 
250 
00:48:43.630 --> 00:49:03.200 
Cait Ellis: Thank you, that's helpful. Dr. Shim, we had several questions come in around improving 
mental health care delivery for communities, especially in rural areas, and I was wondering if 
you'd be able to touch on this a little bit around the impact of the Rural Health Transformation 
Program and opportunities to improve mental health care delivery at the community or rural level. 
 
251 



 

00:49:03.840 --> 00:49:16.590 
Ruth Shim, MD, MPH: Yeah, I mean, this has been something that has challenged us for quite 
some time, making sure that people have access. Access is challenging everywhere, but even 
more so in rural communities. 
 
252 
00:49:16.590 --> 00:49:23.879 
Ruth Shim, MD, MPH: I do think that there are significant opportunities with telehealth, to be able 
to improve 
 
253 
00:49:23.910 --> 00:49:34.329 
Ruth Shim, MD, MPH: outcomes for rural communities. It's been a way to significantly improve 
access, and so we've been using models, telehealth models, to access 
 
254 
00:49:34.820 --> 00:49:54.800 
Ruth Shim, MD, MPH: health, mental health services for quite some time, very effectively, before 
the pandemic, and then, of course, the pandemic really ramped up the use of telemental health 
services. And so, rural communities, you know, the challenges within rural communities around 
this work has a lot to do with 
 
255 
00:49:54.800 --> 00:50:19.770 
Ruth Shim, MD, MPH: Making sure that bandwidth is appropriate for people to be able to connect, 
and have, space, to have the bandwidth to be able to, meet and connect with their provider, 
through the internet, have that internet connection be strong enough. And then another 
challenge, I think, not only for rural communities, but also, like, urban communities 
 
256 
00:50:19.770 --> 00:50:38.359 
Ruth Shim, MD, MPH: as well, is the challenge around when doing telehealth services, making 
sure that people have access to private spaces and areas in which they can, be assured of 
confidentiality, in those areas. So those are some of the major… 
 
257 
00:50:38.370 --> 00:50:52.120 
Ruth Shim, MD, MPH: challenges, but I do think, like, I do think telehealth is one strategy that we 
could amplify and support, especially around the bandwidth, expanding the bandwidth. 
 
258 
00:50:52.160 --> 00:51:00.570 



 

Ruth Shim, MD, MPH: Issues that we could make huge strides and headway into improving care 
and access for rural communities. 
 
259 
00:51:01.530 --> 00:51:08.649 
Cait Ellis: Great, thank you. And I'll also open this up, Dr. Torous or Julia, if you want to speak to 
the rural community. 
 
260 
00:51:10.570 --> 00:51:24.740 
John Torous, MD, MBI: I think what's been interesting, looking at the early data coming out, at 
least of app use or AI use, it does seem that communities are accessing it… rural or urban doesn't 
at least make as much of a difference for accessing technology. I think… 
 
261 
00:51:24.940 --> 00:51:37.940 
John Torous, MD, MBI: broadband access is the limiting factor of the internet, but we're getting 
better, at least in most of the U.S, of how people have access to the internet in it. It's not perfect, 
but I think in some way there's a role for some of this to be an 
 
262 
00:51:38.570 --> 00:51:46.929 
John Torous, MD, MBI: equalizer in it, but again, AI research is relatively new for the modern types 
of AI we're talking about, so I don't think we fully… 
 
263 
00:51:47.300 --> 00:51:49.089 
John Torous, MD, MBI: Have a sense of that, either. 
 
264 
00:51:50.260 --> 00:51:58.130 
Julia Isaacs, LMSW, MBA: You know, I'll just add that, you know, there's good evidence to support 
the virtual use of some of these integrated care programs and models. 
 
265 
00:51:58.130 --> 00:52:20.029 
Julia Isaacs, LMSW, MBA: So the collaborative care program can be delivered virtually. There's 
many places, especially in rural or northern Michigan, that do deliver this. The care manager is 
virtual. The psychiatric consultant says that it makes sense that they were virtual. So it is another 
way to kinda enable expansion of access to services and expertise in that space. 
 
266 



 

00:52:20.400 --> 00:52:35.670 
John Torous, MD, MBI: Yeah, I think one barrier that's a little bit harder to see of device, no device, 
rural, urban, is digital literacy. We actually don't even have very good scales to measure digital 
literacy, especially, say, with smartphones or AI. We have a lot of scales of, do you know how to 
ring a telephone? Do you know how to, like. 
 
267 
00:52:35.960 --> 00:52:39.230 
John Torous, MD, MBI: Dial it, but we actually don't have tools to measure 
 
268 
00:52:39.600 --> 00:52:45.309 
John Torous, MD, MBI: digital literacy, or how comfortable people are using technology to access 
care, and I think that's been… 
 
269 
00:52:45.490 --> 00:52:53.029 
John Torous, MD, MBI: One of the greatest flaws in this whole kind of movement since telehealth 
to apps to AI is you could say. 
 
270 
00:52:53.130 --> 00:53:08.319 
John Torous, MD, MBI: Are we just missing a portion of the population? They're not showing up to 
surveys, they're online, they're not showing up to research studies, they're not showing up to 
care, because they're not able to begin to access it. And I think it's not because of access to 
smartphones or the internet, it's just the digital literacy skills. 
 
271 
00:53:08.620 --> 00:53:22.129 
John Torous, MD, MBI: are not there, and there's very few efforts towards digital literacy for any 
population. But my sense is, I think we're really serious about using AI or apps for care. There 
needs to be kind of a concomitant digital literacy effort. 
 
272 
00:53:22.220 --> 00:53:30.930 
John Torous, MD, MBI: And I think if it's not there, we are going to probably miss the people who 
need help the most. So I think it's a subtle form of harm, but… 
 
273 
00:53:31.080 --> 00:53:33.240 
John Torous, MD, MBI: If you can't even measure it. 
 



 

274 
00:53:33.780 --> 00:53:36.130 
John Torous, MD, MBI: It's hard to know what's happening or not happening there. 
 
275 
00:53:36.660 --> 00:54:00.179 
Ruth Shim, MD, MPH: That's an interesting point that I just want to add to, because I think we 
would all kind of believe in this era that most people are digitally literate. That's generally the 
assumption, but again, without measuring, we don't know. But, you know, I recently spent some 
time with my 80-year-old parents who were, like, on their phones, quite literate, and… but what 
I've seen in my clinical experience, which I think is 
 
276 
00:54:00.180 --> 00:54:04.139 
Ruth Shim, MD, MPH: is an interesting factor that deserves more study. 
 
277 
00:54:04.140 --> 00:54:27.880 
Ruth Shim, MD, MPH: is that several of my younger patients, I think in that same youth mental 
health crisis era of 18 to 25, really do not like accessing care digitally. They do not like using AI, 
they don't like engaging with AI, and they certainly do not like engaging in telehealth visits. And 
so when I give those patients the option to come in person. 
 
278 
00:54:27.880 --> 00:54:41.960 
Ruth Shim, MD, MPH: versus, do a telehealth visit, they choose the in-person visits every time, 
and there's some interesting cultural, and generational aspects related to that, but I feel there's a 
lot more study that needs to be done in that area. 
 
279 
00:54:44.870 --> 00:54:45.600 
Cait Ellis: Great. 
 
280 
00:54:45.730 --> 00:55:01.259 
Cait Ellis: I will pivot us a little bit. Can anyone share any insights on integrating other areas of 
care with mental health services? I know, Julie, you touched on this a little bit, but we had some 
questions come in specifically around collaborative care models in oncology and urgent care 
settings. 
 
281 
00:55:05.260 --> 00:55:23.560 



 

Julia Isaacs, LMSW, MBA: So I think oncology definitely makes sense. We have not gone there, 
but I think that's a great, that's a great potential, like, next pathway. Certainly, the overlap 
between, you know, cancer care and behavioral health, is significant. We know that. Many of our 
cancer centers have built-in behavioral health resources. 
 
282 
00:55:23.560 --> 00:55:45.819 
Julia Isaacs, LMSW, MBA: And collaborative care could be, you know, a logical next step. I think 
for urgent care, collaborative care would potentially… doesn't really make sense, right? Because 
you're coming in more like an emergency setting, you don't have that trusted relationship with 
that provider. But certainly, you know, expanding urgent care to include behavioral health care. 
So we have a number of behavioral health urgent care centers around. 
 
283 
00:55:45.820 --> 00:56:10.739 
Julia Isaacs, LMSW, MBA: That's certainly a way that we can get people the care that they need, 
reduce the amount of time that people spend unnecessarily in emergency departments for things 
that are as simple as, you know, as med refills. As Dr. Torous said, you know, they couldn't get it 
refilled automatically, so they're showing up at the emergency department waiting for a refill. So 
certainly, you know, having urgent care options, for behavioral health and 
 
284 
00:56:10.740 --> 00:56:14.679 
Julia Isaacs, LMSW, MBA: kind of broadly throughout the community, I think, makes a lot of sense. 
 
285 
00:56:16.640 --> 00:56:17.650 
Cait Ellis: Thank you. 
 
286 
00:56:18.060 --> 00:56:33.229 
Cait Ellis: So, there's this focus on youth mental health, and policies to ban phones during the 
school day are growing for many districts, and I was wondering if anyone could comment on what 
impact this might have on mental health, but also on access to digital care. 
 
287 
00:56:35.600 --> 00:56:41.809 
John Torous, MD, MBI: We just published a review of evidence for digital detoxes last week. 
 
288 
00:56:42.230 --> 00:56:43.330 
John Torous, MD, MBI: And… 



 

 
289 
00:56:43.600 --> 00:57:02.880 
John Torous, MD, MBI: when you actually kind of want to look at the academic literature and get 
everything, it's pretty scarce for mental health outcomes what the change is. So I agree, there 
may be changes to attention and concentration that impact school and education. There may be 
differences, but when you kind of begin to dive down, Candace Augers at UC Irvine has done a 
good job. 
 
290 
00:57:03.280 --> 00:57:18.040 
John Torous, MD, MBI: It's not clear exactly what is going on or if there's a direct relationship to it. 
And I think that's because some people do find mental health benefits and connections through 
social media. We live in a digital world. 
 
291 
00:57:18.220 --> 00:57:23.190 
John Torous, MD, MBI: And a lot of relationships are digitally, and again, we don't have to 
moralize if that's good or bad. 
 
292 
00:57:23.490 --> 00:57:28.860 
John Torous, MD, MBI: But I think for some people, there is going to be benefit to connecting, and 
of course, there's going to be harmful content, too. 
 
293 
00:57:29.120 --> 00:57:42.900 
John Torous, MD, MBI: So I do think one challenge of psychiatry is we kind of exited the social 
space right when Facebook started again. We weren't asking people, what are you doing online? 
What are those relationships? Kind of said, oh, that's the online world. Let's talk only about green 
space, which does matter. 
 
294 
00:57:43.000 --> 00:58:01.850 
John Torous, MD, MBI: But I think as psychiatry, we're quickly catching up to is virtual 
environments matter. Young people spend a lot of time in them. Pew Research said a couple of 
years ago that young people are constantly online. So I do think what are the impacts of those 
environments? Where are they good? Where are they bad? Does require a nuanced approach. 
 
295 
00:58:01.880 --> 00:58:07.229 



 

John Torous, MD, MBI: So I'm not opposed to banning phones if there's educational reasons to do 
it, but I think… 
 
296 
00:58:07.270 --> 00:58:13.369 
John Torous, MD, MBI: It's overreading the evidence to say there is a mental health harm for all 
young people by doing it. 
 
297 
00:58:15.020 --> 00:58:37.139 
Ruth Shim, MD, MPH: My response is not evidence-based, but I will say that I have heard many 
times that the folks that live in Silicon Valley, that their schools are the least technology-based of 
all schools in the country. And so I do think that there are some… 
 
298 
00:58:37.410 --> 00:59:02.350 
Ruth Shim, MD, MPH: awareness that the developing brain, that there are… there are some 
negative effects that… that take place around certain aspects of technology, and what those 
aspects are, and… and how… like, we don't understand that as clearly as we should, but I do think 
if the people that are creating this technology make sure to keep it away from their young 
people, I think that's something that we should be trying 
 
299 
00:59:02.350 --> 00:59:06.340 
Ruth Shim, MD, MPH: to study, understand, and pay more attention to. 
 
300 
00:59:08.920 --> 00:59:19.379 
Cait Ellis: Excellent. Thank you. Well, unfortunately, we are out of time today, and I would like to 
thank our excellent panel of speakers for being with us today and sharing your valuable work and 
insights. 
 
301 
00:59:19.380 --> 00:59:41.080 
Cait Ellis: And thank you to our audience for joining this conversation. An archive of the event will 
be available on our website in the coming days and sent out to our audience. Your feedback is 
incredibly important, so please take a moment to complete a brief survey that will open on your 
screen after the event. And I'll also note that our webinar on youth mental health that we held 
back in April is also available on our website. 
 
302 
00:59:41.080 --> 00:59:43.129 



 

Cait Ellis: Thank you again for joining us today. 
 
 
 


