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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.-b). The term SMI refers to a classi-
fication of disorders resulting in severe functional impairment 
for a period greater than 12 months (Insel, 2013; Kessler et 
al., 2003). Examples of SMIs include the diagnoses of major 
depression, bipolar disorder, and schizophrenia (National Al-
liance on Mental Illness, 2014). Among persons diagnosed 
with SMI, there is a disproportionately higher mortality rate 
from treatable physical health conditions such as cardiovas-
cular disease and pulmonary disease, when compared to the 
general population with similar primary health care illnesses, 
as a result of not accessing the appropriate sector of care or 
receiving ineffective services in a specialized sector of care 
(Druss, Zhao, Von Esenwein, Morrato, & Marcus, 2011; 
Mardone, Snyder, & Paradise, 2014). 

According to the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA; 2012), only 40% of persons 
diagnosed with mental illness, including SMI, sought profes-
sional treatment from 2011 to 2012. Numerous reasons exist 
as to why persons with mental illness abstain from services, 
including the stigma associated with receiving health care 
services and perceived or actual barriers inhibiting them from 
seeking help (Clement et al., 2015; O’Connor, Martin, Weeks, 
& Ong, 2014). Consequently, barriers to the access and use 
of appropriate mental health services have had a devastating 
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effect for persons with SMI, especially those experiencing 
confounding primary health care concerns (Manderscheid 
& Kathol, 2014; Mardone et al., 2014). As noted by Shim 
and Rust (2013), although the physical and psychological 
self are inextricably linked, policy makers and health care 
professionals historically have conceptualized mental health 
care and primary health care as distinctly separate, artificially 
creating separate entities of care. However, the confound-
ing 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, Halford, 
& Perlman, 2012). 

The confusion experienced by persons in either the primary 
or the mental health care sector may contribute to an overall 
reduction in help-seeking behavior or prevent persons from 
accessing treatment entirely, and, more important, persons 
with SMI are dying from treatable health conditions (Barnett 
et al., 2012; Kessler et al., 2005; Mardone et al., 2014). As 
a 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, which 
is a common phenomenon 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 and ability to live a more inde-
pendent and productive life (Stierlin et al., 2014).
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An integrated behavioral and primary health care (IBPH) 
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 address a phenom-
enon observed in the mental health population, in which the 
majority of individuals who receive mental health services 
also have at least one unaddressed chronic health condition 
(Texas Health and Human Services, 2015). 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, hyperten-
sion, high blood cholesterol, stroke, asthma, cardiovascular 
and pulmonary disease). Moreover, 80% of the mental health 
conditions remain untreated or are treated ineffectively in set-
tings focusing solely on a single specialty of care (e.g., mental 
health only or primary health only). As a result, untreated 
mental health conditions in the primary health care sector, 
and vice versa, are associated with poor treatment outcomes, 
prolonged illness and complications, disabilities, increased 
usage of health services, higher health care cost, and even 
premature death (Katon & Seelig, 2008; Prince et al., 2007; 
Seelig & Katon, 2008).

By targeting both behavioral and medical sectors 
concomitantly, the fragmentation experienced in single 
entities of care that often result in access and use of service 
gaps may be narrowed through provision of comprehensive, 
holistic services. Such a treatment approach has the potential 
to reach individuals who may not seek behavioral health 
or primary health services separately; when offered in an 
integrated fashion, this holistic approach may reduce many 
of individual-level barriers. Integrated treatment is best 
thought of as occurring on a continuum of service integration. 
Services can range from coordinated (referral-based services 
offered in distinctly separate locations) to colocated (distinctly 
different services offered in the same physical location) to 
fully integrated (team-based coordination of services offered 
in the same physical location, in which health care providers 
share a single service plan and use the same electronic health 
record and billing system and frontline staff; Blount, 2003). 
An IBPH model incorporates primary medical care into 
outpatient mental health services, thus unifying each into a 
single entity of care. 

To date, most of empirical research available on IBPH 
has focused on various models of integration (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 organi-
zational capacity for service integration in community-based 
addictions (Guerrero, Aarons, & Palinkas, 2014), with each 
inquiry demonstrating promising outcomes for both health 
care providers and clients who participated in the integrated 
approach. However, rigorous outcome research demonstrating 

the effectiveness of IBPH services and its impact on holistic 
client functioning remains sparse. Although the availability of 
integrated treatment programs throughout the United States 
is growing, a majority of behavioral health and primary 
health care systems fail to implement integrated strategies 
(SAMHSA, n.d.). This may be the result of limited available 
outcome data identifying integrated care treatment as an 
efficacious approach for persons with comorbid mental and 
primary health care disorders, perhaps creating an unintended 
barrier to accessing services beyond what has been already 
identified in the professional literature for persons with SMI.

Purpose of the Study
The aim of this study was to assess the added benefit of using 
a comprehensive, integrated treatment approach for persons 
diagnosed with SMI. Specifically, we compared the effec-
tiveness of an IBPH approach to a treatment-as-usual (TAU) 
approach for adults identified as having both mental health 
care needs and primary health care needs across a number 
of client holistic functioning variables. To accomplish this 
task, we relied on a single research question to direct our 
investigation: Are there variations in the Adult Needs and 
Strengths Assessment (ANSA) Risk Behaviors, Behavioral 
Health Needs, Life Domain Functioning, and Strengths sub-
scales and the crisis event measure mean difference scores of 
clients receiving either IBPH or TAU services at a regional 
mental health agency across a 12-month treatment period?

Method
We used an ex post facto, quasi-experimental, pre–post test 
design to compare the effects of an IBPH treatment approach 
to a TAU approach across constructs (ANSA subscales and 
crisis event measure) of client holistic functioning. An a priori 
power analysis was used to determine the minimum numbers 
of participants (N = 196) needed given a statistical power 
level of .80, alpha level of .05, and a moderate effect size of 
.15 using the G*Power 3.1 statistical power analysis program 
(Faul, Erdfelder, Lang, & Buchner, 2007). 

Participants

Participants were adults, 18 years or older, diagnosed with 
SMI and identified as having primary health (e.g., diabetes, 
obesity, hypertension) or nonprimary health (e.g., arthritis, 
convulsive disorder, asthma) conditions, from a rural com-
munity mental health agency located in the southern region of 
the United States. Common methods of referral into services 
included self, emergency hospitals, crisis stabilization units, 
and both indigent and private practitioners. All participants 
qualified for services and were administered the ANSA and 
crisis event measure upon intake (Day 1) and again every 
subsequent 180 days. Table 1 contains participant demo-
graphic information.
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Measures

ANSA. The ANSA (Lyons & Walton, 1999) is a clinician-
administered, communimetric instrument (a measure that 
optimizes the communication value between provider and 
client, in which findings are easily translated, even at the 
item level, to service delivery applications; Lyons, 2009) 
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. Currently, the ANSA is used in seven states (California, 
Georgia, Indiana, Maine, New Hampshire, Pennsylvania, 
and Texas) and Canada, commonly in settings such as 
psychiatric hospitals and public behavioral health systems 
(Praed Foundation, 2015). The ANSA is multidimensional 
and identifies persons’ needs and strengths across seven 
different domains: Risk Behaviors (eight items), Behavioral 
Health Needs (12 items), Life Domain Functioning (15 
items), Strengths (12 items), Culture (four items), Psychiatric 
Hospitalization (three items), and Crisis History (one item), 
with an optional eighth domain of Family/Caregiver Strengths 
and Needs (six items) if applicable to the individual. The 

complete 61-item instrument takes approximately 30 to 45 
minutes to administer. For this study, bachelor’s-level or 
higher case managers, most of whom were fluent in both 
Spanish and English, administered the ANSA to their own 
caseload every 180 days; licensed professional counselor 
intake coordinators administered the ANSA upon clients’ 
admission into services. 

As a communication tool, each item within a subscale 
consists of an area for exploration and evaluation (e.g., Risk 
Behaviors subscale: suicide risk, danger to others, self-
injurious behaviors, etc.; Life Domain Functioning subscale: 
physical/medical, family functioning, employment, etc.; 
Strengths subscale: family, social connectedness, optimism, 
etc.). In this investigation, only four subscales from the ANSA 
were used—Risk Behaviors, Behavioral Health Needs, Life 
Domain Functioning, and Strengths—and, collectively, with 
the inclusion of crisis that occurred, define the construct of 
client holistic functioning. The domains of Culture, Psychiat-
ric Hospitalization, and Crisis History were omitted from this 
investigation. The domain of Culture regarding the population 
under investigation was fairly homogeneous (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 and waiting, 2 
= recent, action required, and 3 = acute, immediate/intense 
action required. For strengths, 0 = centerpiece strength, 1 
= useful strength, 2 = identified strength, and 3 = not yet 
identified. A centerpiece strength is an identified strength 
around which a strength-based care plan can be developed. 
Likewise, a useful or identified strength exists, but may 
require further development and consideration before it 
is incorporated into a strength-based care plan (Lyons & 
Walton, 1999). 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, subscale scores were 
used instead of the overall global score, allowing for easier 
interpretation within each subscale domain. 

Lyons and Walton (1999) indicated that with appropriate 
training, the alpha reliability for the scores on the ANSA is .75 
with vignettes, .84 with case records, and .90 with live cases. 
Although reliability estimates for the scores of the sample 

TABLE 1

Demographic Information of Participants in  
Integrated Behavioral and Primary Health Care 
(IBPH) and Treatment-as-Usual (TAU) Groups

Variable

Gender 
Men 
Women

Ethnicity 
Hispanic 
White 
African American 
Native American 
Undisclosed

Mean age (in years)
Standard deviation of age 
Mental health diagnosis 

Depression spectrum 
Bipolar spectrum 
Schizophrenia spectrum

Primary medical diagnosis 
Diabetes  
 Type 1 
 Type 2 
Hypertension 
Obesity 
Pulmonary heart disease 
Lipidoses

Other nonprimary diagnosis
Absence of medical diagnosis

 36
 62

 57
 39
 2
 0
 0
 47.3
 12.3

 60
 29
 9

 7
 16
 41
 15
 2
 5
 31
 34

IBPH (n = 98)

Note. N = 196. Total mean age = 48.2 years, and total standard 
deviation age = 12.8. Participants could have more than one primary 
medical diagnosis or a combination of primary and nonprimary 
medical diagnoses.

TAU (n = 98)

 46
 52

 55
 35
 4
 1
 1
 48.9
 13.4

 41
 27
 30

 6
 15
 33
 22
 2
 5
 35
 39
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under investigation were not available due to the archival data 
being collected and the mental health agency’s data manage-
ment system protocols, Walton, Kim, and Park (2013) identi-
fied that between the years 2008 and 2010, across a normative 
sample 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 for adults receiving public mental 
health services. For persons receiving psychiatric services in 
a managed care setting, Christopher (1998) indicated inter-
rater reliability for the scores on the ANSA ranging between 
.87 and .89. As an outcome measure, Walton et al. (2013) 
recommended a period of 12 months 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 
ANSA–Abbreviated Referral Version in predicting clinical 
placement of 272 incoming psychiatric patients for a period 
of 2 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 re-
cording a continuous number of crisis events, for the purpose 
of this study, we created a simple measure identifying the 
number of 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’s electronic 
health record system, Anasazi. A crisis event was defined by 
the mental health agency, in accordance with the rules and 
regulations set forth by the state’s Department of State Health 
Services 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 to actually 
classify as a crisis. Crisis event examples involved suicidal 
and homicidal ideation, severe functional impairment, severe 
impairment due to substance use, and a lack of basic resources 
(e.g., housing, food). 

Procedure

Upon receiving institutional review board approval from 
the first author’s university, preexisting data were gathered 
from three primary sources: (a) electronic health records, 
(b) an agency-created spreadsheet (a living document), and 
(c) hardcopy medical records. All three sources of data were 
combined into a master spreadsheet created by the first author. 
Each participant’s data were matched according to name and 
agency-assigned case number. Given the time span from which 
data were collected, participants could theoretically appear 
in both treatment conditions. For each of these occurrences, 
we removed participants 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 deidentified. 

We used data from participants enrolled in services begin-
ning on August 1, 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 12 months 
were included in this investigation for both treatment condi-
tions. If a client maintained continuity of service throughout 
the entire time frame (August 1, 2013, to August 31, 2015), 
only data points closest to the original start date (August 1, 
2013), up to a year, were used, thereby minimizing the effects 
of treatment longevity. August 1, 2013, marked the beginning 
of the IBPH program as well as the implementation of the 
ANSA instrument at the community mental health agency 
where this investigation occurred. 

Participants’ data were selected, at random, using a random 
number generator (i.e., www.random.org) from two preexist-
ing groups: (a) an experimental IBPH group (n = 200) and 
(b) a control TAU group (n = 200). However, participants’ 
data were not randomly assigned to experimental or control 
condition because of their existing group membership prior 
to independent variable manipulation. 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. 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, at Day 1 and again at Day 365. 

Control TAU group. We defined TAU as a comprehensive 
behavioral-health-only treatment approach for individuals 
diagnosed with depression spectrum, bipolar spectrum, or 
schizophrenia spectrum and other psychotic disorders (e.g., 
schizoaffective disorder, psychotic disorder not otherwise 
specified). Depending on the treatment intensity authorized, 
as well as clients’ willingness to participate in services, TAU 
could consist of engagement services (only for treatment 
noncompliant clients), behaviorally oriented skills training 
such as anger management and/or interpersonal skills build-
ing, medication management, supported employment and 
housing, routine/intense case management, and cognitive 
behavior therapy. As a client-centered approach, TAU services 
were individualized based on identified needs but generally 
consisted of one or two face-to-face sessions, ranging from 
30 to 45 minutes, every other month with a case manager. 
Each case manager received training on illness management 
and recovery, applied suicide intervention skills training, 
psychopharmacology, and case management, which were all 
provided in-house by the mental health agency. Additionally, 
persons receiving TAU services would meet with their psy-
chiatrist for 10 to 15 minutes every 3 months for medication 
management. Persons in the TAU control group, regardless 
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of whether they had any diagnosable primary or nonprimary 
medical conditions, were not provided primary health care 
services by the mental health agency, but rather received 
health care services from their own primary care physician 
when necessary. 

Experimental IBPH group. IBPH was defined as a compre-
hensive, fully integrated treatment approach for individuals 
diagnosed with depression spectrum, bipolar spectrum, or 
schizophrenia spectrum and other psychotic disorders (e.g., 
schizoaffective disorder, psychotic disorder not otherwise 
specified). These individuals also were either diagnosed with, 
or presented as at risk for, primary health care diseases such as 
diabetes mellitus Type 1 and Type 2, hypertension, and obesity. 
In a fully integrated system of care, health care providers work 
collaboratively as part of a care coordination team, sharing the 
same physical location, contributing to a single-service plan, 
and using the same information database and billing system 
(Blount, 2003). Treatment consisted of scheduled medical 
services provided by a medical doctor or nurse practitioner, 
once every month or every other month, integrated into the 
already existing behavioral health regimen described in the 
preceding section. Thus, persons enrolled in integrated treat-
ment received the same array of behavioral health services 
provided in the control group. However, unlike the control 
group, persons in the experimental group also received primary 
health care services delivered in concert with their mental 
health treatment (e.g., same provider network, same building, 
same electronic health record and billing system). Specialized 
case managers, designated as navigators, facilitated linkage 
and ensured continuity of information and services between 
physical and mental health providers. Navigators also provided 
cost-effective, preventive health care services such as exercise 
and nutrition interventions, smoking cessation support, and 
physical health education, which have contributed to decreas-
ing both recidivism rates and development of new health care 
illnesses (Cutler, 2004). In addition, navigators provided case 
management on an individualized basis (approximately twice 
a month). Note that individuals were not eligible for primary 
health care services unless they were concurrently receiving 
behavioral health treatment provided in an integrated fashion. 

Data Analysis

This study included a preliminary data analysis of demo-
graphic variables (i.e., age, gender, ethnicity) to determine 
group equivalency, ex post facto. Profile analysis was the 
primary data 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 here. 

Preliminary analyses. To determine whether treatment and 
control conditions were similar across group variables of eth-
nicity and gender, we used a chi-square test for homogeneity; 

for age, we conducted a t test. Given that this study relied 
on preexisting data, determining group equivalency a priori 
was not feasible; a chi-square test of homogeneity and t test 
allowed us to test for group equivalency across the variable 
of interest after the fact. 

Primary analysis. A profile analysis is a special application 
of a multivariate analysis of variance (MANOVA), in which 
each dependent variable (DV) is subjected to the same scal-
ing technique (Tabachnick & Fidell, 2013). The advantage 
of profile analysis over a simple MANOVA is that it offers 
not only a statistical means of determining treatment effect 
but also a standardized graphical method. This standardized 
graph allows for visual analysis of profile pattern and shape, 
establishing a method for direct comparison between and 
within profiles, which is not accessible in simple MANOVA 
applications. Within a profile analysis, the researcher exam-
ines the null hypotheses of level of profiles, parallelism of 
profiles, and flatness of profiles. 

The level of profiles is examined 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, we examined whether an IBPH ap-
proach leads to lower scores (treatment gain) on the ANSA 
subscales and number of crisis events when compared to 
TAU (i.e., between-groups main effect). The overall level 
among profiles is analogous to the univariate between-
subjects analysis of variance test. The parallelism of pro-
files is examined to determine if an interaction occurred 
within profiles and between treatments. In this study, we 
examined whether IBPH and TAU lead to the same pat-
tern of decrease in ANSA subscale scores and number of 
crisis events (i.e., client holistic functioning). To evaluate 
parallelism, we converted the data matrix of DV scores 
into difference scores, resulting in four difference scores 
or segments: (a) risk behaviors versus behavioral health 
needs, (b) behavioral health needs versus life domain func-
tioning, (c) life domain functioning versus strengths, and 
(d) strengths versus crisis events. Each segment represented 
a slope value used to determine whether the difference be-
tween risk behaviors and behavioral health needs is the same 
for individuals who received either the integrated interven-
tion 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. 
The flatness of profiles is examined to determine if each 
DV yields a similar response, independent of the between- 
subjects independent variable. In this study, similar to the test 
of parallelism, we evaluated segments using a MANOVA to 
determine if a statistically significant deviation occurred 
between zero matrices and the segmented data across each 
profile. Thus, we examined if each treatment type yields a 
consistent pattern of response across indicators of client 
holistic functioning (i.e., within-group effect). 
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Results
Preliminary Analyses 

We used a chi-square test for homogeneity to determine group 
equivalency among the demographic variables of gender and 
ethnicity according to the type of treatment received. A statis-
tically nonsignificant association was noted between gender 
and treatment type received, χ2(1) = 2.10, p = .15. Likewise, 
there was a statistically nonsignificant association between 
ethnicity and treatment type received, χ2(4) = 4.92, p = .30. In 
addition, we conducted a t test to determine group equivalency 
of age across treatment type, with a statistically nonsignificant 
effect noted between age and treatment type received, t(194) 
= –0.90, p = .37. On the basis of these findings, we asserted 
that groups were similar across the variables of age, ethnic-
ity, and gender prior to independent variable manipulation.

Profile Analysis

Descriptive statistics are presented in Table 2. An alpha level 
of .05 was used across the null hypotheses of level, parallel-
ism, and flatness of profiles. No missing data were present. 
Multivariate normality was approximated through observa-
tion of normal distribution of box plots for each DV across 
groups. No curvilinear relationships were noted among DVs. 
We assessed multicollinearity through bivariate correlation 
coefficients among DVs, which ranged from .07 to .51. We 
assessed homogeneity of variance–covariance matrices 
using Box’s M = 23.4, p = .09. Univariate and multivari-
ate outliers were noted in the DVs of strengths and crisis, 
which were retained to ensure a balanced design and reflect 
the in vivo nature of this investigation. 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 profiles, F(1, 
194) = 14.76, p < .001, f 2 = .29. Power of the study was 
sufficient for this effect (1 – β = .97). The calculated grand 
mean difference scores represent the overall, average differ-
ences from pre- to posttest on the ANSA subscales and crisis 
events across a 12-month treatment period. For the TAU, 
profile mean difference scores of 0.05 (risk behaviors), 0.10 
(behavioral health needs), –0.02 (life domain functioning), 
–0.35 (strengths), and –0.02 (crisis) yielded a grand mean 
difference score of –0.05. For the IBPH profile, mean differ-
ence scores of –0.42 (risk behaviors), –1.13 (behavioral health 
needs), –1.42 (life domain functioning), –2.86 (strengths), 
and –0.10 (crisis) yielded a grand mean difference score of 
–1.18. Although 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), the integrated profile had a significantly larger decrease in 
level, suggesting that the IBPH approach was more effective 
than the TAU approach in improving clients’ holistic func-
tioning across a 12-month treatment period. To determine the 
degree of this effect, we compared the overall average mean 
difference scores between profiles. A mean difference score of 
–1.18 units for the IBPH group and a mean difference score 
of –0.05 units for the TAU group represent a treatment effect 
difference of approximately 24 times (–1.18/–0.05 = 23.6) in 
favor of the IBPH 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 
for determining treatment effectiveness (Watson, Lenz, 

Note. A negative mean difference score indicates a positive treatment gain over a 12-month period. IBPH = integrated behavioral and 
primary health care; TAU = treatment as usual.

TABLE 2

Means, Standard Deviations, and Mean Difference Scores for Dependent Variables Across Groups

Variable

IBPH (n = 98) 
Risk behaviors 
Behavioral health needs 
Life domain functioning 
Strengths  
Crisis event measure 

TAU (n = 98) 
Risk behaviors 
Behavioral health needs 
Life domain functioning 
Strengths  
Crisis event measure 

 1.56
 9.00
 9.34
 16.80
 0.12

 1.24
 7.94
 9.04
 15.30
 0.13

SDM

 1.63
 3.86
 4.56
 7.87
 0.41

 1.96
 4.19
 5.13
 7.39
 0.49

Posttest ScorePretest Score Mean Difference Score

SDM SDM

 1.14
 7.78
 7.92
 14.00
 0.02

 1.30
 8.04
 9.02
 14.90
 0.11

 1.54
 3.77
 4.18
 6.45
 0.14

 1.62
 4.17
 4.71
 7.10
 0.38

 –0.42
 –1.13
 –1.40
 –2.86
 –0.01

 –0.05
 –0.10
 –0.02
 –0.35
 –0.02

 0.94
 3.09
 3.98
 6.35
 0.44

 1.13
 3.26
 3.18
 5.14
 0.50
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Schmit, & Schmit, 2016). For both treatment approaches, 
the standard error of the mean difference was 0.21. For the 
IBPH approach, a 1.18 unit of change represents an average 
treatment effect of approximately 5.6 times that of random 
error (one standard unit of the standard error of the mean 
difference). Likewise, for the TAU approach, a 0.05 unit of 
change represents an average treatment effect of approxi-
mately a quarter (0.24) of one unit of random error. 

Parallelism of profiles. A statistically significant interac-
tion between treatment type and mean difference scores for 
holistic client functioning was apparent, indicating an absence 
of parallelism among profiles, Wilks’s 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 IBPH 
approach, clients experienced a decrease in score across 
each of the ANSA subscales and crisis event measure (–0.42 
for risk behaviors, –1.13 for behavioral health needs, –1.42 
for life domain functioning, –2.86 for strengths, and –0.10 
for crisis), indicating that the IBPH treatment was effective 
across all aspects of holistic client functioning (see Figure 1). 
Clients who participated in the TAU protocol responded with 
mixed effects (0.05 for risk behaviors, 0.10 for behavioral 
health needs, –0.02 for life domain functioning, –0.35 for 
strengths, and –0.02 for 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 by 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’s λ = 
.92, F(4, 191) = 3.95, p = .004, f 2 = .29. Power of the study 
was sufficient for this effect (1– β = .90). The absence of flat-
ness suggests that one or both treatment approaches yielded 
differential gains across holistic client functioning. For the 
IBPH profile, scores across the ANSA and crisis events 
measure differed substantially from one another (see Figure 
1), indicating a nonflat profile. For instance, the domain of 
strengths (–2.86) was affected by the IBPH 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 times 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 the strength 
domain (–0.35) as the benchmark, it was affected by the TAU 
approach 6 times more than risk behaviors, 2.5 times more 
than behavioral health needs, and 17.5 times more than life 
domain functioning and crisis. 

Each statistical test performed across the null hypoth-
eses of profile analysis (i.e., parallelism, flatness, and level) 
revealed a moderate-to-large degree of effect. Effect size 

FIGURE 1

Profiles of Mean Difference Scores Across Adult Needs and Strengths Assessment Subscales

Note. A negative value demonstrates an improvement in Adult Needs and Strengths Assessment subscale score specific to that domain, 
over a 12-month period. RB = risk behaviors; BHN = behavioral health needs; LDF = life domain functioning.
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estimates were evaluated using Cohen’s (1988) f 2 standards 
of small = .02, medium = .15, and large = .35, indicating 
the degree to which treatment type affected mean difference 
ANSA scores and crisis event indicators over a 12-month 
treatment period. 

Discussion 
Level of Profiles 

The difference in observed effect in level of profiles, as in-
dicated by the results of this study, may best be explained by 
the integrated primary health care component, which is absent 
in the TAU approach. Primary health care 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 concomi-
tantly, reducing many of the individual-level barriers such as 
lack of trust with health professionals, difficultly with identi-
fying community resources, and concerns over confidentiality 
that often result from receiving mental health and primary 
health care services in distinctly separate settings (Valleley 
et al., 2007). For the TAU group, the observed difference in 
level may be due to the lack of coordination between mental 
health and primary health care service providers, resulting in 
participants being responsible for seeking their own primary 
care services or, at most, soliciting referrals from their mental 
health counselor. 

Parallelism of Profiles 

A significant interaction effect was apparent for parallel-
ism of profiles (see Figure 1). Differences in participants’ 
responses on the ANSA subscales and crisis event measure 
were in fact dependent on which treatment approach they 
received, indicating that treatment type produced a moder-
ate degree of effect across participants’ holistic functioning. 
The IBPH approach addressed individuals from a holistic 
perspective, considering both mental health and primary 
health concerns in a coordinated system of care. It is the 
colocation and seamless coordination among professionals 
cross-trained in both mental health and primary health care 
needs that truly benefits individuals in these services. As 
a result, persons with SMI receive a more comprehensive 
service, with their health care professionals considering 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 health 
care services in a behavioral health setting, one reduces 
many of the individual-level barriers. 

In contrast to the TAU approach, the IBPH approach ap-
pears to have a positive impact on each aspect of holistic 
client functioning (clients’ needs to treat decreased and their 

strengths increased), showing marked improvement over the 
1-year treatment period. Greater mean difference scores were 
more apparent in three domains (i.e., –1.13 for behavioral 
health needs, –1.42 for life domain functioning, and –2.86 
for strengths), with the strengths domain showing the most 
improvement. Similar to the TAU approach, IBPH is designed 
to address symptoms associated with SMI and to 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. This observed effect may be 
explained by the fact that therapeutic outcomes are in part 
due to clients’ beliefs that they can accomplish specific tasks 
(i.e., self-efficacy). Personal strengths are perceptions of one’s 
own assets, whether they be physical or cognitive, and influ-
ence one’s decision to engage in behavioral change (Bandura, 
1977). The more identified strengths a person has, the greater 
the degree of self-efficacy in task completion and the greater 
likelihood of positive treatment outcomes. Future research 
should explore the relationship between client strengths, 
self-efficacy, and other aspects of client holistic functioning 
(i.e., risk behaviors, behavioral health needs, life domain 
functioning, crisis) with respect to both treatment approaches. 

However, the same aforementioned effect was not ob-
served 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 1-year treatment period. The differences in 
pattern and shape of both profiles (mean difference scores 
across the ANSA and crisis event measure; see Figure 1) sug-
gest that each treatment approach 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 client holistic functioning. In 
2004, Texas revamped its previous system of treatment de-
livery by implementing a standardized assessment to identify 
services that would address individuals’ needs (Cook, Toprac, 
& Shore, 2004). Often, the first line of defense is 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 clients’ symptoms while navigating the complexities as-
sociated with SMI. 

It is interesting that the strengths domain (–0.35) seemed 
to be quite responsive to the TAU protocol when compared 
with other domains of holistic client functioning. One possible 
explanation may be related to the domain itself: Strengths are 
more of an intrapersonal concept, ranging from actual to per-
ceived beliefs, emotions, and resources that vary from person 
to person. The TAU approach used in this study, at best, may 
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have enhanced individuals’ previously identified strengths; 
however, it may have failed to foster new strengths over time. 

Flatness of Profiles

Differences observed across client holistic functioning for 
the IBPH group may best be explained by the treatment 
approach itself. A fully integrated model of treatment of-
fers individuals greater access to a variety of professionals 
who are essentially bilingual in regard to mental health and 
primary health care needs. Thus, individuals with comorbid 
SMI and primary health care disorders participating in an 
integrated model of treatment may be afforded an advantage 
in identifying resources because of the collective knowledge 
of all professionals 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 health 
care professional is increased in the integrated approach of 
treatment. It is fairly common for people meeting with their 
primary care physician to interact with their mental health 
professional as well, and for all health professionals to interact 
with each other. These interactions help to solidify the thera-
peutic relationship between client and treatment provider and 
strengthen the treatment efficacy of the intervention, which 
may explain why the IBPH approach differentially affects 
holistic client functioning. 

For the TAU group, the effects of the standardized treat-
ment protocol across client holistic functioning were fairly 
consistent except in the strengths domain. TAU generally 
consists of interactions between the client and the case man-
ager, which occur less often (e.g., once every 90 days) when 
compared with the IBPH approach. Clients may need to 
identify resources on their own in between appointments or, 
even worse, may fail to take action concerning their health 
care needs completely. This may be because they are unaware 
of the available resources in their community and because of 
the lack of trust established between client and health care 
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 of cli-
ent holistic functioning, perhaps an unintended outcome of 
the TAU approach.

Implications for Counselors  
and Counselor Educators

There are several notable implications for both professional 
counselors providing direct care and educators training future 
counselors. Counselors have an ethical obligation to their 
clients, which entails the use of treatment modalities that 
are empirically driven or grounded in scientific evidence 
(American Counseling Association, 2014). The use of 
profile analysis in and of itself promotes a greater degree 
of utility, perhaps ameliorating some research-to-practice 

gap concerns previously identified in counseling (Martin & 
Martin, 1989; Murray, 2009) for both counselor and client 
through the visual presentation of findings (see Figure 1). 
Rather than simply verbalizing or presenting confusing litera-
ture regarding the impact of IBPH or TAU with respect to cli-
ent holistic functioning, for instance, counselors can present 
meaningful evidence to clients in the form of a pictorial graph. 
This simplifies both counselors’ and clients’ understanding 
of empirical evidence, creating a mutual understanding that 
promotes collaboration and informed decision making during 
treatment planning. 

Moreover, counselors and other helping professionals 
have access to outcome data identifying the impact of both 
treatment approaches across indicators of client holistic func-
tioning. Evidence of this nature can be used to promote open 
discussion with clients who are currently in standard treatment 
and who demonstrate need for higher, more comprehensive 
level of care but seem ambivalent about such services. Al-
though counselors and other helping professionals are unable 
to implement integrated care treatment, they can certainly 
apply strategies identified in this investigation in their own 
practice. Counselors can certainly coordinate mental health 
and primary health services among service providers within 
their own community, develop community partnerships for 
ease of referral, and facilitate continuity of information among 
providers through acquiring memorandum of understanding 
and client consent. 

Counselor educators have the responsibility of preparing 
counselors for real-world practice, as well as incorporat-
ing research into their teaching (Council for Accredita-
tion of Counseling and Related Educational Programs, 
2015). Furthermore, counselor educators have an ethical 
responsibility to promote treatment modalities that are 
grounded in empirical evidence (American Counseling 
Association, 2014). The present study provides counselor 
educators the opportunity to educate their students on the 
possible effectiveness of two different treatment modali-
ties 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 earlier exposure to the types of treatment modalities 
offered at these facilities as well as a working knowledge 
of their effectiveness. Finally, given the promising effect 
of IBPH treatment across indicators of client holistic 
functioning, we recommend that counselor educators (a) 
highlight in their teaching practice the various models of 
service integration, to include each model’s strengths and 
limitations; (b) assist counselors-in-training in conceptual-
izing the various roles professional counselors serve, which 
can range from counselor to crisis interventionist to case 
coordinator and anywhere in between; and (c) focus on 
the nuisances that could arise when using a team-based 
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approach and how that can affect the therapeutic relation-
ships between client and providers. 

Limitations

This study was not without limitations, and each must be 
considered when interpreting the results and looking to 
generalize findings. The first limitation relates to the re-
search design used. In this ex post facto quasi-experimental 
design, the use of archival data prevents a researcher from 
determining the quality of the data or even knowing the 
conditions in which the data were obtained. Counselors 
could have misinterpreted clients’ responses, committed 
data-entry errors, or administered the ANSA instrument 
under less than favorable conditions. Similarly, the use of 
a quasi-experimental design fails to draw a direct causal 
inference between treatment effect and client holistic 
functioning. Although group equivalency was established 
across the variables of age, ethnicity, and gender, other 
potentially confounding variables such as primary or 
nonprimary health diagnosis, mental health diagnosis, 
education level, and socioeconomic status may have influ-
enced the observed treatment effect. Lastly, only ANSA 
subscale scores were collected and not each participant’s 
item score across the ANSA, which eliminates the ability 
to compute reliability estimates for the scores of the sample 
under investigation. Despite these limitations, data were 
obtained from an active community mental health system 
that is likely to be similar to other community mental health 
programs located throughout the United States that collect 
similar assessment data. 

A second limitation is related to the ethnic composition of 
the sample. Hispanic participants comprised the majority of 
the sample (n = 112, 57%), with White participants (n = 74, 
37.7%) making up most of the remaining sample. African 
Americans (n = 6), Native Americans (n = 1), and Asian 
Americans (n = 0) were severely underrepresented in this 
study. Therefore, findings should be generalized with 
caution and considerations given to the target population 
before one makes recommendations regarding who should 
participate in an IBPH treatment with respect to client 
holistic functioning. 

A third limitation is the instrumentation used in collect-
ing data. To our 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: (a) adding up the score 
for each item to yield an overall composite score and (b) 
adding up the scores for each subscale to yield subscale 
scores. However, a significant limitation of the ANSA is 
the absence of a defined cutoff score for the overall com-
posite score and subscale scores. As a result, counselors 
and clients are left wondering what the between-score 
differences actually mean.

A final limitation relates to the manner in which a crisis 
event was measured. Although difference scores were ana-
lyzed using profile analysis, the number of crisis events that 
occurred was recorded as count data, a discrete variable. How-
ever, we treated it as a continuous variable in our analysis. We 
decided this approach was acceptable based on the following: 
(a) The distribution was fairly normality distributed, (b) the 
assumption of homogeneity of variance–covariance matrices 
was met, (c) a balanced design was used and profile analysis is 
quite robust to issues of nonnormality (Tabachnick & Fidell, 
2013), (d) using a Poisson or negative binomial regression 
was not feasible because of the multivariate nature of our 
data, and (e) there is no nonparametric procedure equivalent 
to profile analysis.

Conclusion 
This study provides evidence in support of an IBPH treat-
ment approach promoting positive treatment gains across 
indicators of holistic client functioning over a 12-month 
treatment period when compared with a TAU protocol. 
Findings were statistically and clinically significant across 
all null hypotheses of profile analysis, including level, par-
allelism, and flatness of profiles. Findings are of relevance 
to counselors and other mental health professionals work-
ing with persons diagnosed with SMI, counselor educators 
training future counselors who may potentially work in 
integrated care facilities, policy makers allocating funding 
to mental health services, and the general public for whom 
mental illness fails to discriminate between race, ethnicity, 
and socioeconomic status. 
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