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Abstract	
  
	
  

In	
  March	
  of	
  2009,	
  the	
  Institute	
  of	
  Medicine	
  issued	
  a	
  new	
  report	
  on	
  the	
  Prevention	
  of	
  
Mental,	
  Emotional	
  and	
  Behavioral	
  Disorders	
  Among	
  Young	
  People.1	
  Fundamentally,	
  the	
  
report	
  calls	
  for	
  ending	
  the	
  rationing	
  of	
  prevention	
  of	
  mental,	
  emotional	
  and	
  behavioral	
  
disorders	
  among	
  America’s	
  children,	
  youth	
  and	
  young	
  adults.	
  Continued	
  rationing	
  of	
  access	
  
to	
  scientifically	
  proven	
  prevention	
  causes	
  a	
  serious	
  threat	
  to	
  the	
  country’s	
  national	
  
security2	
  and	
  to	
  our	
  economic	
  competitiveness	
  compared	
  to	
  22	
  other	
  rich	
  countries.3	
  Such	
  
mental,	
  emotional	
  and	
  behavioral	
  disorders	
  are	
  also	
  the	
  leading	
  preventable	
  cost	
  center	
  for	
  
local,	
  state	
  and	
  the	
  federal	
  governments.1,	
  4	
  These	
  preventable	
  mental,	
  emotional	
  and	
  
behavioral	
  disorders	
  cause	
  health-­‐care	
  costs	
  to	
  continue	
  to	
  spiral	
  up	
  and	
  up.	
  

The	
  IOM	
  Report	
  calls	
  for	
  a	
  public-­‐health	
  approach	
  to	
  mental,	
  emotional	
  and	
  
behavioral	
  disorders—basically	
  like	
  how	
  America	
  and	
  Canada	
  dealt	
  with	
  the	
  polio	
  
epidemic,	
  measles,	
  mumps,	
  car	
  passenger	
  injuries	
  to	
  children,	
  and	
  accidental	
  poisoning	
  
from	
  medications	
  and	
  toxic	
  chemicals.	
  	
  Why	
  is	
  this	
  necessary?	
  America’s	
  rates	
  of	
  some	
  of	
  
these	
  mental,	
  emotional	
  and	
  behavioral	
  problems	
  are	
  worse	
  than	
  other	
  developed	
  
countries,5,	
  6	
  and	
  rates	
  of	
  some	
  of	
  these	
  problems	
  have	
  objectively	
  increased	
  over	
  the	
  past	
  
50	
  years	
  in	
  America.7	
  A	
  public-­‐health	
  approach	
  begins	
  with	
  key	
  facts:	
  	
  

1)	
  Potential	
  harm	
  to	
  the	
  population	
  is	
  high;	
  	
  
2)	
  Individual	
  risk	
  is	
  widespread;	
  	
  
3)	
  Everyone	
  deserves	
  protection;	
  	
  
4)	
  Stigmatizing	
  people	
  or	
  groups	
  reduces	
  engagement	
  in	
  prevention;	
  and	
  	
  
5)	
  Universal	
  approaches	
  are	
  cost-­‐effective.	
  	
  
This	
  paper	
  discusses	
  multiple	
  examples	
  of	
  how	
  public	
  health	
  approaches	
  might	
  

reduce	
  or	
  prevent	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  using	
  low-­‐cost	
  evidence	
  
based	
  kernels,	
  which	
  are	
  fundamental	
  units	
  of	
  behavior.	
  	
  Such	
  kernels	
  can	
  be	
  used	
  
repeatedly,	
  which	
  then	
  act	
  as	
  “behavioral	
  vaccines”	
  to	
  reduce	
  morbidity	
  or	
  mortality	
  
and/or	
  improve	
  human	
  wellbeing.	
  This	
  document	
  suggests	
  several	
  key	
  policy	
  actions	
  to	
  
improve	
  mental,	
  emotional	
  and	
  behavioral	
  health	
  in	
  North	
  America	
  by:	
  	
  

1) Unleashing	
  consumer	
  access	
  to	
  evidence-­‐based	
  kernels,	
  	
  
2) Creating	
  third-­‐party	
  reimbursements	
  for	
  such	
  kernels	
  when	
  they	
  function	
  as	
  

behavioral	
  vaccines	
  that	
  would	
  reduce	
  health-­‐care	
  costs,	
  	
  
3) Initiating	
  public/private	
  prevention	
  mobilizations,	
  	
  
4) Using	
  proven,	
  powerful	
  marketing	
  campaign	
  strategies,	
  	
  
5) Creating	
  cost-­‐saving	
  estimators	
  like	
  business	
  software	
  to	
  calculate	
  profit/loses	
  

from	
  prevention	
  strategies,	
  and	
  	
  
6) Measuring	
  the	
  impact	
  of	
  such	
  public-­‐health	
  promotions	
  using	
  high-­‐standards	
  of	
  

evidence.	
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The	
  Institute	
  of	
  Medicine	
  Report	
  on	
  the	
  Prevention	
  of	
  Mental,	
  Emotional	
  and	
  Behavioral	
  
Disorders	
  Among	
  Young	
  People1	
  provides	
  a	
  powerful	
  map	
  for	
  how	
  the	
  United	
  States	
  might	
  
significantly	
  prevent	
  mental	
  illnesses	
  and	
  behavioral	
  disorders	
  like	
  alcohol,	
  tobacco	
  and	
  
other	
  drug	
  use	
  among	
  America’s	
  youth.	
  This	
  document	
  is	
  already	
  shaping	
  US	
  policies,	
  and	
  
will	
  almost	
  certainly	
  affect	
  Canada	
  and	
  other	
  countries’	
  policies.	
  Mental,	
  emotional	
  and	
  
behavioral	
  disorders	
  among	
  America’s	
  youth	
  and	
  young	
  adults	
  present	
  a	
  serious	
  threat	
  to	
  
the	
  country’s	
  national	
  security2	
  and	
  to	
  our	
  economic	
  competitiveness	
  compared	
  to	
  22	
  other	
  
rich	
  countries.3	
  Such	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  are	
  also	
  the	
  leading	
  
preventable	
  cost	
  center	
  for	
  local,	
  state	
  and	
  the	
  federal	
  governments.1,	
  4	
  Further,	
  safe	
  
schools,	
  healthy	
  working	
  environments	
  and	
  public	
  events	
  or	
  places	
  are	
  seriously	
  
compromised	
  by	
  these	
  disorders	
  as	
  well.	
  	
  Below	
  are	
  some	
  brief	
  highlights	
  of	
  the	
  report:!

“Behavioral	
  health	
  could	
  learn	
  from	
  public	
  health	
  in	
  endorsing	
  a	
  population	
  health	
  
perspective”—(IOM,	
  page	
  19).	
  

“Families	
  and	
  children	
  have	
  ready	
  access	
  to	
  the	
  best	
  available	
  evidence-­based	
  prevention	
  
interventions,	
  delivered	
  in	
  their	
  own	
  communities…in	
  a	
  respectful	
  non-­stigmatizing	
  way”—
(IOM,	
  387).	
  

“Preventive	
  interventions	
  are	
  provided	
  as	
  a	
  routine	
  component	
  of	
  school,	
  health,	
  and	
  
community	
  service	
  systems…”	
  (IOM,	
  page	
  387).	
  

“Services	
  are	
  coordinated	
  and	
  integrated	
  with	
  multiple	
  points	
  of	
  entry	
  for	
  children	
  and	
  their	
  
families…”(IOM,	
  page	
  387).	
  

“…Prevention	
  strategies	
  contribute	
  to	
  narrowing	
  rather	
  than	
  widening	
  health	
  disparities…”	
  
(IOM,	
  page	
  388).	
  

"#$! %&'()*+,-.(/#!01123.*#!/3!%2-4-5/)35 !67!8--9-9 !

The	
  first	
  scientific	
  public-­‐health	
  approach	
  to	
  prevention	
  was	
  by	
  John	
  Snow	
  who	
  
removed	
  the	
  Broad	
  Street	
  water	
  pump	
  handle.	
  He	
  stopped	
  the	
  infamous	
  and	
  deadly	
  cholera	
  
epidemic	
  in	
  London,	
  which	
  was	
  consuming	
  most	
  social,	
  medical,	
  safety	
  and	
  spiritual	
  
services	
  of	
  London.	
  The	
  analysis	
  and	
  identification	
  of	
  water	
  borne	
  disease	
  from	
  a	
  single	
  
pump	
  is	
  an	
  action	
  metaphor	
  for	
  our	
  own	
  contemporary	
  multiple,	
  related	
  epidemics	
  (i.e.,	
  
syndemics)8-­‐11	
  of	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  that	
  cause	
  so	
  many	
  afflictions	
  
and	
  consequences	
  to	
  North	
  American	
  societies.	
  	
  Why	
  is	
  a	
  public-­‐health	
  approach	
  to	
  the	
  
prevention	
  of	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  (which	
  includes	
  all	
  addictions)	
  
necessary	
  in	
  the	
  United	
  States	
  and	
  other	
  countries?	
  	
  A	
  few	
  simple	
  facts	
  make	
  the	
  point:	
  
• Every	
  family	
  in	
  America	
  has	
  one	
  or	
  more	
  family	
  members	
  who	
  have	
  been	
  touched	
  with	
  

mental,	
  emotional	
  disorders	
  (MEBs)	
  during	
  a	
  given	
  year,	
  based	
  on	
  prevalence	
  
estimates.12-­‐14	
  Such	
  common	
  family	
  MEBs	
  (e.g.,	
  childhood	
  ADHD)	
  have	
  significant	
  
adverse	
  effects	
  on	
  child	
  rearing,	
  marriages,	
  income,	
  domestic	
  violence	
  and	
  health.15-­‐24	
  

• Every	
  American	
  business	
  has	
  one	
  or	
  more	
  employees	
  who	
  are	
  directly	
  or	
  indirectly	
  
affected	
  by	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  (MEBs),	
  and	
  such	
  MEBs	
  have	
  
multiple	
  documented	
  adverse	
  impacts	
  on	
  health,	
  costs,	
  and	
  productivity.25-­‐27	
  Worse	
  
still,	
  the	
  lack	
  of	
  health	
  care	
  for	
  the	
  employees	
  in	
  small	
  businesses	
  in	
  America	
  has	
  a	
  large	
  
negative	
  impact	
  on	
  the	
  productivity	
  of	
  small	
  businesses	
  in	
  the	
  United	
  States	
  compared	
  
to	
  rich	
  countries	
  with	
  national	
  health	
  care.3	
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• Schools,	
  health-­‐care	
  carriers,	
  and	
  communities	
  across	
  America	
  are	
  struggling	
  with	
  the	
  
costly	
  burdens	
  of	
  these	
  disorders	
  via	
  special	
  education	
  and	
  behavioral	
  difficulties.28-­‐35	
  	
  

• Some	
  of	
  these	
  disorders	
  are	
  rising	
  in	
  prevalence	
  in	
  the	
  United	
  States,7,	
  36,	
  37	
  particularly	
  
the	
  more	
  disturbing	
  costly	
  problems	
  such	
  as	
  conduct	
  disorders.7	
  

• The	
  United	
  States	
  has	
  more	
  of	
  these	
  problems	
  that	
  many	
  other	
  rich	
  countries,5,	
  6	
  and	
  
there	
  are	
  increasingly	
  clear	
  epidemiological	
  reasons	
  why	
  this	
  might	
  be	
  so.38-­‐44	
  
Previous	
  authors	
  have	
  used	
  these	
  statistics	
  to	
  call	
  for	
  more	
  mental-­‐health	
  

professionals.45	
  There	
  are	
  a	
  number	
  of	
  difficulties	
  with	
  who	
  view	
  the	
  issue	
  as	
  a	
  shortage	
  of	
  
staff:	
  1)	
  treatment	
  by	
  professionals	
  is	
  perceived	
  as	
  stigmatizing,	
  and	
  many	
  of	
  the	
  most	
  
vulnerable	
  groups	
  do	
  not	
  seek	
  “treatment”	
  because	
  of	
  such	
  perceived	
  stigma;46	
  and	
  2)	
  
focusing	
  only	
  on	
  expanding	
  treatment	
  ignores	
  that	
  mental,	
  emotional	
  and	
  behavioral	
  
disorders	
  can	
  be	
  prevented	
  by	
  very	
  low-­‐cost	
  procedures	
  delivered	
  by	
  existing	
  persons	
  in	
  
communities.47-­‐60	
  While	
  expanding	
  mental-­‐health	
  professionals	
  might	
  be	
  helpful	
  in	
  
treatment	
  issues,	
  it	
  is	
  a	
  “downstream”	
  rather	
  than	
  “up-­‐stream”	
  model.	
  	
  A	
  public	
  health	
  “up-­‐
stream”	
  model	
  is	
  a	
  logical	
  alternative.	
  
,3:!)7!.!1&'()*!#-.(/#!.1123.*#!9);;-2-5/<! !

A	
  North	
  American	
  public-­‐health	
  approach	
  to	
  the	
  prevention	
  of	
  mental,	
  emotional,	
  and	
  
behavioral	
  disorders	
  would	
  look	
  much	
  different	
  than	
  the	
  existing	
  approach	
  that	
  “rations	
  
prevention”,	
  and	
  much	
  more	
  like	
  the	
  successes	
  in	
  European	
  countries	
  (IOM	
  Report,	
  page	
  
388-­‐395)	
  or	
  some	
  Canadian	
  provinces	
  wherein	
  access	
  is	
  far	
  more	
  universal.	
  	
  The	
  impact	
  of	
  
such	
  policies	
  are	
  evident	
  in	
  the	
  Netherlands,	
  for	
  example,	
  where	
  the	
  utilization	
  of	
  
psychotropic	
  drugs	
  among	
  children	
  and	
  youth	
  is	
  ½	
  of	
  that	
  of	
  the	
  United	
  States.61	
  In	
  the	
  
Netherlands,	
  for	
  example,	
  two	
  of	
  the	
  most	
  highlighted	
  universal	
  access	
  prevention	
  
approaches—Triple	
  P	
  (a	
  multi-­‐level	
  parenting	
  support	
  system)62,	
  63	
  and	
  the	
  Good	
  Behavior	
  
Game52,	
  64,	
  65—are	
  widely	
  available	
  to	
  parents	
  or	
  teachers.	
  In	
  the	
  United	
  Kingdom,	
  which	
  
has	
  lower	
  rates	
  of	
  MEBs,7,	
  36,	
  37	
  there	
  is	
  evidence	
  that	
  providing	
  the	
  parenting	
  tips	
  found	
  in	
  
Triple	
  P	
  in	
  the	
  context	
  of	
  an	
  8-­‐week	
  TV	
  show	
  significantly	
  reduced	
  disturbing	
  and	
  
disruptive	
  behaviors	
  of	
  children	
  whose	
  parents	
  followed	
  the	
  show.66-­‐68	
  Another	
  UK	
  study	
  
remedied	
  dietary	
  deficiency	
  widely	
  linked	
  to	
  psychiatric	
  disorders38,	
  69,	
  70	
  during	
  the	
  
normal	
  course	
  of	
  school;44,	
  71	
  this	
  resulted	
  in	
  fewer	
  problematic	
  behaviors	
  and	
  
improvements	
  in	
  academic	
  success.44,	
  71	
  These	
  type	
  of	
  preventive	
  strategies	
  can	
  be	
  
delivered	
  as	
  a	
  matter	
  of	
  course	
  or	
  choice,	
  rather	
  than	
  limiting	
  access	
  by	
  families,	
  schools	
  or	
  
neighborhoods	
  based	
  on	
  “rationing	
  model”	
  of	
  prevention	
  in	
  which	
  only	
  those	
  who	
  have	
  
positive	
  “screening”	
  at	
  an	
  individual,	
  family,	
  school	
  or	
  neighborhood	
  level	
  receive	
  
prevention	
  services.	
  	
  Thus,	
  a	
  public-­‐health	
  model	
  of	
  mental,	
  emotional	
  or	
  behavioral	
  
disorders	
  allows	
  universal	
  access	
  to	
  prevention	
  tools.	
  

A	
  public-­‐health	
  model	
  of	
  preventing	
  mental,	
  emotional,	
  and	
  behavioral	
  disorders—
including	
  the	
  prevention	
  of	
  alcohol	
  and	
  substance	
  abuse—might	
  resemble	
  the	
  
implementation	
  of	
  medical	
  vaccines	
  for	
  childhood	
  illnesses,	
  where	
  in	
  the	
  core	
  medicine	
  is	
  
subsidized	
  by	
  governments	
  or	
  private	
  insurance	
  to	
  reduce	
  mortality	
  or	
  morbidity;	
  or	
  
behavioral	
  vaccines	
  like	
  car	
  safety	
  seats	
  for	
  children	
  or	
  hand-­‐washing.	
  A	
  behavioral	
  vaccine	
  
is	
  a	
  repeated	
  simple	
  behavior	
  that	
  reduces	
  morbidity	
  or	
  mortality	
  and	
  increases	
  wellbeing=52,	
  
72,	
  73	
  Like	
  medical	
  vaccines,	
  behavioral	
  vaccines	
  can	
  provide	
  “herd	
  immunity”	
  as	
  protection	
  
against	
  behavioral	
  contagion—a	
  phenomenon	
  well	
  documented	
  in	
  behavioral	
  and	
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epidemiological	
  science.74-­‐83	
  	
  Public-­‐health	
  approaches	
  begin	
  with	
  some	
  basic	
  assumptions	
  
that	
  merit	
  a	
  bit	
  of	
  detail:	
  

1. Universality	
  of	
  Harm.	
  	
  A	
  public-­‐health	
  approach	
  is	
  predicated	
  on	
  data	
  showing	
  that	
  
risk	
  of	
  the	
  problem	
  or	
  disease	
  is	
  widely	
  distributed,	
  and	
  that	
  vulnerability	
  is	
  
common	
  because	
  of	
  national,	
  regional	
  or	
  even	
  basic	
  human	
  vulnerabilities.	
  	
  Thus,	
  
car	
  safety	
  seats	
  are	
  needed	
  because	
  any	
  child	
  can	
  be	
  in	
  a	
  serious	
  car	
  crash,	
  and	
  any	
  
child	
  can	
  fall	
  victim	
  to	
  almost	
  any	
  of	
  the	
  serious	
  childhood	
  illnesses	
  prevented	
  by	
  
CDC	
  designed	
  medical	
  vaccines.	
  Similarly,	
  the	
  adverse	
  impact	
  of	
  tobacco	
  can	
  harm	
  
any	
  person—including	
  those	
  exposed	
  to	
  tobacco	
  second	
  hand	
  or	
  through	
  social	
  
costs.	
  It	
  is	
  useful	
  to	
  note	
  that,	
  given	
  that	
  20%	
  to	
  25%	
  of	
  the	
  population25	
  experiences	
  
some	
  form	
  a	
  mental,	
  emotional	
  or	
  behavior	
  disorder	
  in	
  any	
  given	
  year,13,	
  45virtually	
  
every	
  family	
  in	
  America	
  has	
  one	
  or	
  more	
  family	
  members	
  with	
  a	
  serious	
  addiction	
  
or	
  has	
  other	
  serious	
  mental,	
  emotional	
  or	
  behavioral	
  disorders.	
  

2. Personal	
  or	
  Group	
  Risk	
  is	
  Common.	
  While	
  some	
  individuals	
  or	
  groups	
  may	
  have	
  
higher	
  levels	
  of	
  vulnerability	
  due	
  to	
  genetics,	
  social	
  conditions,	
  or	
  history,	
  the	
  
overall	
  risk	
  of	
  the	
  problem	
  or	
  disorder	
  is	
  widely	
  distributed.	
  This	
  means	
  that	
  
attempts	
  to	
  isolate	
  or	
  identify	
  the	
  individuals	
  or	
  groups	
  at	
  risk	
  is	
  inefficient	
  and	
  
prone	
  to	
  error.	
  	
  While	
  it	
  is	
  true	
  that	
  some	
  children	
  and	
  their	
  families,	
  for	
  example,	
  
are	
  more	
  likely	
  to	
  be	
  victims	
  of	
  car	
  crashes,	
  morbidity	
  and	
  mortality	
  risk	
  of	
  such	
  
crashes	
  is	
  as	
  widespread	
  as	
  mental,	
  emotional	
  and	
  behavioral	
  disorders.	
  For	
  
example,	
  substantiated	
  child-­‐maltreatment	
  or	
  childhood-­‐ADHD	
  are	
  clearly	
  
associated	
  with	
  risk	
  factors	
  like	
  poverty,84-­‐87	
  yet	
  identification	
  of	
  such	
  risks	
  does	
  not	
  
per	
  se	
  result	
  in	
  earlier	
  treatment	
  or	
  prevention.88	
  Indeed,	
  an	
  emphasis	
  on	
  static	
  
predictors	
  can	
  mask	
  the	
  opportunity	
  to	
  have	
  a	
  population-­‐level,	
  cost-­‐efficient	
  
impact	
  on	
  costly	
  and	
  serious	
  issues	
  such	
  as	
  child-­‐maltreatment,	
  mental-­‐health	
  
outcomes,	
  and	
  conduct	
  disorders47,	
  49,	
  51,	
  57,	
  89	
  When	
  a	
  successful	
  public	
  health	
  
approach	
  has	
  been	
  taken,	
  the	
  individuals	
  or	
  groups	
  who	
  need	
  more	
  intensive	
  
supports	
  are	
  easier	
  to	
  indentify	
  than	
  when	
  very	
  few	
  people	
  have	
  access	
  to	
  evidence-­‐
based	
  prevention.	
  	
  This	
  cost	
  efficient	
  approach	
  is	
  clearly	
  evident	
  with	
  the	
  
population-­‐level,	
  multi-­‐county	
  strategy	
  of	
  providing	
  universal	
  access	
  to	
  parenting	
  
supports	
  that	
  resulted	
  in	
  very	
  cost	
  efficient	
  child	
  maltreatment	
  prevention.49,	
  90	
  	
  

3. Protection	
  of	
  the	
  Whole	
  Population.	
  Protection	
  against	
  car	
  crashes,	
  against	
  
contagious	
  life-­‐threatening	
  diseases,	
  against	
  second-­‐hand	
  effects	
  of	
  tobacco,	
  or	
  
against	
  crime	
  are	
  examples	
  of	
  when	
  the	
  health,	
  safety	
  and	
  wellbeing	
  of	
  the	
  whole	
  of	
  
society	
  are	
  best	
  served	
  by	
  a	
  public-­‐health	
  approach.	
  The	
  burden	
  of	
  mental,	
  
emotional	
  and	
  behavioral	
  disorders	
  fits	
  this	
  framing	
  with	
  so	
  many	
  children,	
  
adolescents	
  and	
  adults	
  affected.	
  	
  In	
  some	
  cases,	
  a	
  broad	
  approach	
  is	
  needed	
  even	
  
when	
  a	
  smaller	
  number	
  of	
  people	
  with	
  the	
  problem	
  have	
  very	
  costly	
  
consequences—such	
  as	
  a	
  child	
  with	
  lifetime	
  conduct	
  disorders	
  costs.	
  This	
  can	
  cost	
  
between	
  2-­‐4	
  million	
  dollars	
  per	
  child,	
  impacting	
  public-­‐safety,	
  health-­‐care,	
  social	
  
services,	
  school	
  and	
  work-­‐place	
  productivity,	
  etc.	
  91	
  	
  As	
  mentioned	
  earlier,	
  a	
  public-­‐
health	
  approach	
  in	
  the	
  context	
  of	
  medical	
  or	
  behavioral	
  vaccines	
  confers	
  “herd	
  
immunity”	
  for	
  the	
  population.92-­‐95	
  

4. Stigmatizing	
  Persons	
  or	
  Groups	
  At	
  Risk	
  Reduces	
  Prevention.	
  	
  When	
  policies	
  or	
  
practices	
  focus	
  only	
  or	
  mostly	
  on	
  presumed	
  persons	
  or	
  groups	
  at	
  risk—especially	
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when	
  based	
  on	
  race,	
  ethnicity	
  or	
  poverty,	
  there	
  is	
  often	
  a	
  paradoxically	
  loss	
  of	
  
inclusion	
  of	
  such	
  individuals	
  because	
  of	
  perceived	
  stigmatization.96	
  	
  	
  Related	
  to	
  this,	
  
at-­‐risk	
  individuals	
  often	
  decline	
  participation	
  in	
  preventive	
  strategies	
  because	
  of	
  the	
  
racial	
  or	
  ethnic	
  stigmatization.88	
  

5. Cost	
  Efficiency.	
  Population-­‐level	
  or	
  public	
  health	
  approaches	
  are	
  often	
  more	
  cost-­‐
effective	
  in	
  terms	
  of	
  preventive	
  results,	
  than	
  costly	
  processes	
  of	
  	
  identifying	
  those	
  at	
  
risk,	
  recruiting	
  participation	
  of	
  persons	
  at	
  risk	
  and	
  dealing	
  with	
  the	
  adverse	
  effects	
  
of	
  stigma.	
  Often,	
  just	
  making	
  the	
  preventive	
  strategy	
  widely	
  available	
  is	
  the	
  most	
  
efficient	
  way	
  of	
  “case	
  finding”	
  for	
  at	
  risk	
  populations.	
  The	
  tobacco	
  control	
  efforts	
  
clearly	
  demonstrate	
  the	
  benefits	
  of	
  a	
  public-­‐health	
  approach	
  (e.g.,	
  clean-­‐indoor	
  air	
  
or	
  restricted	
  access	
  to	
  tobacco)97-­‐101	
  versus	
  a	
  risk-­‐selection	
  only	
  approach.98	
  

>37/+?;;-*/)4-5-77!.59!%2-4.(-5*-!@-9&*/)35 !:)/# !0!%&'()*!,-.(/#!01123.*# !

Can	
  a	
  public	
  health	
  approach	
  work	
  for	
  the	
  prevention	
  of	
  mental,	
  emotional	
  and	
  
behavioral	
  disorders?	
  We	
  argue	
  the	
  answer	
  is,	
  “yes”	
  based	
  on	
  scientific	
  data—especially	
  
when	
  paired	
  with	
  a	
  “consumer”	
  approach	
  that	
  allows	
  individuals	
  or	
  groups	
  to	
  participate	
  
easily	
  in	
  the	
  adoption,	
  implementation,	
  and	
  maintenance	
  of	
  proven	
  strategies.	
  	
  Let’s	
  
examine	
  the	
  evidence	
  and	
  rationale.	
  

It	
  is	
  important	
  to	
  begin	
  with	
  an	
  obvious,	
  but	
  not	
  well-­‐recognized	
  detail	
  about	
  
evidence-­‐based	
  prevention	
  strategies	
  for	
  mental,	
  emotional	
  and	
  behavior	
  disorders	
  
(including	
  alcohol	
  and	
  other	
  drugs)	
  in	
  the	
  United	
  States.	
  That	
  is,	
  not	
  a	
  single	
  evidence-­‐
based	
  prevention	
  tool	
  on	
  the	
  National	
  Registry	
  of	
  Effective	
  Programs	
  and	
  Practices	
  
(NREPP)	
  for	
  mental,	
  emotional	
  or	
  behavioral	
  disorders	
  is	
  available	
  at	
  Amazon	
  (the	
  largest	
  
bookstore),	
  Walmart®	
  (the	
  largest	
  retail	
  chain)	
  or	
  Itunes	
  (the	
  largest	
  “apps”	
  store)	
  in	
  
North	
  America	
  or	
  in	
  Europe	
  for	
  that	
  matter.	
  
Consumer	
  Prevention	
  Product	
  Logic	
  

Compare	
  that	
  to	
  the	
  prevention	
  of	
  childhood	
  diseases	
  or	
  the	
  prevention	
  of	
  
childhood	
  injuries.	
  	
  Most	
  people	
  can	
  obtain	
  a	
  “walk-­‐in”	
  vaccination	
  for	
  children’s	
  illnesses	
  
at	
  “minute	
  clinics”	
  at	
  Walgreens,	
  CVS	
  or	
  Shoppers	
  Drug	
  Mart	
  (Canada)	
  dotting	
  major	
  
intersections	
  all	
  across	
  North	
  America.	
  Most	
  families	
  can	
  obtain	
  injury	
  prevention	
  devices	
  
(car	
  seats,	
  bike	
  helmets,	
  fall	
  gates,	
  electric	
  socket	
  protectors,	
  medicine	
  cabinet	
  safety	
  
latches,	
  etc.)	
  at	
  Walgreens,	
  CVS,	
  Target,	
  Walmart,	
  Loblaw	
  (Canada),	
  Sobeys	
  (Canada)	
  or	
  
Amazon	
  within	
  minutes.	
  Some	
  people	
  may	
  need	
  to	
  be	
  provided	
  with	
  free	
  vaccines	
  or	
  car	
  
seats.	
  Some	
  people	
  may	
  need	
  special	
  supports	
  to	
  use	
  or	
  apply	
  the	
  strategies.	
  Some	
  groups,	
  
including	
  schools,	
  may	
  need	
  special	
  marketing	
  or	
  cultural	
  adaptations	
  to	
  succeed.	
  	
  
Nevertheless,	
  the	
  reach,	
  adoption	
  and	
  maintenance	
  of	
  these	
  prevention	
  products	
  far	
  
outstrip	
  the	
  reach,	
  adoption	
  and	
  maintenance	
  of	
  prevention	
  strategies	
  for	
  mental,	
  
emotional	
  and	
  behavioral	
  disorders	
  in	
  the	
  United	
  States.	
  In	
  North	
  America,	
  no	
  parent,	
  no	
  
concerned	
  family	
  members	
  or	
  concerned	
  community	
  person	
  can	
  easily	
  purchase	
  or	
  obtain	
  
any	
  evidence-­‐based	
  prevention	
  strategy	
  for	
  mental,	
  emotional	
  or	
  behavioral	
  disorders.	
  It	
  is	
  
even	
  difficult	
  for	
  any	
  normal	
  citizen	
  (parent,	
  teacher	
  or	
  community	
  person)	
  to	
  obtain	
  the	
  
scientific	
  journal	
  articles	
  about	
  such	
  prevention	
  tools	
  that	
  would	
  enable	
  citizens	
  to	
  “roll	
  
their	
  own”	
  prevention	
  strategies	
  successfully.	
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While	
  the	
  proven	
  strategies	
  that	
  can	
  prevent	
  mental,	
  emotional	
  and	
  behavioral	
  
disorders	
  are	
  not	
  easily	
  accessible	
  to	
  individuals,	
  families,	
  schools	
  or	
  other	
  groups	
  in	
  
America,	
  the	
  things	
  that	
  we	
  are	
  trying	
  to	
  prevent	
  are	
  very	
  easy	
  to	
  obtain	
  directly	
  as	
  
consumers.	
  Ironically,	
  alcohol,	
  tobacco,	
  and	
  illegal	
  drugs	
  are	
  accessible	
  to	
  students	
  on	
  
virtually	
  every	
  school	
  campus,	
  but	
  not	
  effective	
  prevention.	
  Prescription	
  drugs	
  that	
  are	
  
widely	
  abused	
  are,	
  too	
  frequently,	
  promoted	
  on	
  TV	
  channels,	
  in	
  print,	
  on	
  the	
  Internet,	
  in	
  
movies	
  and	
  on	
  the	
  radio.	
  Your	
  doctor	
  gets	
  free	
  samples	
  provided	
  by	
  and	
  delivered	
  to	
  his	
  or	
  
her	
  office	
  every	
  week,	
  by	
  pharmaceutical	
  sales	
  staff.	
  	
  Paradoxically,	
  access	
  to	
  things	
  that	
  are	
  
scientifically	
  documented	
  to	
  increase	
  the	
  prevalence	
  rates	
  of	
  MEB’s	
  are	
  easy	
  to	
  get	
  (from	
  
AMAZON,	
  WALMART,	
  Loblaw’s	
  or	
  Itunes)	
  devices	
  or	
  entertainment	
  that	
  increase	
  sleep	
  
deprivation	
  and	
  reduce	
  Brain	
  Derived	
  Neuro-­‐Factor	
  (BDNF)	
  that	
  worsen	
  multiple	
  MEB’s102-­‐
104	
  and	
  child-­‐targeted	
  foods	
  that	
  cause	
  deficiency	
  in	
  essential	
  brain	
  nutrients	
  involved	
  in	
  
with	
  MEB	
  rates	
  in	
  America.40,	
  41,	
  105	
  	
  
Cost-­Offsetting	
  Consequences	
  

With	
  no	
  easy	
  consumer	
  access	
  to	
  proven	
  prevention	
  tools,	
  the	
  consumers	
  (parents,	
  
teachers,	
  businesses,	
  etc.)	
  engage	
  in	
  cost-­‐shifting	
  prevention,	
  intervention,	
  and	
  treatment	
  
costs	
  to	
  3rd	
  party	
  payers.	
  	
  Consider	
  these	
  examples:	
  

1. Parent	
  Example:	
  When	
  a	
  parent	
  receives	
  a	
  teacher’s	
  complaint	
  about	
  a	
  child’s	
  
inattentive	
  or	
  disturbing	
  behaviors,	
  most	
  parents	
  have	
  no	
  viable	
  remedy	
  
except	
  medication	
  (cost	
  offset	
  to	
  health	
  insurance)	
  or	
  an	
  IEP/504	
  plan	
  (cost	
  
offset	
  to	
  school	
  district).	
  

2. Teacher	
  Example:	
  When	
  a	
  teacher	
  faces	
  a	
  child	
  with	
  mental,	
  emotional	
  or	
  
behavioral	
  symptoms	
  in	
  the	
  classroom,	
  a	
  teacher	
  has	
  almost	
  no	
  options	
  
except	
  to	
  influence	
  the	
  parent	
  to	
  get	
  the	
  child	
  on	
  medication,	
  or	
  insist	
  that	
  the	
  
child	
  have	
  an	
  IEP	
  to	
  offset	
  cost	
  and	
  effort	
  to	
  others	
  in	
  the	
  school.	
  

3. Business	
  or	
  Organizational	
  Example:	
  Business	
  or	
  organizational	
  leaders	
  face	
  
similar	
  dilemmas	
  of	
  cost	
  offsetting	
  with	
  a	
  lack	
  of	
  options.	
  	
  A	
  business	
  or	
  
organizations	
  will	
  rarely	
  perceive	
  actionable	
  alternatives	
  that	
  don’t	
  involve	
  
either	
  increased	
  health-­‐care	
  or	
  service	
  costs	
  or	
  employee	
  turnover.	
  	
  	
  

These	
  cost	
  shifting	
  issues	
  are	
  easily	
  predictable	
  from	
  behavioral	
  economics	
  and	
  common-­‐
pool	
  resources.106-­‐108	
  Indeed,	
  without	
  easy	
  to	
  access	
  consumer-­‐based	
  choices,	
  the	
  
documented	
  spiraling	
  costs,	
  for	
  the	
  United	
  States,	
  of	
  psychotropic	
  medications	
  and	
  special	
  
education	
  in	
  the	
  United	
  States	
  are	
  a	
  foregone	
  conclusion.	
  The	
  fact	
  that	
  businesses	
  have	
  no	
  
clear	
  option	
  to	
  expensive	
  offsets	
  causes	
  businesses	
  to	
  raise	
  deductibles	
  or	
  restrict	
  benefits	
  
or	
  other	
  strategies	
  that	
  hurt	
  the	
  commons	
  (e.g.,	
  the	
  wellbeing	
  of	
  children,	
  youth,	
  families,	
  
and	
  communities).	
  
Evidence	
  for	
  a	
  Public	
  Health,	
  Consumer-­focused	
  Approach	
  to	
  Prevention	
  

Is there high-quality evidenceÑ meeting the standards of evidence by the Society 
for Prevention Research109Ñ that population level, public -health, consumer approaches 
can prevent or reduce mental, emotional and behavioral disorders? Yes, here are a few 
examples, in which science-based prevention was not rationed but made widely 
available: 
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• Triple	
  P	
  Parenting	
  Support	
  System	
  (IOM,	
  page	
  167).	
  There	
  are	
  now	
  three	
  population-­‐
level	
  studies	
  providing	
  universal	
  access	
  to	
  a	
  system	
  of	
  parenting	
  supports	
  that	
  families	
  
(not	
  professionals)	
  get	
  to	
  determine	
  how	
  little	
  or	
  how	
  much	
  they	
  wanted.	
  	
  
1. A	
  broadcast	
  TV	
  show	
  (“Driving	
  Mum	
  and	
  Dad	
  Mad”)	
  resulted	
  in	
  viewership	
  

outdrawing	
  “Desperate	
  Housewives”	
  in	
  the	
  same	
  time	
  slot	
  in	
  the	
  United	
  Kingdom.	
  Of	
  
the	
  family	
  viewers,	
  some	
  360,000	
  families	
  had	
  children	
  with	
  high-­‐levels	
  of	
  mental,	
  
emotional	
  and	
  behavioral	
  disorders,	
  and	
  48%	
  of	
  those	
  “high-­‐risk”	
  families	
  were	
  
able	
  to	
  bring	
  their	
  children	
  beneath	
  the	
  clinical	
  score	
  range	
  using	
  the	
  tools	
  from	
  the	
  
TV	
  show	
  and	
  website.67	
  

2. An	
  18-­‐county	
  randomized	
  study,	
  sponsored	
  by	
  the	
  US	
  Centers	
  for	
  Disease	
  Control	
  
and	
  Prevention	
  using	
  Triple	
  P,	
  was	
  able	
  to	
  reduce	
  three	
  major	
  population-­‐level	
  
indicators	
  of	
  child-­‐maltreatment	
  in	
  the	
  nine	
  randomly	
  selected	
  Triple	
  P	
  counties.49	
  
All	
  families,	
  rather	
  than	
  risk	
  selected	
  families,	
  were	
  the	
  target	
  of	
  the	
  strategy,	
  and	
  
the	
  strategy	
  was	
  highly	
  cost	
  efficient	
  at	
  reducing	
  maltreatment	
  indicators	
  at	
  the	
  
cost	
  of	
  less	
  than	
  $13.00	
  per	
  child	
  (ages	
  0-­‐9)	
  in	
  the	
  targeted	
  counties.90	
  Reducing	
  
exposure	
  to	
  adverse	
  childhood	
  experiences	
  is	
  one	
  of	
  the	
  key	
  pathways	
  of	
  
preventing	
  lifetime	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  as	
  well	
  as	
  high-­‐
health	
  care	
  costs.110-­‐113	
  

3. A	
  multi-­‐city	
  comparison	
  study,	
  called	
  “Every	
  Family”,	
  was	
  conducted	
  in	
  Australia.	
  	
  
The	
  target	
  population	
  was	
  all	
  parents	
  of	
  4-­‐	
  to	
  7-­‐year-­‐old	
  children	
  residing	
  in	
  ten	
  
geographical	
  catchment	
  areas	
  in	
  Brisbane	
  (intervention	
  communities)	
  and	
  ten	
  
socio-­‐demographically	
  matched	
  catchment	
  areas	
  from	
  Sydney	
  (5)	
  and	
  Melbourne	
  
(5),	
  care	
  as	
  usual	
  (CAU)	
  comparison	
  communities.	
  At	
  post-­‐intervention	
  there	
  were	
  
significantly	
  greater	
  reductions	
  in	
  the	
  number	
  of	
  children	
  with	
  clinically	
  elevated	
  
and	
  borderline	
  behavioral	
  and	
  emotional	
  problems	
  in	
  the	
  intervention	
  
communities	
  compared	
  to	
  the	
  CAU	
  communities.	
  Similarly,	
  parents	
  reported	
  a	
  
greater	
  reduction	
  in	
  the	
  prevalence	
  of	
  depression,	
  stress	
  and	
  coercive	
  parenting.	
  
Findings	
  show	
  the	
  feasibility	
  of	
  targeting	
  dysfunctional	
  parenting	
  practices	
  in	
  a	
  
cost-­‐effective	
  manner	
  and	
  the	
  public	
  acceptance	
  of	
  an	
  approach	
  that	
  blends	
  
universal	
  and	
  targeted	
  program	
  elements.	
  This	
  is	
  the	
  first	
  positive	
  parenting	
  system	
  
to	
  demonstrate	
  longitudinal,	
  population-­‐level	
  effects	
  for	
  parents	
  and	
  children	
  on	
  
mental,	
  emotional	
  and	
  behavioral	
  disorders.	
  

• Safe-­‐Playing	
  Injury	
  Control	
  Studies.	
  In	
  late	
  1970s	
  and	
  through	
  the	
  mid-­‐1980s,	
  
pedestrian	
  injuries	
  were	
  one	
  of	
  the	
  top	
  five	
  causes	
  of	
  death	
  to	
  preschool-­‐age	
  children	
  
ages	
  3-­‐5	
  in	
  the	
  US	
  and	
  many	
  OCED	
  countries.	
  While	
  fatal	
  injuries	
  were	
  statistically	
  
uncommon	
  per	
  child,	
  dangerous	
  or	
  risky	
  behaviors	
  such	
  as	
  entering	
  the	
  street	
  during	
  
play	
  were	
  not—with	
  about	
  half	
  of	
  any	
  given	
  sample	
  of	
  observed	
  children	
  entering	
  the	
  
street	
  every	
  hour	
  in	
  the	
  course	
  of	
  outdoor	
  play.114-­‐118	
  When	
  parents	
  in	
  America	
  and	
  
New	
  Zealand	
  were	
  offered	
  easy	
  access	
  to	
  simple	
  behavioral	
  prevention	
  tools,	
  as	
  much	
  
as	
  50%	
  of	
  community	
  samples	
  adopted	
  and	
  implemented	
  the	
  evidence-­‐based	
  recipe	
  to	
  
alter	
  children’s	
  safety	
  behaviors.116,	
  118	
  

• Tobacco	
  Prevention.	
  	
  The	
  following	
  paragraph	
  is	
  from	
  a	
  recent	
  publication	
  on	
  involving	
  
communities	
  with	
  sustainable	
  prevention	
  strategies:97	
  “Project	
  SixTeen	
  is	
  an	
  example	
  of	
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a	
  multimodal	
  community	
  intervention	
  trial	
  aimed	
  at	
  preventing	
  youth	
  tobacco	
  use	
  by	
  
random	
  assignment,	
  eight	
  Oregon	
  communities	
  received	
  an	
  intervention	
  that	
  included	
  
classroom-­based	
  prevention	
  curricula,	
  media	
  advocacy,	
  youth	
  anti-­tobacco	
  activities,	
  
family	
  communication	
  activities,	
  and	
  a	
  systematic	
  campaign	
  to	
  reduce	
  tobacco	
  sales	
  to	
  
underage	
  youth;100	
  another	
  eight	
  schools	
  received	
  classroom	
  curricula	
  only	
  (i.e.,	
  Project	
  
PATH).119	
  At	
  one-­	
  and	
  five-­years	
  post	
  intervention,	
  communities	
  receiving	
  the	
  
comprehensive	
  intervention	
  showed	
  a	
  significantly	
  lower	
  prevalence	
  of	
  cigarette	
  use	
  
compared	
  to	
  those	
  receiving	
  the	
  school-­based	
  intervention	
  alone.	
  At	
  two	
  years,	
  ninth-­
grade	
  boys	
  in	
  the	
  comprehensive	
  intervention,	
  compared	
  to	
  those	
  in	
  the	
  school	
  
intervention,	
  reported	
  lower	
  use	
  of	
  smokeless	
  tobacco.	
  Over	
  a	
  span	
  of	
  four	
  years,	
  alcohol	
  
and	
  marijuana	
  use	
  increased	
  less	
  rapidly	
  in	
  intervention	
  communities	
  than	
  in	
  the	
  school-­
only	
  communities.”	
  A	
  recently	
  completed	
  systematic	
  replication	
  took	
  elements	
  from	
  
Project	
  SixTeen100,	
  101	
  and	
  applied	
  it	
  across	
  two	
  whole	
  states,	
  showing	
  population-­‐level	
  
reductions	
  for	
  two	
  whole	
  states	
  on	
  YRBS	
  data	
  for	
  any	
  30-­‐day	
  tobacco	
  use	
  and	
  everyday	
  
tobacco	
  use—resulting	
  in	
  NREPP	
  designation	
  as	
  “environmental	
  policy”	
  with	
  a	
  valid	
  
experimental	
  design.120	
  	
  

• School-­‐Based	
  Violence	
  Prevention.	
  	
  In	
  the	
  1990s,	
  youth	
  violence	
  rates	
  significantly	
  
increased,	
  and	
  schools	
  experienced	
  a	
  notable	
  increase	
  in	
  school-­‐based	
  violence.	
  
PeaceBuilders	
  was	
  one	
  of	
  the	
  first	
  evidence-­‐based	
  strategies	
  with	
  both	
  theoretical	
  roots	
  
and	
  demonstrable	
  effects.121	
  In	
  Pima	
  County,	
  some	
  85	
  elementary	
  schools	
  signed	
  up	
  in	
  
one	
  year	
  to	
  participate	
  in	
  a	
  community-­‐wide	
  effort	
  of	
  teaching,	
  reinforcing	
  and	
  
promoting	
  peaceful	
  behavior	
  (People	
  Magazine,	
  April	
  5,	
  1999).	
  	
  Within	
  those	
  schools,	
  
eight	
  sites	
  were	
  randomly	
  assigned	
  to	
  a	
  wait-­‐list	
  control	
  that	
  received	
  extensive	
  
evaluation	
  of	
  a	
  4-­‐hour	
  in-­‐service,	
  materials,	
  and	
  technical	
  supports.	
  The	
  independent	
  
evaluation	
  revealed	
  that	
  the	
  schools	
  receiving	
  PeaceBuilders	
  had	
  fewer	
  violent	
  injuries	
  
coded	
  by	
  nurses,122	
  and	
  the	
  prevention	
  had	
  medium	
  effect	
  sizes	
  on	
  social	
  competence	
  
and	
  aggressive	
  behavior	
  as	
  reported	
  by	
  teachers	
  using	
  psychometrically	
  valid	
  tools,123	
  
especially	
  for	
  the	
  most	
  disturbed	
  and	
  aggressive	
  boys.124	
  

	
   	
  
…………………	
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! The	
  US	
  and	
  Canadian	
  federal	
  governments,	
  state	
  or	
  provincial	
  governments,	
  local	
  
governments,	
  businesses,	
  and	
  citizens	
  or	
  taxpayers	
  have	
  much	
  to	
  gain	
  by	
  widespread	
  
implementation	
  of	
  behavioral	
  vaccines	
  and	
  kernels.	
  	
  For	
  example,	
  most	
  states	
  could	
  
recover	
  the	
  cost	
  of	
  implementation	
  by	
  reduced	
  expenditures	
  for	
  child	
  maltreatment	
  in	
  two	
  
years.51,	
  90	
  In	
  the	
  course	
  of	
  2-­‐5	
  years,	
  there	
  should	
  be	
  lower	
  rates	
  of	
  DSM-­‐IV	
  diagnoses	
  and	
  
prescription	
  for	
  psychotropic	
  medications	
  in	
  the	
  pediatric	
  population.47,	
  51,	
  64,	
  70,	
  176,	
  200	
  Over	
  
the	
  course	
  of	
  a	
  decade,	
  school	
  districts	
  could	
  potentially	
  cut	
  their	
  special	
  education	
  
expenditures	
  by	
  1/3,	
  because	
  fewer	
  children	
  would	
  need	
  such	
  services.44,	
  47,	
  51,	
  54,	
  69,	
  71,	
  142	
  
Over	
  the	
  course	
  of	
  the	
  same	
  decade,	
  the	
  juvenile	
  and	
  adult	
  criminal	
  justice	
  system	
  would	
  
see	
  lower	
  drug	
  related	
  crimes	
  and	
  violent	
  crime	
  rates,	
  including	
  homicides.38,	
  39,	
  51,	
  57,	
  59,	
  201-­‐
204	
  Communities	
  would	
  see	
  lower	
  rates	
  of	
  tobacco	
  in	
  5-­‐7	
  years	
  in	
  youth60,	
  205,	
  206	
  as	
  well	
  as	
  
reductions	
  alcohol	
  and	
  illegal	
  drug	
  use	
  in	
  5-­‐10	
  years	
  of	
  adolescents	
  and	
  young	
  adults.56,	
  57,	
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59,	
  207,	
  208	
  All	
  of	
  these	
  changes	
  translate	
  into	
  reductions	
  of	
  short,	
  medium	
  and	
  long-­‐term	
  
healthcare,	
  education,	
  social	
  service	
  and	
  public	
  safety	
  costs.	
  

Costs	
  of	
  Risky	
  Behaviors.	
  By	
  any	
  calculation	
  imaginable,	
  the	
  costs	
  associated	
  with	
  
risky	
  human	
  behaviors	
  from	
  childhood	
  through	
  adulthood	
  are	
  the	
  deepest	
  well	
  of	
  private	
  
and	
  public	
  expenditures	
  in	
  the	
  United	
  States	
  (IOM,	
  pp.	
  251-­‐253)	
  and	
  many	
  industrialized	
  
nations.	
  This	
  well	
  of	
  despair	
  includes	
  violence,	
  addictions,	
  mental	
  illnesses,	
  obesity,	
  many	
  
cancers,	
  cardiovascular	
  diseases,	
  unintentional	
  injuries	
  and	
  more.	
  Consider	
  just	
  this	
  one	
  
quotation	
  from	
  the	
  IOM	
  report	
  (p.	
  252):	
  

Miller	
  (in	
  Biglan,	
  Brennan,	
  et	
  al.,	
  2004)	
  provides	
  a	
  much	
  higher	
  estimate	
  of	
  $435.4	
  
billion	
  in	
  1998	
  ($557.3	
  in	
  2007	
  dollars)	
  for	
  the	
  costs	
  of	
  problem	
  behaviors	
  among	
  
youth,	
  defined	
  as	
  underage	
  drinking,	
  heroin	
  or	
  cocaine	
  abuse,	
  high-­risk	
  sex,	
  youth	
  
violence,	
  youth	
  smoking,	
  high	
  school	
  dropout,	
  and	
  youth	
  suicide	
  acts.	
  More	
  than	
  half	
  
was	
  attributable	
  to	
  suffering	
  and	
  quality	
  of	
  life,	
  with	
  the	
  balance	
  consisting	
  of	
  work	
  
losses,	
  medical	
  spending,	
  and	
  other	
  resource	
  costs.	
  Averaged	
  across	
  all	
  youth,	
  this	
  
would	
  be	
  an	
  average	
  cost	
  of	
  $12,300	
  per	
  youth	
  ages	
  12-­20	
  ($15,744	
  in	
  2007	
  dollars).	
  

	
  

The	
  IOM	
  gives	
  an	
  alternate,	
  lower	
  estimate	
  (IOM,	
  p.	
  251),	
  using	
  Eisenberg	
  and	
  Neighbors,	
  
who	
  suggest	
  that	
  the	
  total	
  annual	
  economic	
  costs	
  for	
  mental,	
  emotional	
  and	
  behavioral	
  
disorder	
  of	
  people	
  under	
  age	
  25	
  are	
  roughly	
  $247	
  billion	
  as	
  of	
  2007	
  (in	
  2007	
  dollars)—
about	
  $2,380	
  per	
  person	
  under	
  age	
  25.	
  This	
  per-­‐person	
  total	
  includes	
  about	
  $500	
  in	
  health	
  
service	
  costs	
  and	
  $1,900	
  in	
  health,	
  productivity,	
  and	
  crime-­‐related	
  costs.	
  

Total	
  Annual	
  Cost	
  Burden.	
  So	
  the	
  total	
  cost	
  burden	
  of	
  mental,	
  emotional	
  and	
  
behavioral	
  disorders	
  almost	
  certainly	
  range	
  from	
  $250	
  to	
  $500	
  billion	
  per	
  year	
  for	
  young	
  
people	
  in	
  the	
  US	
  alone.	
  	
  This	
  is	
  not	
  good	
  for	
  America’s	
  future	
  and	
  global	
  competitiveness,	
  
when	
  one	
  considers	
  that	
  America’s	
  base	
  rates	
  for	
  many	
  such	
  disorders	
  are	
  worse	
  than	
  
other	
  rich	
  countries	
  that	
  compete	
  against	
  the	
  United	
  States.	
  This	
  burden	
  is	
  particularly	
  
acute	
  for	
  the	
  more	
  expensive	
  problems	
  involving	
  disturbing,	
  disruptive,	
  aggressive	
  and	
  
criminal	
  behaviors.7,	
  36,	
  37	
  

Cost-­Burden	
  Silo	
  Example.	
  Let	
  us	
  examine	
  the	
  cost	
  of	
  just	
  one	
  of	
  the	
  mental,	
  
emotional	
  and	
  behavioral	
  disorders	
  “silo”:	
  Attention	
  Deficit	
  Hyperactivity	
  Disorder	
  
(ADHD).	
  	
  Children	
  who	
  manifest	
  early	
  ADHD	
  (about	
  3%	
  to	
  7%	
  of	
  the	
  US	
  children)	
  have	
  high	
  
probability	
  of	
  school	
  failure	
  or	
  learning	
  disabilities;209,	
  210	
  intentional	
  and	
  unintentional	
  
injuries;211,	
  212	
  conduct	
  disorders,	
  crime	
  and	
  delinquency;213	
  alcohol,	
  tobacco	
  and	
  drug	
  
addictions;214	
  development	
  of	
  other	
  serious	
  mental	
  illnesses	
  such	
  as	
  bipolar	
  disorder	
  or	
  
other	
  mental	
  illnesses;215	
  increased	
  cancer	
  risk;216	
  sudden	
  cardiac	
  death;217	
  work	
  related	
  
problems;218	
  and	
  difficult	
  social	
  relationship	
  in	
  marriage	
  and	
  child-­‐rearing	
  as	
  adults.	
  	
  The	
  
behavioral	
  footprints	
  of	
  ADHD	
  help	
  explain	
  its	
  fiscal	
  footprints.	
  	
  

In	
  the	
  United	
  States	
  in	
  2003,	
  the	
  direct	
  cost	
  of	
  Medicaid	
  ,	
  attributable	
  to	
  children	
  
with	
  ADHD,	
  was	
  $2.15	
  billion	
  dollars	
  annually—about	
  2%	
  of	
  all	
  health-­‐care	
  costs	
  for	
  
children.219	
  This	
  is	
  an	
  underestimate	
  of	
  national	
  costs.	
  	
  An	
  analysis	
  by	
  a	
  private	
  insurance	
  
company	
  suggests	
  the	
  total	
  excess	
  cost	
  of	
  ADHD	
  in	
  the	
  US	
  in	
  2000	
  was	
  $31.6	
  billion.	
  Of	
  this	
  
total,	
  $1.6	
  billion	
  was	
  for	
  the	
  ADHD	
  treatment	
  of	
  patients,	
  $12.1	
  billion	
  was	
  for	
  all	
  other	
  
healthcare	
  costs	
  of	
  persons	
  with	
  ADHD,	
  $14.2	
  billion	
  was	
  for	
  all	
  other	
  healthcare	
  costs	
  of	
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family	
  members	
  of	
  persons	
  with	
  ADHD,	
  and	
  $3.7	
  billion	
  was	
  for	
  the	
  work	
  loss	
  cost	
  of	
  adults	
  
with	
  ADHD	
  and	
  adult	
  family	
  members	
  of	
  persons	
  with	
  ADHD.	
  Pelham	
  and	
  colleagues,220	
  
using	
  a	
  conservative	
  prevalence	
  rate	
  of	
  5%,	
  computed	
  annual	
  societal	
  cost	
  of	
  illness	
  (COI)	
  
for	
  ADHD	
  in	
  childhood	
  and	
  adolescence	
  at	
  $42.5	
  billion,	
  with	
  a	
  range	
  between	
  $36	
  billion	
  
and	
  $52.4	
  billion.	
  Their	
  estimates	
  are	
  preliminary	
  because	
  the	
  literature	
  is	
  incomplete;	
  
many	
  potential	
  costs	
  have	
  not	
  been	
  assessed	
  in	
  extant	
  studies.	
  

There	
  are	
  now	
  multiple	
  behavioral	
  vaccines	
  and	
  evidence-­‐based	
  kernels	
  that	
  
prevent	
  ADHD,	
  reduce	
  the	
  symptoms	
  or	
  avert	
  the	
  sequela	
  of	
  ADHD,43,	
  51,	
  54,	
  59,	
  60,	
  64,	
  71,	
  169	
  at	
  a	
  
far	
  lower	
  cost	
  and	
  risk	
  of	
  adverse	
  medical	
  consequences.	
  	
  Those	
  behavior	
  vaccines	
  or	
  
kernels,	
  all	
  together,	
  do	
  not	
  rise	
  to	
  the	
  cost	
  of	
  one	
  or	
  two	
  months	
  of	
  many	
  of	
  the	
  
psychotropic	
  drugs	
  being	
  used	
  with	
  ADHD	
  diagnosed	
  children	
  or	
  youth.	
  

B&AA .2$ 	
  
Policy	
  and	
  practice	
  for	
  the	
  prevention	
  of	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  

(which	
  includes	
  addictions)	
  must	
  include	
  a	
  public	
  health	
  approach—to	
  reach	
  all	
  children,	
  
families	
  and	
  communities.	
  This	
  is	
  one	
  of	
  the	
  key	
  messages	
  of	
  the	
  IOM	
  report.	
  	
  The	
  response	
  
to	
  unique	
  individual,	
  family,	
  school,	
  neighborhood	
  or	
  community	
  risk	
  factors	
  will	
  be	
  most	
  
cost-­‐efficient,	
  if	
  the	
  “pump	
  handle	
  of	
  John	
  Snow”	
  for	
  the	
  contaminated	
  well	
  that	
  serves	
  all,	
  
is	
  cleaned	
  up	
  first.	
  This	
  must	
  happen	
  before	
  implementing	
  special	
  interventions	
  that	
  might	
  
be	
  needed	
  for	
  those	
  more	
  vulnerable	
  to	
  the	
  contaminated	
  water.	
  	
  

The	
  Institute	
  of	
  Medicine	
  Report	
  on	
  Mental,	
  Emotional	
  and	
  Behavioral	
  Disorders1	
  
clearly	
  outlines	
  that	
  we	
  have	
  a	
  public	
  health	
  problem	
  of	
  mental,	
  emotional	
  and	
  behavioral	
  
disorders,	
  and	
  a	
  public	
  health	
  approach	
  to	
  affect	
  all	
  children	
  and	
  youth	
  is	
  required	
  to	
  move	
  
the	
  population	
  level	
  indicators.	
  The	
  population-­‐level	
  public	
  health	
  approach	
  often	
  
remediates	
  the	
  most	
  difficult	
  problems	
  and	
  difficult	
  instances	
  in	
  controlled	
  studies,49,	
  50	
  
which	
  then	
  lessens	
  the	
  costs	
  of	
  reaching	
  higher-­‐risk	
  groups.	
  	
  In	
  this	
  spirit,	
  the	
  IOM	
  report	
  
wisely	
  calls	
  on	
  America	
  to	
  move	
  from	
  a	
  “treatment	
  oriented”	
  approach	
  to	
  prevention,	
  to	
  a	
  
true	
  public-­‐health	
  approach,	
  wherein	
  prevention	
  is	
  available	
  for	
  every	
  child,	
  family,	
  school	
  
or	
  community	
  to	
  prevent	
  mental,	
  emotional,	
  and	
  behavioral	
  disorders—including	
  
addictions.	
  Evidence-­‐based	
  kernels	
  and	
  recipes	
  of	
  kernels	
  (behavioral	
  vaccines)	
  offer	
  a	
  
unique	
  opportunity	
  for	
  the	
  prevention	
  of	
  mental,	
  emotional	
  and	
  behavioral	
  disorders	
  to	
  
happen	
  at	
  a	
  public-­‐health	
  level.	
  The	
  fact	
  that	
  kernels	
  can	
  be	
  used	
  for	
  universal,	
  selected	
  and	
  
indicated	
  prevention	
  represents	
  considerable	
  cost	
  efficiencies.	
  Psychiatrists,	
  physicians,	
  
mental	
  health	
  professionals,	
  school	
  counselors,	
  juvenile	
  justice	
  professionals	
  and	
  others	
  
can	
  clearly	
  make	
  use	
  of	
  evidence-­‐based	
  kernels	
  for	
  selected	
  or	
  indicated	
  prevention.	
  An	
  
even	
  larger	
  number	
  of	
  parents,	
  teachers,	
  and	
  others	
  can	
  use	
  kernels	
  to	
  improve	
  the	
  odds	
  
for	
  children,	
  youth	
  and	
  young	
  adults.	
  	
  

The	
  time	
  to	
  act	
  is	
  now:	
  the	
  IOM	
  Report	
  outlines	
  the	
  compelling	
  reasons	
  to	
  expand	
  
prevention	
  in	
  North	
  America.1	
  There	
  is	
  an	
  urgent	
  need	
  for	
  the	
  health	
  of	
  our	
  Nation	
  given	
  
epidemiological	
  trends;	
  we	
  have	
  economic	
  necessity	
  for	
  safety	
  and	
  security	
  of	
  the	
  Republic;	
  
our	
  most	
  potent	
  economic	
  competitors	
  are	
  already	
  acting	
  for	
  their	
  immediate	
  and	
  long-­‐
term	
  benefit,	
  and	
  there	
  are	
  promising	
  pathways	
  for	
  action	
  via	
  health-­‐care	
  reform	
  and	
  
related	
  initiatives.	
  	
  The	
  true	
  wealth	
  of	
  a	
  nation	
  derives	
  from	
  the	
  health	
  of	
  all	
  the	
  minds,	
  
bodies,	
  spirits,	
  and	
  behaviors	
  of	
  its	
  children	
  and	
  youth.	
  Let’s	
  act	
  for	
  all	
  our	
  futures.	
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C.'(-! DE!?F.A1(-!C.'(-!3;!G-25-(!H/)()/$!;32!B-(-*/-9I!659)*./-9!.59!H5)4-27.(!
%2-4-5/)35 !

?4)9-5*- +J.7-9!
G-25-( !

B-(-*/-9!
%2-4-5/)35 !

659)*./-9!
%2-4-5/)35 !

H5)4-27.(!
%2-4-5/)35 !

%2)K-!
J3:(LM$7/-2$!
M3/)4./32 !
(reinforcement	
  
kernel)!

Reduce	
  alcohol,	
  
tobacco	
  or	
  drug	
  
use125-­‐127	
  
Improve	
  
engagement	
  in	
  
treatment	
  goals128,	
  
129	
  

Reduce	
  problem	
  
behavior	
  in	
  high-­‐risk	
  
children	
  or	
  youth130-­‐
132	
  

Improve	
  engaged	
  
learning	
  of	
  whole	
  
class	
  and	
  reduce	
  
disruptions	
  of	
  whole	
  
class133-­‐135	
  

N3.(L839-!
M.11)5O!(relational	
  
frame	
  kernel)!

Reduce	
  relapse	
  or	
  
recidivism	
  rates136,	
  
137	
  
Improve	
  recovery138	
  

Prevent	
  ATOD	
  use	
  
rates136,	
  139	
  
Improve	
  attainment	
  
of	
  therapeutic	
  
goals139,	
  140	
  

Increase	
  academic	
  
success	
  or	
  cognitive	
  
processes141-­‐144	
  

PA-O. +Q!;.//$!.*)9!
7&11(-A-5/./)35 !
(physiological	
  
kernel)!

Treat	
  depression,	
  
borderline	
  and/or	
  
bipolar	
  disorder70	
  
Reduce	
  autism	
  
symptoms71,	
  145	
  

Prevent	
  emergence	
  
of	
  psychotic	
  
episodes	
  in	
  
prodromal	
  
adolescents47	
  

Improve	
  children’s	
  
cognitive	
  
performance	
  and	
  
prevent	
  behavioral	
  
disorders69,	
  146-­‐148	
  

%&'()*!137/)5O!
(antecedent	
  kernel)	
  

Reduce	
  community	
  
illegal	
  behaviors100,	
  
101,	
  120	
  

Improve	
  problematic	
  
behavior	
  in	
  
therapeutic	
  
settings149,	
  150	
  

Reduce	
  impulsive	
  or	
  
risky	
  behaviors	
  in	
  
general	
  
population151-­‐153	
  
Improved	
  
academics154-­‐156	
  
Promoting	
  
participation	
  or	
  
community	
  goods157,	
  
158	
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  Adapted	
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  permission	
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