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Foreword

Healthcareisnow practiced inaradically different financialand delivery
system thanitwas twodecadesago. Behavioral healthcarehasbeen trasnformed
fromacottage craftinto an industry. Once industrialization occursitisnever
reversed. Thus, we willnot goback to the solo practice funded by indemnity
insurance no matter how much this is pined for by individual practitioners
or their guild organizations. Organized behavioral healthcare has defined
and will continue to definewhois treatedfor what kinds of problems, how, by
whom, and for what reimbursement. Moreover, the situation is still notstable:
after recent mergers many of the large behavioral healthcare companies are
facing serious financial difficulties.

Mental health professionals have been greatly impacted by these devel-
opments and yet thereislittle understanding of exactly what has happened,
what has caused these events, what are the resultant strengths and weak-
nesses, what thebehavioral healthcare professional should doin response to
these, and what the future will look like. This book is edited by four mental
health care professionals, including the “father” of behavioral managed care,
Nicholas Cummings, and attempts to provide some answers to these key
questions.

This book is an outgrowth of a conference held in Reno, Nevada in
January, 1999. We would like to thanks the presenters as well as Vice President
for Research Ken Hunter and Dean Robert Mead for their support of that
conference. We would alsolike to thank Erin Northouse for her assistance in
all phases of this project.
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Preface

For most of the 20" Century there has been a conceptual as well as a
practical division between those professionals that help people with physi-
cal/medical problems and those that help people with mental/behavioral
problems. In this dualism, traceable philosophically to Descartes, individu-
alswith clear physical problemslikea brokenbone gotoamedical doctor such
as their family practitioner or orthopedic surgeon, and individuals with
depression or marital problems go to a mental health professional such as a
psychologist or social worker.

This would be a felicitous state of affairs if all medical problems were
solely due to physical causes and all medical problems were solely treated by
physical therapies. It would also be a happy state of affairs if all mental
problems were caused by nonphysiological, psychosocial causes and entirely
treated by nonphysiological “talk” psychotherapy. However, this is not the
case. Broken bones are caused by behavioral problems (e.g., marital abuse,
alcoholism, poor diet). Medical problems are treated by behavioral changes
(diet, exercise, and other lifestyle changes). And most medical treatments
require and can be defeated by behavioral compliance problems with the
prescribed regimen (pill taking, showing up for thescheduled procedure, etc.).
Moreover, mental health problems canbe caused and treated by physiological
factors (neuron-chemicalimbalances, endocrine problems, and psychotropic
drugs). Thus, fragmenting the treatment of the mental and physical problems
to two distinct realms makes little conceptual or practical sense.

This is further compounded by the fact that mental health has tradition-
allybeensurrounded by problems of stigma. A mentalhealth diagnosisseems
like the “booby prize” tomany patients and thusis tobe avoided. This attitude

xi
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can cause avoidance and therefore poor penetration rates and continued
health problems. A seamless integrated team dealing with the whole patient
can avoid much of this stigma and therefore result in more appropriate and
complete treatment.

The book describes the promise of integrating behavioral and medical
care in the primary care setting-a move that recently has been gaining
momentum. Italsodescribes the many complex problems associated with this
movement. At times there is a focus on a particular problem; at other times
these problems are only briefly mentioned. Below, we will describe some of
these major problems as theseset an importantresearch and practical problem
solving agenda. We do this very much in the spirit of Gertrude Stein’s
deathbed words. When she was asked what is the answer? she responded
by saying, “Damn the answer; What is the question?”

MajoR PROBLEMS AND QUESTIONS

What kind of skill sets in what kind of team produces
what kinds of effects in what kinds of patients with
what kinds of problems?

How does one define the target problems-by DSM diag-
nosis? By treatment focus (e.g., treatment adherence,
stress management), by bothetc.?

What interventions produce more appropriate future
medical usage? Is this more appropriate medical
usage less so that the increased costs of the behav-
ioralinterventions are offset and even leveraged?

How does one obtain “buyin” for integrated care fromall
therelevant stakeholders?

How should the professionalsbe trained to work together
and to have the requisite clinical and managerial
skills?

Whatsortof clinical and operational protocols should be
developed and used? To what extent, for example,
are practice guidelines useful?

How is care to be coordinated? What is the role of case
management and how is this do be done well?
How are stepped care models developed and to what

extent are these useful?

To what extent are interventions community based v.
clinic based?
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To what extent is a public health/population manage-
ment perspective useful?

Whatis the government’s role? To what extent should it
provideregulation or payment?

What should the ideal health benefit look like?

Whatare theissues surrounding differentkinds of deliv-
ery systems such as staff models, networks models,
fee for service models v. capitated models?

What domental health parity laws meanin anintegrated
careenvironment?

How does this system ideally interface withan Employee
Assistance Program?

Whatare theroles of processes such as utilizationreview,
pre-certification, and credentialing?

What is the role of integrated care in specialty medical
practice such as oncology?

Whatare the implications of integrated care for the carve
in or carve out contract?

What sort of accountability and quality assurance pro-
cess should occur?

What is the role of the various guild organizations such
as the American Psychological Association or the
American Medical Association?

Whatare theimplications for solo practice and hospitals?

How does theissue of theartv.science of practice impact
on thismovement?

What sort of management information system is ideal?

What are the implications for long-term psychotherapy
and proponents of the diverse “schools” of psycho-
therapy?

What sort of outcome research and program evaluation
projects are priorities and how can these be done in
relatively cost-effectiveand unobtrusive ways?

How does one develop and implement sound financial
models for integrated care so that these systems are
seen as good business practices?

How does oneappropriately screen, assess, and triage in
an integrated practice? What assessment devices
need tobe developed and what are the psychometric
properties of existing strategies?
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To what extent does an integrated care model improve
penetrationrates?

To what extent does it decrease stigma?

To what extent should treatment be individual therapy
and towhatextentshould itbe conducted in groups?

Towhatextent do these professionalsneed tohave man-
agement, business, and entrepreneurial skills?

To what extent should tele-medicine and web-based
technologiesbe involved?

What are the roles of different disciplines in this effort
(e.g., thenutritionist)?

To what extent can the cost-savings of integrated care
reverse the very controversial problems of the cost-
containment strategies used by some existing man-
aged care companies in denying services?

Whatisthe appropriate relationship between psychotro-
pic drugs vs. psychotherapy?

To what extent can integrated care help resolve the seri-
ous and perineal issue of treatment compliance?

How can psychotherapy be adapted to the ‘world of
primary care’ in which interventions are generally
much more brief, focused, and “on the fly”?

What willbe the attitude of employers-one of the largest
payers formedical services-regardingintegrated care?
Can one show higher employee functioning and
lower absenteeism, forexample?

How should special populations defined in various ways
(e.g., geriatrics or African-Americans) be addressed?

How can integrate care teams more effectively rule out
psychological problemsso that actual medical prob-
lems can be more effectively identified and treated?

What are the best marketing strategies for this type of
delivery system?

How is this approach to resolve issues of research dis-
semination and knowledge utilization?

Ishealth care, including integrated care, a commodity or
are there substantive and particularly quality dis-
tinctions?

What is the role of outside accrediting agencies such as
NCQA?
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Whatis therelevant actuarialknowledge thatneeds tobe
obtained, and how is this best gathered?

What is the role of bench marking and report cards?

How are “housekeeping tasks” such as claims process-
ing best accomplished?

What are the best grievance procedures?

How does onedecrease unwanted treatment variability?

How are providersjustly compensated and how are they
properly incentived? What are the advantages of
equity models? How is the problem of decreased
providerincometobeaddressed?

What is the role of the masters-level psychotherapist v.
doctorallevel professional?

What changes in the formal training of professionals are
called for?

How does one monitor adherence and competence to
protocols? What are the best supervision, case
conferencing, and continuing education programs?

Should therebe specialty certification or degrees relevant
tointegrated care?

Whatis therole of alternative medicinein integrated care?

What are the role of prevention and wellness programs
and other programs targeting generally lifestyle is-
sues?

How does one structure the physical setting so co-loca-
tion is optimized?

How does onehandle the handoff or the consultbetween
a PCP and a behavioral health specialist?

How does one handle emergencies?

How is record keeping handled?

What is the role of natural helpers in the patient’s envi-
ronment such as ministers and friends?

How does one educate and manage office staff?

How does one enhance provider satisfaction?

How is the problem of relapse addressed?

How does one handle patient choice and patient rights?

What disease management programs are critical and
what are the specifics of these?
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These are some of the major conceptual and practical problems surround-
inghealth carein general butalsoinvolved inintegrated care. These are often
both fascinating intellectually and nettlesome practically. However, these
mustbe addressed in order to painfully produce more optimal healthcare. We
think the chapters in this book represent steps in this direction.

Finally, we note that this structure of this book is a bit unusual. Wehave
main chapters followed by commentaries. These commentaries are meant to
address some of the mostimportant issues in the chapters as well as toreflect
onsome of the more controversialissues contained in the chapters. Wehope
that this format allows the reader to see the important dialogue around all
these important issues.
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2 Cummings

Thehistory of managed healthcare, and particularly managed behavioral
care, has never been succinctly delineated, leaving professional psycholo-
gists entering the field without clear knowledge of how healthcare evolved
from a cottage industry into complete industrialization in a matter of a few
decades. This account is from the first-hand experience of the author, whose
more than half a century as a psychologist was lived as a key player in the
eventsdescribed.

THE HiSTORY OF CAPITATION

A method of prospective reimbursement whichisbased onasetamount
of payment per member (i.e., enrollee) per month (known in the industry as
pmpm) is not new. A woman physician whose name is lost in history, and is
the only event this author is recounting that precedes his birth, formed a one-
physician delivery system inarural area of Oklahoma circa 1920. Her practice
flourished in spite of more often being paid in farm produce rather than cash,
and the farming families benefited by having a doctor when this was a rarity
in the rural communities of the era. Capitation did not appear again in any
significant form until the 1930s when the Ross-Loos Group was formed in Los
Angeles, and “Dr. Callan and Staff” offered a prepaid plan in the San
Francisco Bay Area. Both of these plans solicited subscribers from the general
public, asemployersponsored healthinsurance offered as a fringe benefitwas
stillalmost a decade away. This fact, coupled with the propensity of medical
care in the 1930s which made access easy, rendered prepaid healthcare not
very compelling, or even financially attractive. The latter will be discussed
below, butsufficeit tosay that the Callan plansuffered an early demise, while
thebetter financed and aggressively marketed Ross-Loos Group survives to
this day.

Even thesuccessful Ross-Loos program remained small during the 1930s,
but capitation was finally launched on a large scale on the Mojave Desert of
California. A man who was to become one of America’s most celebrated
industrialists, HenryJ. Kaiser, bid on the construction of theaqueduct carrying
the Hoover Dam (thenstill Boulder Dam) water to Los Angeles. Not only was
his bid surprisingly lower than the next lowest, he completed the project for
significantly lessmoney than his ownanticipated cost. Few realize, however,
that his endeavor would have failed without the participation of a young
physician from Los Angeles who had tried private practice and did not like
it. Even thoughitwas during the Great Depression with high unemployment,
constructionworkers were reluctant tobring their families to the desert where
they were isolated from any medical care whatsoever formany hours across
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dirt roads. Kaiser was about to fail because he could not hire workers when
Dr.Sidney Garfield approached him with an offerhe could not refuse. For five
cents, a worker hour Garfield would build and staff the outpatient and
inpatientfacilities thatwould guarantee treatment forboth hisemployees and
their families.

That day in the early 1930s capitated healthcare, embodying both the
management of care and the acceptance of risk, wasbornin abig way and for
all time. While the facilities were being built Garfield launched a prevention
program, spending a significant part of the capitation dollars to educate the
workers and their families on the avoidance of the hazards of the desert:
rattlesnake and tarantula spider bites, scorpion stings, heat stroke and heat
exhaustion. Hestrongly believed this would pay off inreduced treatmentcosts
in the future. He was right, of course, but by implementing this aspect he
defined the concept that capitation, which allows the spending of the money
as the providers see fit, includes prevention. It was not long before his ideas
expanded toinclude wellness, anintegral part of the most successful capitated
programs today.

After the aqueduct was completed, Kaiser transported what was still
called Sidney Garfield and Associates to Northern California to provide
capitated healthcare to his huge new shipyard operations. World War Il had
been raging in Europe since 1939, and by 1941 when the United States was
thrown into the conflict following the attack on Pearl Harbor, Hitler had
conquered most of Europe. Great Britain was vulnerable as only isolated
islands dependent on the outside for supplies would be. Kaiser s California
shipyards (Vallejo and Richmond) startled the world by building “victory
ships”in five days from keel tolaunch. These ships, which Kaiser builtfaster
than the German U-boats could sink, transported all of the supplies, food and
munitions, that saved England. Again, Kaiser could not have done this
withoutDr. Garfield who provided all of the medical care that enticed millions
of workers tomigrate from Arkansas, Oklahoma, Texas, and other parts of the
Southand Midwest to California tofill the importantjobs in the shipyards. The
genius of Henry Kaiser trained farmers tobe ship fitters; Sidney Garfield took
care of their health through capitated medicine.

Following the end of World War II, Kaiser invited Garfield to offer
capitated healthcare to the general public, and in 1946, the Kaiser Permanente
Health System was founded. Kaiser borrowed the name from the Permanente
Cement Company, a small bankrupt plant in Fontana that he had acquired.
Notonlydid thisastute purchasehave thenostalgia thatithelped him succeed
with the aqueduct, he liked the sound of the Spanish word for permanence.
Withits beginnings in Oakland across the Bay from San Francisco, the Kaiser
Permanente Health System grew rapidly and, as we shall see below, became
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the national model for what was later known as the Health Maintenance
Organization (HMO). It was two decades, however, before the success of the
Kaiser Permanente modelspurred the governmentand the private healthcare
system to adopt capitation as a significant payment vehicle on a national
scale.

AMERICAN HEALTHCARE IN THE 1930s:
A REMARKABLE RoBIN Hoob MoDEL

Letusreturnto the 1930s, known as the Great Depression, characterized
by hunger, high unemployment, and economic stagnation. Surprisingly,
medical care was readily accessible, aseeming contradiction that forestalled
the development of prepaid health plans. How was this possible?

During the 1920s, medicine finally cleaned up its act and became a
profession to be emulated. Medical practices acts were adopted in all states,
medical schools were graded A and B with the eventual shutting down of all
B gradeschools, and medical apprenticeships, which were the principle way
in which one learned to be a doctor in the 1910s and 1920s, were eliminated.
It was only amatter of time before those whohad been “grand-fathered” into
the new state licensing laws would retire or pass on. In 1954, I met the last
practicing “physician” in the State of Illinois who had been grandfathered
because, as a veterinarian before medical licensure, he had occasionally
treated the farm family members along with their livestock. For those involved
in healthcare todayj, it is startling to learn medicine only relatively recently
became a true profession.

The new breed of physician was altruistic, dedicated, and proud of the
calling. The Hippocratic oath was taken seriously, and in spite of a shortage,
physicians saw everyone who wanted tosee them, evenif thismeanta 16-hour
workday. Arequest forahouse call wasnever denied. It was further unthink-
able to press a bill for payment, and no physician would ever consider using
acollection agency. Patients were seen and house calls were made even when
apatienthad not paid the accumulated bill for three or four years. Physicians
knew people were strapped financially, and they saw themselves truly as
caregivers without regard to compensation. The physician of the time was
over-worked and never wealthy. Theylooked old by age fifty,and usually died
from over-work by their late fifties. It was not unusual for a patient whose
economic status improved with the passing of the Great Depression to send
the doctor payment many years later. More likely, it went to the surviving
spouse.
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What of the patient who was financially well fixed? The answer was
simple: the physician doubled or even quadrupled thebill, depending on the
patient’s status. My father, who was well off but not wealthy, told me about
this, and explained it was up to him and others like him to pay for those who
could not. Greed on both sides was remarkably absent.

Consider this remarkable availability, regardless of ability to pay, whereas
prepaid health insurance would cost the kind of money that families during
the Great Depression simply did not have. The system was not perfect,
especially in rural areas that required considerable travel to the nearest
physician. Furthermore, some persons were too ashamed tosee the physician
ifthey owed money, and the physicians tended toburnout from over-work at
a relatively early age. However, it was a non-system in which the doctor-
patient relationship was decidedly one of mutual respect. This author was
immersed in this tradition. I was in the independent practice of psychology
in San Francisco for 44 years and never sent a bill beyond the third mailing.
Non-payment indicated to me that either the patient was unable to pay, or
unwilling because I had not helped him or her. If it were the latter, I felt 1 did
not deserve payment. Whatever the reason, I respected the patient’sright to
make the decision. The thought of a collectionagency is stillanathema tome.
In today’s competitive reimbursement climate, all of this seems quaint.

Whendid this remarkable, easily accessed system goawry? It was in the
mid-1960s when Titles 18 and 19 of the Social Security Act and known as
Medicare and Medicaid, were enacted into law. This put the government
bureaucratinevery physician’s office, burying the practitioner in amountain
of paperwork. Physiciansrebelled, and they tried to compensate for the time
lostinred tapeby over-billing the government. Thebureaucraticresponse was
increased surveillance through more paperwork. The cat and mouse game
between providers and third party payers began, and would increase expo-
nentially. Physicians were typically disgruntled, an emotion which seemed
tojustify previously unthinkable behavior. Cynicism crept in and soon was
rampant; it was okay tomanipulate the payer, aslong asitwasnot done to the
patient. The triangulation among doctor, patient, and third party payer
seemed to put a new distance between the physician and the Hippocratic
Oath. Lamentably, greed was back into healthcare.

THE BIRTH OF THE BLUES

For decades prior to Medicare and Medicaid, no one thought of ahospital
asmakinga profit or evenbreaking even. Most were non-profitand owned by
religious and other charitable organizations, or were community sponsored.
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At least twice a year each hospital held a fundraising drive to make up the
financial shortfall. No one who needed hospitalization was turned away,
regardless of ability to pay. The now ever-present insurance card demanded
at the reception desk of every hospital was non-existent.

To create amuch needed revenue stream the hospitals organized into an
organization named Blue Cross. For those who could afford the monthly
premium, small by today’s standards, any needed hospitalization was
prepaid. Care became inpatient-based, as the entire plan was hospital-
oriented. A commonjoke of theerawas thatif you needed tohave ahangnail
removed, you would have to firstbe admitted to the hospital.

In defense, the physicians organized into a parallel organization named
Blue Shield, which prepaid physicians’ services and was, in contrast to Blue
Cross, essentially outpatient care. The Blues plans werelocally based, and the
more populous states mighthave several Blues plans. For example, until the
current era Ohio had eight. As they were autonomous and potentially
competitiveamong themselves, they belonged to aloosely organized national
organization based in Chicago, the National Association of Blue Cross and
Blue Shield Plans, which managed to keep jurisdictional and other disputes
to aminimum. In my experience, however, most of the decisions were made
on the golf course by the presidents of these companies at the semi-annual
resort-area meetings of the Blues plans.

There was such a perceived need for prepaid health during the Great
Depression that the states cooperated in exempting the Blues from require-
mentsimposed on the insurance industry. Speciallaws wereenacted creating
medical services corporations, applying only to Blues type plans, and making it
possible for them to getby withamuchlesser dollar reserve than was required
of full-fledge insurance companies. They were also shielded from laws
prohibiting the corporate practice of medicine, which restricted physicians
from forming partnerships with anyone but other physicians. These laws
were originally enacted to prevent the exploitation of medicine by non-
medical interests, but later were used to discourage progress into medical-
business alliances.

Inrecentyears, Blue Cross and Blue Shield have tended tomerge, butwith
glaring exceptions as notably found in California. Furthermore, financially
troubled Blues plans in suich states as West Virginia and Nevada have been
bought out by other Blues plans, and Blues plans have been known to
encroach on each other’s territory. Formed as the bastions of fee-for-service
healthcare, many have launched HMOs with frequently disastrous results.
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THE FEDERAL HMO ENABLING ACT

Thestellar success of the Kaiser Permanente Health System prompted the
federal government to conceptualize the HMO as the solution to the spiraling
health costs that followed the enactment of Medicare in Medicaid. Kaiser
Permanente had grown to eight million covered lives on the West Coastand
had pioneered such innovations ashealtheducation and wellness programs,
and as early as 1963 had developed a large-scale automatic multiphasic
health screening with 29 laboratory and other tests, including an electronic
mental health/substance abuse screening. The patient went through the
procedure in less than an hour, at the end of which she or he saw a physician
whoalready had themultiphasicresultsinhand. This was remarkablein the
erafar preceding the current electronic data systems and the PC, and earned
for Morris F.Collen,M.D., the co-founder with Garfield of the post-warKaiser
Permanente System, and Lester Breslow, M.D., his consultant, theappellation
“fathers of computerized medicine.” This kind of progress was noted by the
health plannersin government - who were grappling withhow tobring down
health costs - and in 1975, Congress passed the HMO Enabling Act, which
gave start-up money toencourage the formation of new HMOs.

It was during this era that the name HMO was coined. Sidney Garfield,
whoreferred to most health insurance plans as “sickness” plans because the
provider made money only when the patient was sick, delivered his now
famous speech, “An Organization to Maintain Health.” He pointed out that
health plans should be rewarded not just for treating the sick, but also for
keeping people healthy. Capitation was the vehicle for this, because indem-
nity (fee-for-service) insurance did not pay for prevention. Paul Ellwood, M.D.
picked up on Garfield’s description of the prevention-oriented capitated
entity and called it a Health Maintenance Organization, or HMO. This term
wasimmediately seized uponby the federal government, which incorporated
the name in the new legislation. Dan Patterson, a physician, was appointed
tohead the first “HMO shop” in Washington, and this author was privileged
tobe a consultant. In this capacity, he made sure that the regulations allowed
for a single-purpose HMO, having anticipated the advent of the managed
behavioral healthcare organization (MBHO).

Before the federal government espoused the HMO concept, theroad had
been rocky for Kaiser Permanente, which would not have survived without
themilitant support of the labor unions in California. The American Medical
Association regarded this new system as “socialized medicine,” and the
Permanente physicians werebarred from membership in the county medical
societies. Harry Bridges, the head of the International Longshoremen’s and
Warehousemen’s Union, whohad the power toshut down shipping onboth
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coasts in five minutes, was on the board and threw his enormous weight
toward whathe perceived tobe a consumer-oriented system. During the time
I knew and worked with Harry Bridges the government several times at-
tempted todeporthim tohisnative Australia for allegedly havinglied on his
naturalization application for U.S. citizenship. This bombastic man was
acquitted on all counts, and in spite of his legal problems, he always found
time tobe a staunch supporter of this unique health system. He once told me
thatIneed notworry aboutlongshoremen missing behavioralhealthappoint-
ments, saying, “ Any member of our union whomisses amedical appointment
is fined two days pay.”

To capture the flavor of those difficult times it would help torecall the story
of how Permanente physicians were finally admitted to membership in the
county medical societies. During that era a physician who was notamember
of these AMA affiliates would find it almostimpossible to practice. Essentials
ranging from the availability of malpractice insurance to community accep-
tance were alldependent uponbeing amemberin good standing of the county
medical society. Henry J. Kaiser and Garfield were traveling to Chicago by
train, which was the customary mode in the mid-1950s. It was then that Kaiser
firstlearned of the discrimination against Garfield’s medical staff. In addition,
when he further learned that the person to see was Morris Fishbein, the
seemingly perpetualmedical director of the AMA, heimmediately asked tosee
him. Dr. Fishbein, notknowing there was a difficulty, was delighted to usher
the celebrated industrialist into his offices. He reportedly was stunned when
Kaiser announced that he was giving him sixty days to make eligible for
membership the Permanente physicians, or face a lawsuit in federal court.
However, itwas done, and the Permanente physicians, once outcasts, became
importantby theirlargenumbersin the county medical societies. Atthat time
inthe San Francisco Bay Areaalone, there were over 2,000 Kaiser Permanente
doctors.

By the time the HMO Enabling Actbecame law, HenryJ. Kaiser had died.
His son, Edgar Kaiser, decided we should give away the HMO technology.
Many of us were assigned fledgling HMOs to mentor. In spite of this, seven of
every eightnew HMOs failed financially once the federal start up money was
gone. I was fortunate to work with the Group Health Cooperative of Puget
Sound (Seattle) and the Harvard Community Health Plan (Boston), both
winners thatsurvive to this day. Interestingly, the Group Health Cooperative
of Puget Sound in 1998 merged with the Kaiser Plan.

By the 1980s, there were scores of HMOs throughout the United States, but
the concept continued tobe most successful in Californiaand Minnesota. The
market-penetration was sufficient in those states so the population was
accepting of the staffmodel, a format thatmaximizes both clinical and financial
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efficiency. Inmost other states, patients who were expected toreceive care in
a staff model complained they were being managed. Being seen in the
practitioner’s office, as is the usual procedure in a network model, gave the
illusion the patient was in “private care,” resulting in greater acceptance.
Capitated HMOs patterned after thenetwork model could never keep up with
Kaiser Permanente, which had the added advantage of physician equity. This
was amodel created by Garfield that made the doctors practitioner-owners.
The founder of the system liked to say, “Doctors work hardest when they're
working for themselves.”

UNIVERSAL HEALTHCARE

Theseveral years preceding the HMO Enabling Actsaw astrong movein
the Congress for government-sponsored universal healthcare.Itwasheaded
by Senator Edward (Ted) Kennedy, who was at that time chairing the Subcom-
mittee on Health of the U.S. Senate Finance Committee. I testified before that
Committee, and was invited subsequently by Senator Kennedy to act as a
consultant. Convinced that universal healthcare was close to becoming a
reality, I agreed to serve. It was during that time that the pendulum swung
toward initiatives in the private sector,and Senator Kennedy lost the chair of
the Subcommittee on Health to Senator Herman Talmadge. This was the
decision of Senator Russell Long who chaired the over-arching U.S. Senate
Finance Committee. It is worthy to note, because of the current era in which
Republicans are viewed as the opposition party to expanding government-
sponsored healthcare, thatall the players at the time who “swungover” were
Democrats.

Much of the conceptualization thatinterrupted the drive toward federally
sponsored universal healthcare came from a group of influential health
economists who were meeting regularly to address the spiraling costs which
were created by the government getting into healthcare.

THE JacksoN HoLE GrRouP

Other than the fact that the Federal Reserve Board likes to have retreat
meetingsinJackson Hole, Wyoming, itisabeautiful spot that was adopted as
ameeting placeby a group of self-appointed health economists. It was led by
Paul Ellwood, M.D. of Minnesotaand included such diverse persons as Alain
Enthoven (Stanford), Stuart Altman (Brandeis), Eli Ginsburg (Columbia), and
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Uwe Rinehart (Princeton). Enthoven had been a consultant to the Kaiser
Permanente System for many years, and much later,Iwas privileged tohave
him on the American Biodyne Board of Directors.

These health economists took note that the government had caused this
inflationby fuelinganon-competitivehealth economy; firstby the Hill-Burton
Act in 1959 which fostered what turned out to be the over-building of
hospitals, and shortly thereafter by Medicare and Medicaid. They conceived
of asystem they termed managed competition, whichwas incorporated into the
HMO Enabling Act, and in 1993 became the centerpiece of the Rodham-
Clinton task force onhealthcare. Several members of the Jackson Hole Group
dissociated themselves from this task force when they no longer could
recognize their original concept of managed competition. Under the Clinton
Administration,ithad becomeengulfed in proposals thatwould have plunged
healthcare further into government control and regulatory red tape. Asweall
know, the Rodham-Clinton proposals met overwhelming opposition, and
suffered theirimmediate defeat through the task force’s self-created Achilles
heal:ithad violated all the sunshinelawsby meeting in secrecy and had even
failed to publish its list of members, reputed to number over 500. When the
courts finally forced the disclosure, it was found that the overwhelming
majority of task force members were not the nation’s experts as had been
trumpeted, but governmentemployeesinstead.

Much of the thinking of the Jackson Hole Group found implementation
in managed healthcare, with one of the problems, as we shall see below,
becoming run-away or uncontrolled competition, resulting in thesacrifice of
quality.

BEHAVIORAL HEALTHCARE

In the 1950s no health plan paid for psychotherapy. The thinking of the era
was that psychotherapy was not subject to actuarial cost controls, as it was
couched in psycho-babble and dispensed by long-term therapists who were
unaccountable and staunchly believed that more is better. During that era
whenanactuary was asked how long psychotherapy should be, the response
invariably was another question, “How long is a piece of string?” Psycho-
therapy was usually a named exclusion from the list of benefits in prepaid
healthcare.

Iwas privileged to write the first comprehensive prepaid psychotherapy
benefit at Kaiser Permanente as an experiment in the late 1950s. This was
preceded by the discovery there that a startling 60% of patient visits to a
physician were by persons somatizing stress, or whose physical condition
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was significantly exacerbated by emotional factors. Garfield and Collen were
convinced of the importance of behavioral interventions, and made possible
the experiment. Several years later, in following up on whether ourinterven-
tionshad made a difference, we were surprised to find that ourbrief therapy
had yielded a 65% reduction in medical utilization, without a relapse into
somatization. This medical cost offset became the principle reason why health
plans began including psychotherapy as a benefit, and has been extensively
chronicled elsewhere (Cummings, 1997). Those of us conducting the seminal
research warned that medical cost offset could not be parachuted into a
traditional system with positive results. This was borne out in our Hawaii
Medicaid Project in the early 1980s, which became the proving ground for
managed behavioral healthcare in that same decade. We also continued to
experimentwith theeffectiveness of briefer models of psychotherapy, making
the results the basis of managed behavioral healthcare. Our model we
eventuallynamed brief, intermittent psychotherapy throughout thelife cycle. This
extrapolated intobehavioral care what we see in all other forms of healthcare:
the patient sees the practitionerasneeded during stressors in one’s life cycle.
Heretofore, the dominant mental health model was one in which the patient
was seen continuously and indefinitely, ostensibly to prevent any further
emotional conflict for all time. In our own managed care research, as well as
the work of others, this hypothetical state was not only impractical, but
unattainable nonsense.

DiagnNosis RELATED Groups (DRGs)

Intheearly 1980s the Congress of the United States inadvertently ushered
inmanaged healthcare, and subsequently catapulted behavioral healthcare
intormanaged care, none of which wasits stated intent. Grappling unsuccess-
fully for months with run-away hospital costs in Medicare and Medicaid,
literally at midnight of the last day of thebudget process, it passed legislation
that created Diagnosis Related Groups (DRGs). Under this system, almost400
medical diagnoses were assigned maximum days of hospitalization for each.
Ifthehospital exceeded the number of days for that particular condition, itlost
money. On the other hand, if the hospital came under the requisite days, it
made a profit. Almost immediately, medical/surgical beds were emptied.
Hospitals, previously comfortable at a reimbursement rate of cost plus 15%,
began goingbankrupt. There was anational glut of hospital beds, with many
hospitals showing less than 50% occupancy. Proprietary companies began
buying the hospitals by the hundreds, applied sound business principles,
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and thrived on what later was called managed care. In other words, the care
of each DRG was managed to fall within the prescribed number of days.

Cummings (1986) called this the beginnings of the industrialization of
healthcare, and foresaw the impending industrialization of behavioral
healthcare. This was tocome aboutbecause no one in Washington could figure
out how to do DRGs for mental health and substance abuse. Alert hospital
administrators took advantage of this and converted these empty beds to
psychiatry, substance abuse, and especially adolescent psychiatry. These
new programs were huckstered on TV, and since insurance was paying, they
were animmediate financial success. Families and employers could get rid of
the alcoholic in their midst for 28 days or more, and parents could take a 60
to 90 day vacation from difficult or rebellious adolescent children. Where
DRGs reduced the inflationary spiral in medicine and surgery from 12%
annually to 8%, behavioral healthcare rocketed from 2% to 16% in two years.
Now psychiatry was driving theinflationary rate forall healthcare for the first
time in history.

The federal government, desperate for a solution, turned to the private
sector and encouraged the participation of anew, emerging for-profitbehav-
ioral healthcare industry by tacitly ignoring the outmoded laws prohibiting
the corporate practice of medicine. What soon was to be known as the
behavioral managed care industry, or “carve-out,” wasborn. These early and
subsequent events have been extensively chronicled (Cummings, 2000).

THE BIRTH OF THE CARVE-OUT

By the early 1980s there were several companies that contracted with
health plans tomanage behavioral healthcare. Health plans, confronted with
run-away costs in mental health and chemical dependency, were essentially
left two choices: sign up withacompany that guaranteed tobring down costs
through utilization review, provider profiling, and pre-certification for hos-
pitalization, or drop the behavioral care entirely. The trend, unfortunately,
was toward the latter, and if it continued unabated, the hard-fought behav-
ioral care benefit might well vanish. The health plans that were willing to
experiment with early-managed behavioral care as just described spawned
successful companies. Kenneth Kessler founded American PsychManagement,
while Alex Rodriguezheaded Preferred Healthand Bud Larson founded the
Metropolitan Clinics of Counseling (MCC). The first two leaders were psy-
chiatrists, while Larson wasa social worker. Suddenly anumber of successful
Employee Assistance Programs (EAPs), notably U.S. Behavioral Health (Saul
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Feldman) and Human Affairs International, (OttoJones), decided to convert
their companies.

THE B1oDYNE MODEL

During this timeI was conducting the Hawaii Project, research sponsored
by the Health Care Financing Administration (HCFA, the watch-dog of
Medicare and Medicaid). We created abrand new staff model behavioral care
system to serve the experimental group in Honolulu with 36,000 Medicaid
recipients and 90,000 federal employees, one-third of which were randomly
assigned to the existing system which served as the control group. Hawaiiwas
chosen because it had the most liberal Medicaid psychotherapy benefit: 52
sessions per year renewable every year, with any licensed practitioner of the
patient’s choice. Thus, there was an experimental comparison between the
effectiveness of the private practitioner in fee-for-service and a system of
prospective reimbursement. Theresults were decidedly in favor of managed
care over the traditional laissez-faire model.

Our program in Hawaii was so successful that we converted with
government approval the non-profit Biodyne Institute into the first propri-
etary managed behavioral care delivery system. Called American Biodyne, it
was a clinically driven staff model in which each center of six professionals
(plus support staff) were responsible for the mental health and substance
abuse treatment, both outpatientand hospitalization, of 30,000 covered lives.
If we should obtain 10,000 more enrollees in that locale, rather than adding
these to the 30,000 and creating alarger center, we would split the population
into two centers serving 20,000 lives each. The determination to keep each
center the optimal, manageable size reflected our dedication to the clinical
model, which in this case is antithetical to the business model that cannot
tolerate redundancy even when it is clinically preferable.

American Biodyne developed 68 research-based psychotherapy proto-
cols that were surprisingly effective and efficient. It reduced psychiatric
hospitalizationby 95% through the training and empowerment of psycholo-
gistswho were compelled to examine each patient presenting for hospitaliza-
tion before admission, all night long. The approach was simple: outpatient
treatmentbegan in theemergency roomin themiddle of thenight. If the patient
responded, inpatient treatment was unnecessary and the patient was seenin
immediate, daily (and often twice-daily) intensive psychotherapy. American
Biodyne grew from zeroto14.5millionenrolleesin a few years, far surpassing
its competitors, even those that preceded it. Soon the Biodyne Model became
the one to emulate. Eventually we had to modify our delivery system in
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response to themarketplace that preferred anetwork. We created the first staff-
network model, aremarkably functional system that maintained thebest of both
approaches, but preserved the pre-eminence of the staff to manage and
motivate the network. But the real advantage of American Biodyne was our
insistence that 15% of all clinicians’ time is devoted to quality assurance
through clinical case conferencing, supervision, and research. Thisisan ideal
thatnever existed before or after. Butit worked. In the seven years Iserved as
CEO of American Biodyne we never had a single malpractice suit. Contrast
that record with an industry that today is surfeited with such lawsuits.

American Biodyne was confronted with a choice: either train
businesspersons to think like clinicians (impossible), or train clinicians to
alsobe proficient in business (improbable). We chose the latter, and all of our
line managers were clinicians. In this way, clinical integrity was maintained
because in a tough situation the final decision fell on the clinical, not the
business side. We found creative ways to give business and financial training
to our clinician-managers who, no matter how high their rank, had to spend
no less than two-days per week inhands-on clinical work. This also included
me as the CEO. Istrongly believed thatif I ever lost contact with the work in
the trenches I would be ineffective as the company’s leader. We further
developed a post-doctoral masters degreein managed behavioral healthcare
administration (MBHA, rather than MBA). This was conceived as a more
effective way of training our psychologists inbusiness. We offered to fund the
program and to guarantee the student body, but no likely university we
approached would face the opposition from its own anti-managed care
psychology department.

American Biodyne grew rapidly because it was economically viable.Iwas
able to say to a health plan that we could expand the benefit while reducing
the cost t080%, and that we could cap those costs for three years. All the while,
wewould take therisk. Theresponse wasimmediate, and our greatest problem
was limiting growth to 200% per year. To exceed that growth rate would
jeopardize quality.

A Vi1sioN REJECTED

Infounding American Biodyneit was my intent to give away the technol-
ogy to the profession of psychology. I used the occasion of my acceptance
address in 1985 for an APA award to announce a model that could be
psychology’s response to the imminent industrialization of behavioral
healthcare. In 1986 the American Psychologist published an essentially do-it-
yourself kit (Cummings, 1986) inwhichIindicated American Biodyne would
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beheld tohalf amillion enrollees and serve asamodel which could be visited
by psychologists who would learn how to go out and found a similar
company. I stated there was easily room for 50 such half-million enrollee
companies, all owned and runby psychologists. In this way, clinicians would
own managed behavioral care, not Wall Street. For two years, I kept the
company at the promised limit, watching as psychology ignored it while
business interests were copying it. I then took my foot off the brake, and the
subsequentexplosive growth demonstrated that the Biodyne Model was the
right concept at the right time.

The APA’s response was disappointing, and eventually tragic. For sev-
eral years, the leadership declared managed care was a passing fad. Wheniit
became apparent it was here tostay, the APA essentially declared war, refused
opportunities for constructive engagement, and rendered itself essentially
irrelevant to the decision-making process in American healthcare. Disap-
pointed,Isold American Biodyne toMedCo/Merck, whichspunitoff as Merit,
which eventually became part of Magellan. My worst fears were realized.
Managed care became business-driven. Clinicians had thrown away an
opportunity.

CONSOLIDATION, COMPETITION, AND CHAOS

Asisthe caseinany industrialization, managed behavioral care has gone
through a period of consolidation. It was inevitable that healthcare would
succumb to the merger-mania that swept American business on its way to
becoming global, but healthcare isnot comparable tobanking and electronics
because in contrast it deals with life and death issues among our patients.
Soonover 100 companies merged to the point where one companynow owns
40% of the market, and nearly two-thirdsis own by three companies. Clinical
integrity was trampled as business considerations became paramount.

As would expected in any early industrialization with tremendous
growth, the market became saturated and competition went out of control.
“Bottom-feeding,” or bidding on a project that is at the outset below the
financial level that could support quality, and “low-balling,” purposely
bidding below cost with no intention of providing the contracted services,
havebecome common. Thehopeis that capturing inordinate market share by
any means, nomatter how dubious, willresultinan advantage over competi-
tors, resulting in market primacy.

All of this has led to the chaos expected in any industrialization, and the
three Cs of consolidation, competition, and chaos were included among our
initial predictions.
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WHAT WENT RIGHT AND WHAT WENT WRONG?

The outstanding accomplishment of managed behavioral care, and one
thatisseldom acknowledged by disgruntled practitioners, is thatitsaved the
mental health benefit. In their complaint that their practices have been
curtailed they fail tonote they would have no practices atall had the trend of
eliminating psychotherapy from insurance continued.

Managed behavioralhealth reduced drastically the shameful psychiatric
over-hospitalization for profit that had become a national disgrace. It ex-
panded outpatient care, and dramatically increased the continuum of care so
that care became more appropriate. This included partial hospitalization,
psychiatricrehabilitation, day treatment programs, consumer-run peersup-
port, residential treatment, and crisis programs. This was at the expense of the
psychiatric hospitals and the privately practicing psychotherapists who
previously accounted for most of the behavioral healthcare dollar.

For the first timein history, accountability was introduced intobehavioral
health. Managed care has ushered inanera of data-based treatment, and has
set the stage for the emergence of treatment guidelines and eventually stan-
dardized treatment protocols.

Whatwentwrong, of course, is that the carve-outindustry lostits clinical
focus and began to manage costs, not care. Once practitioners forfeited their
initial leadership, it was inevitable thatbusiness interests would take over. As
the schism between managed behavioral care and the practitioners grew, the
industry found itself at war with its own labor force. This, again, seems
inevitablein the process of industrialization. By looking at the militancy of the
labor movement during the industrialization of manufacturing at the begin-
ning of the 21 Century, as well as the industrialization of the service sector
in the middle of the century, the current antagonism between the healthcare
industry and its providersisunderstandable. It isunfortunate thateach wave
of industrialization must repeat the mistakes of its predecessors, but few
persons involved in healthcare today possess sufficient knowledge of eco-
nomics to benefit from such a perspective.

Both the industry and its providers have been shortsighted, but the real
culpritsin the current chaos are the purchasers. Employers, who were being
rendered non-competitive globally because healthcare inflation was pricing
American goods and services out of the world market, are ecstatic. They and
the federal governmentare delighted thatmanaged care companies are taking
the brunt of patient anger while no one is pointing the finger at them. Yetitis
thebig purchasers of healthcare, of which the federal governmentis the largest
in the world that created a disastrous pricing-pressure. They have ratcheted
down capitationrates to the point care is compromised. The fatin the system
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disappeared longago, the musclehasbeen cutaway, and the cost-cutting knife
is well into the bone. Members of Congress smile agreeably as practitioners
demand healthcare reform; smugin the fact the industry has gotten the blame
while theyhavebalanced thebudgets of Medicare and Medicaid on thebacks
of the providers and their patients.

THE FUTURE OF MANAGED BEHAVIORAL HEALTHCARE

The purchasers have achieved their goal: the healthcare inflationary
spiral has been held to 4% for the past several years. Costs are poised to
increase again, but this time the purchasers have enough data to demand
value (quality plus cost). Accountability is forever part of the system, and no
one willbeable tohidebehind psychobabble or false concern with confiden-
tiality, both intended to avoid scrutiny.

There will be increased micro-management of the industry by govern-
ment, and this will add to costs. No industry can grow from almost nothing
to75% of the insured marketin one decade withoutincurring regulation. The
amountof regulation willbe determined by how successful the industryisin
regulating itself. Providers will continue to confuse patient concerns with
practitioner concerns inan effort toregain control, but once industrialization
has occurred, it continues toevolve;itnever goesback to the previous cottage
industry. In fact, the more managed care cleans upits act, the more acceptable
it will be to the consumer.

Itis time for the carve-outto carve-in. Behavioral care mustbe anintegrated
part of primary care. In accepting the formula for the establishment of the
carve-out, theindustry hasignored theadmonition that this was intended for
aninterimofaboutten years;i.e., the timeneeded tosave the mental healthand
substance abuse treatment benefit from extinction. Once accomplished, it
would be time for behavioralhealth tobecome indistinguishable with primary
care, rendering moot for all time the question of parity between physical and
mental health. However, the carve-out industry, now boasting 175 million
covered lives, isloath tochange. The fact thatintegration isbest for patient care
isaweak argument. In all of history, no entrenched group has stepped aside
merelybecause it was asked todoso.It remains for someone to configure the
economicviability of integration, thus making itattractiveand possible. There
is no longer fat in the carve-out system, but the waste in physical health
because of stress and emotional problems is enormous. A 10% reduction in
medical/surgical costs resulting from integrated behavioral care interven-
tions would exceed today’s entire mental health budget (Cummings, 2000).
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Onceagainbehavioralhealthcareis about to experience dramatic changes
thatwillrival those of the mid-1980s. The behavioral health professions failed
then to recognize the impending industrialization of healthcare and thus
found themselves left out of the subsequent decision making process. Al-
though thenextleap forward will be evolutionary rather thenrevolutionary
as was the period we are experiencing, the mental health professions willhave
the first real opportunity in several years to participate in the future of
behavioral healthcare. Inthe previous decade the professional guildsignored
the trend toward industrialization, and remained oblivious to the disturbing
fact the insurors were rapidly dropping mental health as a benefit. Within a
short time the hard-fought psychotherapy benefits of health insurance would
have disappeared were it not for the early managed behavioral care compa-
nies (American Biodyne, American PsychManagement, MCC, and Preferred
Health) had not demonstrated to the industry they could roll back costs and
cap them for three years, all the while expanding the mental health benefit. The
immediate losers were the psychiatrichospitals and the solo practitioners of
lor.g-term psychotherapy, foritwasbyreducing these overly utilized services
thatstability was quickly acquired. The beneficiaries were those who pay the
costs and the patients who now had a new continuum of care. Managed
behavioral care has resulted in an expansion of services as well as a substi-
tution of services, with increases in psychiatric rehabilitation, day treatment,
consumer-run peersupport, residential treatment and crisis programs inlieu
of psychiatric hospitalization and private practice psychotherapy, both of
which declined and have never recovered (Cummings, 1999; Ross, 1998).

FINALLY THE TREND IS OUR FRIEND

The previous decade may well be known as the point in history which
demonstrated that the introduction of business principles into the heretofore
undisciplined healthcare system could not only tether costs, but expand the
range of servicesavailable to the patient. Especially was this trueinbehavioral
care where previously those who pay thebills were intimidated by a psycho-
babble given credibility only because of the general lack of data. It also
demonstrated that industrialization can proceed in spite of the fierce oppo-
sition of the practitioners. After fifteen years the so-called “carve-out” indus-
try, named because the companies delivering behavioral healthcare were
separate from those delivering the general healthcare, has outlived its useful-
ness. It has saved the mental health benefit, and it is time to “carve-in” with
primary care where behavioral care belongs. This integration of primary and
behavioral health, whichinvolves behavioral health specialists being onsite
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inthe medical setting, is gaining momentum among primary care physicians
even though mentalhealth practitioners show continued reluctance toleave
the tradition of their private offices. Again, the next evolutionary step in
healthcare will occur with or without the concurrence of the professional
guilds. Thereare far toomany practitionerswhoare once again ready tobreak
ranks with their respective societies, and seize the unprecedented opportu-
nity that will accompany the new era of practitioner-dominated behavioral
healthcare. These practitioners have learned to predictand control costs, and
are prepared to participate in the future of integrated healthcare.

The new erawillbedependent on data, which gives scientifically trained
professional psychologist an unprecedented advantage. Future behavioral
care will be evidence-based, and the mantra was enunciated by Yank Coble,
addressing the industry on behalf of the American Medical association: “In
God we trust. All others must have data” (as quoted in Time, November 24,
1998, p.69). Before proceeding to what thenew integrated healthcare delivery
system may look like, it may be important to review the medical cost offset
research which has attracted the attention of the healthcare industry, and
especially theemployers and other third party payors, and is contributing to
the trend toward the integration of behavioral health with primary care.

MEepicaL CosT OFFSET: THE VALUE ADDED

At the Kaiser Permanente Health System, the nation’s prototype of the
modern Health Maintenance Organization (HMO), in the early 1960s it was
discovered that 60% of all physician visits were by patients who were
somaticizing stress, or whose stress was exacerbating physical illness. It was
further discovered thatbrief psychotherapeutic interventions had asurpris-
ing impact in that they reduced this over-utilization by addressing the
patient’s stress (Cummings, Kahnand Sparkman, 1962; Follette & Cummings,
1967; Cummings & Follette, 1968). Somaticization was defined differently
than the Somatization Disorder found in DSM 1V, and was seen simply as the
translation of emotional problems into physical symptoms, or the exacerba-
tion of a disease by emotional factors or stress. This somatization inevitably
results in over-utilization of healthcare, overloading the system. The typical
effect discovered by Cummings & Follette is portrayed in Figure 1, which
demonstrates a steady reduction in the five years following behavioral
healthcare intervention. There is aleveling-off at 62.5% reduction in the fifth
year, which represents average utilization for a “healthy” population, and
where on an eight-year follow-up (Cummings & Follette, 1976) it remained
with no further somatization.
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It is important to note that Before After
medical cost offsetisnotjustabout :
money. It is about appropriate
treatment. Addressing the
patient’s emotional distress has
the value-added of reducing
healthcare costsevenafter paying
for the effective psychotherapy.

More importantly, it spares
the patient years of having tosuf-
fer painful physical symptoms in
that the treatment of choice (psy-
chotherapy rather than medical
treatment) hasbeenprovided.But Figure1
thisbody of researchhasnotbeen
without its methodological diffi- Reduction in medical utilization from the
culties, many of whichhavebeen year before behavioral care intervention
overcome duringits three decades. and through the succeeding five years fol-

The medical cost offset litera- 10Wing these interventions to an eventual
nccanbecdividedintohueegen: | *Saeono (e 4oty D
erations. The first generation (1965 &

-1979) saw the discovery that 60%

of physician visits were by somaticizers. The National Institute of Mental
Healthsponsored anumber of replications, and published asummary of these
(Jones & Vischi, 1979) which revealed a medical cost offset of 30 to 65%. That
same year NIMH convened the Bethesda Consensus Conference in an effort
to ascertain why some studies yielded impressive savings in medical/
surgical costs, while others did not produce enough offset to pay for the
behavioral care interventions. All of the investigators in medical cost offset
were invited to a three day session during which the studies to that date, 28
in all, were evaluated. A consensus emerged (Jones & Vischi, 1980) which
included the following: (1) Medical cost offset is feasible only in organized
settings where there exists a commitment, capability, and incentive, and
where somaticizers can be identified, appropriately treated, and traced
through sophisticated informatics. (2) The more traditional the behavioral
interventions, the less the medical cost offset. The cost offset increases to the
degree in which primary care and behavioral care are coordinated, collabo-
rative, or integrated. (3) Medical cost offset increases to the degree that
somatizationisaddressed through focused interventions, targeted to specific
populations.

Medical Utilization
Compared to Baseline
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The Bethesda Consensus Conference enumerated anumber of method-
ologicalissuesand recommended thata way be found to conductrandomized
(prospective) studies rather than retrospective studies. The difficulty had been
the contractual relationship withinsured patients that prevented researchin
which those in the control group would be denied the treatment accorded to
those in the experimental group. In an insured environment the denial of a
contracted treatment to some patients, even for research purposes, is both
illegal and unethical. The conclusions of the Bethesda Conference were not
widely disseminated in thatjust two months later the government scientists
whoconvened itwere sweptout of office when the Carter administration lost
theelection.

The second generation (1980-1990) saw the emergence of national orga-
nized settings when the managed behavioral care industry came of age and
captured most of the insured market. Unfortunately, with the carve-out
arrangement, it was not possible to conduct medical cost offset between two
companies that did not share informatics. Nonetheless, during this decade the
role of stress, which was notadequately understood in the 1960s, was clarified
in both somatization and unhealthy life styles (Ford, 1983, 1986; Pellitier,
1993; Sobel, 1995. The Health Care Financing Administration (HCFA), in
conjunctionwith the State of Hawaii, sponsored the Hawaii Medicaid Project
as the first comprehensive prospective study. Since this was a seven-year
investigation, the results did not emerge until the following generation.

In the third generation (1990-1999) a number of organized settings
attained the capability of conducting medical cost offset research, and man-
aged behavioral care made acommitment to ongoing outcomes research. Not
only were the new studies of a prospective (randomized) design, butthey were
of suchanature that they could be used in program planning and implemen-
tation (Cummings, 1994). The Hawaii Medicaid Projectbecame the prototype
of this new generation of studies, which surprisingly confirmed the medical
cost offset findings of previous, but retrospective research. It compared the
impact of targeted, focused interventions, with the liberal 52-session annual
Hawaii Medicaid psychotherapy benefit that could be obtained through any
licensed privately practicing psychiatrist or psychologist of the patient’s
choice, and finally with those whoreceived no treatment. Therefore, there were
twoexperimental groups and one control group, allrandomized. There were
36,000 beneficiaries in the Medicaid groups, to which were added in each of
the conditions the 91,000 federal employees in Honolulu. The subjects were
furtheridentified between those whohad no physical disease and those who
had a chronic physical condition (asthma, diabetes, emphysema, hyperten-
sion, ischemic heart disease, and rheumatoid arthritis, which together ac-
count for40% of themedical dollars in the ages 21 to 60 population) Theresults
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of the Hawaii Project are found in $700 1
Figures 2 and 3, which reveal that $600
targeted, focused interventions im-
pressively reduced medical over-utili-
zation, while the privately practicing
psychotherapists increased costs. The
differenceis the greatestin the chronic
disease groups (Figure 3). Targeted, $100 1
focused interventions saved an aver-

age of $350 per year per patient, while Tagoted  Other Mental  No Mental
the traditional setting raised medical Focused  Health  Health
costsby anaverage of $750 per year. In Type of Treatment Received
both the chronic and non-chronic

groups theno treatmentsituation was Figure2

preferable to traditional psycho-

therapy. The latter result was so baf- ~ Average medical utilization in con-
fling that psychotherapists were in- stant dollar§ for the Hawaii Project
terviewed how they handled somati- Non-Chronic Group for the year be-

. .. . fore (white columns) and the year
zation. Surprisingly, instead of recog- after (black columns) receiving tar-
nizing that their patient was

geted and focused treatment, other
somaticizing, thepsychotherapistsre-  mental health treatment in the pri-
garded the matter asanassertiveness  vate practice community, or no treat-
issue and encouraged the patient to  ment. Dataare from Cummings, 1993.
return to the physician demanding

more and more tests to “prove” that thesymptoms were, indeed, reflecting a
yet undiagnosed physical disease. Consequently, unnecessary costs contin-
ued tomount.

In a testimony before the United States Senate in which Cummings
presented the Hawaii Project’s preliminary findings, Senator Daniel K.
Inouye of Hawaii who conducted the hearing, observed, “The most powerful
argument formentalhealth benefits is the evidence that they reduce inappro-
priate medical utilization (Congressional Record, June 24, 1985, pp. S-8656 to
5-8658). Thelessons learned in the Hawaii Project, where an entire innovative
behavioral care delivery systemhad tobe created for the study, is thatnot only
are organized settings imperative, butmedical cost offset research cannotbe
parachuted into a traditional setting. The importance of focused, targeted
interventions in an integrated system is being elicited in a growing body of
subsequent research (Cummings, Cummings & Johnson, 1997; Kent & Gor-
don, 1997; Strosahl, 1997).
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WHY 1S SOMATIZATION SO EXPENSIVE?

It is not uncommon for a somaticizer, finally having exasperated the
physician who then makes a referral for psychotherapy, to abandon that
physician and begin the investigation all over again with another doctor.
Figure 4 illustrates the incidence of the fourteen most common complaints
confronting the primary care physician, and reveals that only 5% of these
symptoms on average are based on physical, rather than psychological
conditions. These most common complaints are chest pain, fatigue, dizziness,
headache, edema, back pain, dyspnea, insomnia, abdominal pain, numbness,
impotence, weightloss, cough, and constipation. Figure 5 addresses the first
five of these and reveals that in 1,000 primary care patients a surprising
amountof money is required forevaluation of those manifesting stress, while
averysmallamountof money is adequate for the diagnosis of those with actual
physical disease. For example, where $21,760 is spent to establish the soma-
tization of chest pain, only $1,360 will diagnose the presence of an actual,
existing organic cause (Kroenke & Mangelsdorf, 1989).

It is not so much that
somaticizers are intractable, as
itis the system which discour-
$2,000 | ages their seeking appropriate
psychotherapy. In an era of the
“physician glut,” the fee-for-ser-
$1,000 vice primary care physicians are
reluctant torefer high utilizing
patients for psychological treat-
mentbecause thisresultsinloss
Togeted  Other Mentsl  No Meatsl of income to themselves. In a
Focused  Health Health capitated system primary care

Type of Treatment Received physicians hesitate to refer to
psychologists because the cost
mustcome outof theirrisk pool,
resultinginless profit. Buteven
Average Medical Utilization in constant inanenlightened system where
dollars for the Hawaii Project Chror}i- physicians recognize the need
cally IIl Group for the year before (white and refer appropriately, only
columns) and the year after (black col- 10% of these referrals ever fol-

umns) receiving targeted and focused low th hand v visi
treatment, other mental health treat- ow throughandactually visita

mentinthe private practicecommunity, psy§ho therapist. Hovyever, I?Y
or no treatment. Data are from having the psychologist onsite
Cummings, 1997. in the primary care setting, the
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number of patients who accept the referral and enter treatmentjumps to 80%
(Slay & McLeod, In Press).

SuppLY SIDE VERSUS THE DEMAND SIDE
IN INTEGRATED HEALTHCARE

Cost containment characteristically attempts to reduce costs by limiting
the supply of unnecessary healthcare services. For example, in instances
where short-term psychotherapy can be effective, long-term therapy is not
reimbursed. Or where partialhospitalizationis sufficient, fullhospitalization
is not authorized. The managed behavioral healthcare industry has now
wrung all the fat out of the mental health/chemical dependency treatment
system. There remains, however, a great deal of waste in the medical /surgical
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The incidence of 14 common symptoms (lighter shading) in 1,000 internal
medicine outpatients, compared with thoseinwhich an organicdisorder was
detected (darker shading). Data are from Kroenke & Mangelsdorf, 1989
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system where costs continue to rise from (1) expensive technology and (2)
inappropriate care. Addressing the demand side of the economic equation
(i.e., reducing demand) through the use of population-based group programs
may constitute true prevention.

Cummings & Cummings (1997) reported a comparison of supply side
versus demand side economics in two outpatient behavioral care centers in
the same system. Center A (experimental) implemented several
psychoeducational programs and every patient who presented during two
successive periods of sixmonths,and whofell into any of five categories, was
assigned to the corresponding psychoeducational program. These programs
withtheir designated patients wereas follows: (1) adult children of alcoholics;
(2) agoraphobiaand multiple phobias; (3) borderline personality; (4) indepen-
dentliving for chronicschizophrenia; (5) perfectionistic personality life style.
In Center B (control), every patient falling into any of the above five categories
was routinely assigned to individual psychotherapy for two successive
periods of six months each. All of the study patients for both centers were
followed fora period of two years after their sixmonths in treatment. Although
there was notarandomized assignment of patients to controland experimen-
tal conditions because this would be tantamount to denying available services
in Center A, the two groups from the two centers were comparable in all
demographic characteristics (age, gender, socioeconomic level, education,
ethnicity). Further, this ar-

rangement P ermitted di- B Number of Symptoms Observed
rect comparison between Number Evaluated
individual psychotherapy 8 Organic Cause Detected

and population-based 521,760 for

psychoeducational pro-
grams which was not pos-

$7,410 for
evalyations  §7,582 for $7,780 for

n
=
2
.

3 H : < 60 aluatior evaluations
sible within the random- 2 e paont .
?zedassigrunfntofpaﬁents 5 40 s
in the Hawaii Project. 20 for dx

As noted, there were 0
two different periods of Chest Pain Fatigue Dizziness Headache

patient selection of six

months duration each in

both centers. All patients Figure 5
had a two-year follow-up
aftertheinitialsixmonths.  Evaluations and the cost per organic diagnosis for
Thetotal time of the experi- five symptoms in 1,000 internal madicine outpa-
ment was three years, but tients in 1988 dollars. Data are from Kroenke and
Mangelsdorf, 1989.

Organic Designs

only two-and-a-half years
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A Comparison in the Use of Various Behavioral Health Services between an
Experimental Group Assigned to a Psychoeducational Model, and the Control
Group Assigned to the Traditional Model

Group Individuat Hospital Retumn
N Sessions Sessions Days Emergency Perscript Visits

Expl Cntrl Expl Cntrl Expl Cntrl Expl Cntrl Expl Cntrl Expl Caotrl Expl Cnotrl

ACOA 38 12 570 46 76 132 1 11 6 8 16 24 53 38
Agoraphobia 23 8 460 0 46 122 14 21 9 37 26 28 38 63
Borderline 42 29 840 109 5 609 3 145 0 28 38 87 22 493
Indep. Living 22 18 422 315 21 2 26 183 4 51 41 68 251 488
Perfectionism 26 17 390 0 24 401 0 19 0 23 14 39 13 208
TOTALS 151 84 2682 480 172 1336 4 379 19 398 135 246 377 1290
MEANS 17.8 5.7 12 159 02 45 0.1 4.7 09 29 25 154
Legend:

ACOA: Adult Children of Alcoholics 15-Session program

Agoraphobia and Multiple Phobias 20-Session program

Borderline Personality Disorder 20-Session program

Independant Living for Chronic Schizophrenics 25-Session program

Perfectionism Leading to Disabling Episodes 15-Session program

Note: Group therapy sessions for the control group were in traditional (i.e., nonpsychoeducational) groups, while
group i for the 1 group were all in psychoeducational programs

Table 1

P

Data are from Cummings & Cummings, 1997

foreachparticular group. Because Center Awas larger, there were 151 patients
in the experimental group, while smaller Center B yielded 84 patients for the
controlgroup.

The results are shown in Table 1, which reveals that for these five

categories, the average number of psychoeducational sessions (experimental
group) was only two more than the average number of individual sessions in
the control group. Not even taking into account the cost differential (indi-
vidual therapyratio 1: 1 between patients and therapists, psychoeducational
1:8t01:15), thisresulted in a90% reduction in demand for individual therapy,
a 95% reduction in hospital days, a 97% reduction in emergency services
(including emergency room visits and drop-in sessions), a 70% reduction in
prescriptions for medication, and an 85% reduction in return visits.
For illustrative purposes, these findings can be translated into economic
terms. Assuming an hour of individual psychotherapy costs $100, the cost of
a psychoeducational group program of one-and-half hours would be $150
divided by the average patient group of ten, which equals $15 per patient.
What is startling, this $15 per patient unit then goes on to save between 70 to
97% in hospitalization, individual psychotherapy, emergency room visits,
medication prescriptions, and return visits.
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BEHAVIORAL HEALTHCARE INTEGRATION IN MEDICARE

Healthcare for older adults is far more costly than that for the younger
population. With the growing numbers of older Americans, and with per
patient costs steadily rising, the system is threatened with bankruptcy. The
1999 President’s State of the Union address devoted a significant amount of
time to saving Medicare. Yet little attention has been paid to reducing costs
throughbehavioral interventions since the general consensus in government
has been that older adults are from a generation that does not avail itself of
psychotherapy. The fact is that most psychotherapists like to address issues
pertinenttoayounger generation (dating, marriage, divorce, parenting, step-
parenting, career, job loss, etc.) Research demonstrates that when programs
relevant to older adults are made available (widowhood, retirement, loneli-
ness, alienation, feelings of uselessness, chronic or debilitating illness in self
or spouse, etc.), these patients will seek help in greater numbers than their
younger counterparts (Hartmann-Stein, 1997). This should notbe surprising
because the elderly are more atrisk.

Appropriate behavioral interventions can not only save Medicare dol-
lars, it can also spare the older adult from a great deal of stress and pain. Two
such programs will be briefly described as examples of the impact that
evidence-based programs can have in a population that has been neglected
by most psychologists.

The author and his colleagues (Cummings, 1997) found themselves
having to create a new managed behavioral program when Humana was
awarded responsibility for the healthcare of the first large population of
Medicare recipients, 140,000 such older adults on the West Coast of Florida
in 1987. American Biodyne became responsible for the behavioral care
component,and HCFA, expecting the usual elderly penetration of only 0.5%
for psychotherapy, was determined to set the capitation rate accordingly.
American Biodyne challenged this, projecting a penetration rate of 5t0 7% to
be accomplished by outreach and by the creation of relevant programs. The
governmentagreed, butonly afterit was assured their would be a proportional
return of the prospective funding if American Biodyne fell short of that level.
Not surprisingly, the elderly flocked to Biodyne at a rate exceeding 10%,
threatening bankruptcy of the program. It was clear from the outset that
effective programshad tobedeveloped. This wasaccomplished, and among
these were the Bereavement Program and the Early Alzheimer’s Counseling
Program. The first of these was imperative inasmuch as a5% mortality rate in
this population yielded nearly twenty widows or widowers every day.
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The Bereavement Program

The year before the death of a spouse, the surviving spouse characteris-
tically has alower healthcare utilization rate because of the concentration on
the dying spouse’s care. After the death, however, the surviving spouse
demonstrates a skyrocketing healthcare utilization rate. Some of this reflects
pent up demand from the previous year, but the vast majority of this is the
somaticized grief reaction. The Bereavement Study employed American
Biodyne’s familiar two centers design (proximal as well as demographically
comparable). Anearly outreach program was instituted in which the patient
was identified and contacted within two weeks of widowhood. In Center A
(experimental) aBereavement Program was created which treated patientsin
special groups after those with depression rather than bereavement were
screened out. There were five toeight mourners in each group, depending on
patient traffic. Fourteen two-hour group sessions were spaced as follows: four
semi-weekly sessions followed by six weekly sessions, and then by four
concludingsessions held monthly. Center B (control) addressed the widowed
patient without outreach, and with traditional referral and individual psy-

chotherapy. All patients were fol-

£ 52,500, lowed for two years after the death

s 2 000 of the spouse.
g % The results are clear-cut. The
§ 51,500 patients who participated in the
E | BereavementProgramshowedsome
2 $1,000 g 5 increase the first year after thedeath
E $500- < % 2 of the spouse, reflecting the lack of
< 2 E = B personal medical attention during

S R S . .
. the previous care-taking year. The
Bereavement Contrast second year after the death of the
TOup Group
_ spouse healthcare returned to the
Type of Treatment Received rate of utilization expected of this
. age group. In contrast, the control
Figure6 &e grovp

group (traditional behavioral
healthcare) demonstrated in the first
year after the death of the spouse a
healthcare rate twice that of the ex-
perimental group, and though it
declined during the second year

Averagemedical utilization for the year
before and each of the two years after
beginning the Bereavement Program,
and for the same period for the con-
trast group that received individual

psychotherapy rather than the Be-
reavement Program. Data are from
Cummings, 1997.

after the death, it remained 40%
higher than that of the experimental
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group for that second year. After subtracting the cost of behavioral care the
Bereavement Program resulted in a saving of $1,400 per patient for the two-
year period, as shown in Figure 6. This amount, extrapolated to the general
elderly population covered by this one health plan, translates to a potential
saving of several million dollars. Even more importantly, however, this
program can spare widowed older adults two years of avoidable suffering
from physical symptoms and ill health.

Early Alzheimer’s Counseling

During this same period a program focused on the caretakers of patients
withearly Alzheimer’s dementia and on the patients themselves (Cummings,
1997). It has been noted for some time that the hardship imposed on the
caretakers of Alzheimer’s patients results in an increased rate of illness
among thespouses oradult children caring for the person with dementia. The
stress increases withboth thelength of the care-taking and the severity of the
dementia, whichis progressive and unpredictable, and is exacerbated by the
patient’s characteristic inability to show affection or gratitude.

The early Alzheimer’s patientalso experiences stress. Frequently disori-
ented when away from home, he or she soon experiences a characteristic
“catastrophic emotional response” upon being disoriented in familiar sur-
roundings. The response occurs before the dementia has damaged ego
functioning; the patientis devastated by the experience, fears its recurrence,
and is reluctant toleave home. There is a consequentnarrowing of life space
for both the patient and the non-afflicted spouse. The Early Alzheimer’s
Program patients were counseled to carry three telephonenumbers of loved
ones whom they were to callif they found themselves “lost,” precluding the
need for strangers to activate the emergency 911 systems with its consequent
hospitalinvolvement.

Ongoing counseling of care-takers on an as-needed basis, which in-
cluded initial training in relaxation, guided imagery and meditation, along
with education regarding the course of the Alzheimer’s syndrome, proved
highly successful in reducing the caretaker’s incidence of illness and con-
comitanthigher use of medical services.Inaddition, ahot-line withimmediate
advice not only reduced the number of emergency calls to physicians when
the patient’s behavior was baffling, butit also served as an emotional safety
valve whenever the care-taker’s stress became unbearable. The costs of this
behavioral program were ongoing over several yearsrather than therelatively
brief sixand one-half month duration of the Bereavement Project, but sowere
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the consistently significant medical savings which far more than offset these
costs (see Figure 7).

CHARACTERISTICS OF PoPULATION-BASED GROUP PROGRAMS

Most programs are verified expansions and modifications of the arthritis
self-help course originally developed by Lorig and Fries (1990). Inaddition to
aneducational component tailored to the particular psychological or physi-
cal conditionbeing treated, and the creation of a “buddy” support system, the
protocols include the following objectives: (1) Self-efficacy (Bandura, 1977),
whichis a process of restoring selfconfidence by performance of discontinued
tasks that were once part of daily life. (2) Defeating learned helplessness
(Seligman, 1975), which is the sense of being crippled by overwhelming
feelings thatdictate, “Inolonger cando this.” (3) Restoring a senseof coherence
(Antonovsky, 1987) that thereis stillmeaning inlife, butina differentway than
previously.

THE INTEGRATED HEALTHCARE SYSTEM OF THE FUTURE

Anumber oflarge HMOs and regional group practices aremaking strides
toward integrating behavioral health in primary care, among them Kaiser
Permanente (Kent & Gordon, 1997), Healthcare Partners (Slay & McLeod,
1997), Group Health Cooperative of Puget Sound, now Kaiser Group Health
(Strosahl, Baker, Braddick, Stuart & Handley, 1997), HealthPartners of Min-
nesota, and the Duke University Medical Center (Gunn, Seaburn, Lorenz,
Gawinski, and Mauksch, 1997). Most primary care physicians, faced with the
daily array of as many as 80% of their patients reflecting psychological
problems, welcome collaboration with behavioral care specialists (Lucas &
Peek, 1997), but caution that integration must proceed slowly to overcome
formidablebarriers. Their view is that separate departments of psychiatry and
medicine perpetuate the notion that the mind and thebody are separate, but
this long-standing tradition is entrenched and will not pass easily. In addi-
tion, behavioral health specialists, and psychologists in particular, are reluc-
tant toleave their private solo practice offices so that they may be onlocation
with the primary care setting. Finally, the carve-out companies that have
captured 75% of the insured behavioral healthcare market are fiercely op-
posed to giving up their domain by “carving-in.”
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Fortunately, the integration of behavioral health with primary care canbe
accomplished in a continuum of steps, with a minimum of eighteen months
required toreach thelevel of behavioral care practitioners being on location,
and three tofouryearsbefore thereisan obliteration of traditional departments
in favor of population/diseasebased teams. Figure 8 illustrates this con-
tinuum, beginning with a 1-800 number available to primary physicians for
consultation with a psychologist 24-hours per day, proceeding to the mid-
point in which psychologists are on location, and eventually reaching the
level of departmentsbeing replaced by targeted teams. Thereis anappreciable
increase in collaboration when the behavioral specialist is on location,
permitting the primary care physician to walk the patient the few feet down
the hall where the three (physician, psychologist, and patient) address the
patient’s problem. Insuch an arrangement, and even though the presenting
complaintis regarded by the team as psychological in nature, the process is
viewedby the patientas part of the totality of healthcare. Itis precisely this lack
of resistance by the patient that increases acceptance of psychotherapy from



34 Cummings

the national average of only 10% of refer- 1807
ralsin the fragmented referral system, to 1607
80% in the integrated model. The more § 1407
the psychologist blends into the health [§ 1207
system, thelesswill be the patient’s feel- 5 100
ing of having been abandoned by the § 80
physician only to be stigmatized asa = 60
“mental case.” B 40
There are many examples of popula- 20
tion-based teams (Cummings, .
Cummings & Johnson, 1997). In one set- 5% 10% 15%

ting a teen-age clinic (ages 13 to 19 with
ongoing parental consent), is composed
of pediatricians, nurse practitionersand Figure9
psychologists/social workers. These
practitioners donotreporttothedepart- ~ Reductioninbillions of dollars po-
ments of pediatrics, nursing or psychia- ;entiallt); atthe5, 10/ and15% le"flsl
rrespectively, butrathertotheteen-age 10 € nations menta

ziiic VI\)/hich th its own administrati%e health.chemical dependancy bud-

. get. Based on atotal annual health-
staff and })udget. This accords freedom 2 .\ 4 get of $1.2 trillion in 1997.
fromhavingtobeg for resources (money,  Tpeestimatesare from Cummings,
staff) fromsuch departments,and results 1997,
in highly effective programs. In this in-
stance, teenagers being seen without having to be accompanied by their
parents, were able to discuss freely issues of sex, drugs and other matters
typical of this period. The findings over a four year period revealed signifi-
cantly lower rates of drug abuse, teen-age pregnancy and venereal diseases.
Another example of such teams functioning independently of departments
are back clinics, composed of primary care physicians, behavioral care
specialists and nurse practitioners who address one of the largest group of
somaticizers, those with stress-related low back pain and who would notbe
benefited by surgery. Still other examples are theumatoid arthritis clinics
(which include the difficult patients with fibromyalgia), childhood asthma
programs, and diabetes clinics.

Eventually economic considerations, pressed by large employers
and third party payers willinsist on the integration of behavioral health with
primary care. All of the fat has been wrung out of mental health, whereas
enormoussavingsare yettoberealized in the medical /surgical system. Figure
9dramaticallyillustrates thata5, 10, oreven 15%savingin themental health /
chemical dependency budget is scarcely a blip compared to such savings in
medicine/surgery. Looking at the $1.2 trillion annual American health
budget, a 10% saving through the appropriate treatment of the somaticizer,

Potential Reductions
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would exceed the entire annual mentalhealth/chemical dependency budget
for that year. Researchhas demonstrated thatinanintegrated system 5 to 10%
medical cost offset is modest, indeed. Before the integration of behavioral
health with primary care occurs, however, the policy makers willhave to put
into place the required economicincentives. Current financial arrangements
perpetuate the status quo.

THE BEHAVIORAL CARE PRACTITIONER OF THE FUTURE:
A GoOLDEN OPPORTUNITY

Doctorallevel psychologists cannolongerjustify employmentas psycho-
therapists as the trend among managed care companies and regional provider
groups is to hire masters level clinicians for that purpose. Any Ph.D. who
insists on competing as a therapist or counselor withM.A. psychologists will
have to accept fees commensurate with that lower level, and, indeed, many
doctoral psychologists are doing just that. The job market is grim for those
insisting on traditional psychotherapy employment or private solo practice.
Atthesametime, opportunities in health psychology are increasing. Several
of the nation’s largest health systems are firing traditional doctoral psycho-
therapists as they hire, instead, doctoral level health psychologists who can
notonlybe onlocationwith primary care, butare trained to perform outcomes
research, program planning, supervision of masters level therapists/ counse-
lors,and otherimportantactivities. Insome systems, health psychologists are
participants along with physicians in practitioner / equity plans (Cummings,
Pallak, & Cummings, 1996).

Thepsychotherapy of the future is much different from that for whichmost
psychologistshavebeen trained. Only 25% of the practitioner’s clinical time
willbeinindividual psychotherapy, which will be targeted and focused, and
based on empirically derived amalgams of all the techniques (behavioral,
cognitivebehavioral, psychodynamic, strategic, systems). Another 25% will
be in group psychotherapy that is time-limited and closed. Open groups
where patients wanderin forayearor twoand wander outagain are outdated.
In addition, 50% of the clinician’s time will be in population/disease pro-
grams that will be both psycho educational and therapeutic. By adding the
number of patients involved in such a configuration in anational healthcare
systeminvolving 14.5million covered lives whichemployed such aratio, less
than 10% of patients are seen inindividual psychotherapy (Cummings, 1996).
The future doctoral practitioner in behavioral health will not only be (1) an
innovative clinician, but also (2) a trained researcher, (3) a creative program
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planner, (4) aknowledgeable health psychologist, (5) a skilled manager, and
(6) a compassionate, but astute business person (Cummings, 1996).
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Discussion of Cummings:

Medical Health Care and Mental Health Care:
Integration and/or Partnership

Alan E. Fruzzetti
University of Nevada, Reno

In his “New Vision of Healthcare for America” Dr. Cummings provides
a compelling description of the evolution of private mental health care
reimbursement practices over the past 30 years. He also describes anumber
of important intervention and preventioninnovations thatbenefit subscribers
directly whilesignificantly reducing costs (medical offset). Hesuggests that
thereductioninmedical utilization as aresult of behavioral interventions will
lead toanew evolutioninservice delivery, the integration of behavioral health
and medical care, especially in primary care settings. A few commentsineach
of these areas follow.

HisToricaL SHIFT IN REIMBURSEMENT PRACTICES
AND TREATMENT DELIVERY

Dr. Cummings notes that significant changes have evolved in mental
health caredelivery, fromreliance on inpatienthospitalization and long-term
psychotherapies tomuchreduced inpatient hospital utilization and dramati-
cally reduced reimbursement for extended, unfocused psychotherapy. He
correctly notes the guild resistance to these changes, despite data on costs,
outcomes, and utilization that suggest significant public benefits. His argu-
mentislikely tobe provocative because rather than lamenting the changes that
lead further away from general third-party reimbursement of long-term
psychotherapy, he welcomes them.

His pointis quite correct: decreasing reimbursement for very expensive
services for avery small proportion of peoplehasresulted inincreased access
toabroader array of services (toward a continuum of mental health care) for
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many more people. Indeed, althoughherefers to this asan evolution, ifaccess
to mental health services continues to increase and historical barriers de-
crease, thismaybeseen in future decades as more of arevolution. The paradox
is that the impetus for these changes (cutting costs, making money) may result
inamoreegalitariansystem of access and resource allocation (cf. Albee, 1978).

However, as Dr. Cummings also notes, shifting funding within direct
mental health services likely has already maximized efficiency. Thus, for
access to mental and behavioral health and prevention services to continue
toincrease, medical utilization cost offsets must likely be demonstrated, and
then embraced as the economic means to achieve broader access to mental
health services.

MEDICAL AND BEHAVIORAL HEALTH CARE DELIVERY:
INTEGRATION OR PARTNERSHIP?

Dr. Cummingsnotes thatbecause “carve-out” systems (behavioral health
care, separate from medical health care) likely have maximized efficiency
within mental health care delivery, the only way to expand services and
efficiency maybe tore-integrate behavioralhealth care delivery with medical
caredelivery. Thislargersystem (medical care expenditures being more than
ten times those of mental health) would be able to provide significantly more
behavioral health services (both interventionand prevention efforts) through
significantly reduced medical utilization/cost offset. Indeed, Dr. Cummings
providesseveral compelling examples of such offset. He concludes thatonly
by “carving backin” (to the larger system), can system-wide cost savings, and
increased services, be possible.

His pragmatic approach has many benefits. For example, problem-
related treatment may be both more effective and more cost-efficient than
diagnosis-based treatment (Fruzzetti, 1996; Hayes, Nelson & Jarrett, 1987),
and would generally put more science into clinical practice (there would be
more immediate incentives for providing effective treatment, and disincen-
tives for not collecting data). Moreover, many mental health problems
including ordinary life-developmentdifficulties (e.g., bereavement, relation-
ship problems, and highstress) have established links tohigher medical care
utilization. The consequent costs associated with “false positive” symptoms
(e.g., ruling outheart problems when the person hasstress-related chest pains
or ruling out digestive disease in the presence of stress-related digestive
problems)areenormous. Recovering evenamodest fraction of these costs, as
Dr. Cummings notes, could easily fund prevention and early intervention
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programs specific to life events or psychological difficulties. This approach
targets specific behavioral interventions that have multiple, non-specific
health consequences, rather than later paying for specific physical “symp-
tom” or problemidentificationand/oramelioration. Thislater task, henotes,
inefficiently allocates resources to expensive diagnostic procedures that do
notidentify treatable pathology.

Thus, the integration of medical and behavioral health care delivery
systems (along with theiradministration and funding) may afford benefits to
the vastmajority of ordinary people: Mostof us develop, at one time or another,
eithermedical problems that are exacerbated by psychological and behavioral
factors or medical problems that are in part caused by psychological and
behavioral factors. For most people, then, integration could beastep forward
toward improved behavioral and medical health. However, there are three
issues that may, if not addressed, retard the success of full integration of
behavioral and medical health care services, or inhibit the integration itself
from progressing.

Thefirstissue pertains to the group of persons with chronicmental health
difficulties. For thisrelatively small segment of the population, medical cost
offset forbehavioral interventionis unlikely because mental health treatment
costs may already exceed medical costs. For example, for a chronically
mentally ill person who does nothave high medical costs, but doeshave high
outpatient mental health costs, there would be no medical cost savings for
enhanced treatment or early intervention. However, several examples pro-
vided by Dr. Cummings argue for providing improved, data-driveninterven-
tions. Thisapproachin general (system wide) could allow savings generated
from one group to support programs, even expensive ones, for another group
(if data demonstrate effectiveness). Ultimately, some programs arenot inher-
ently cost-effective, atleast onan individual or collective costbasis. Butwhen
they are effective, some should be funded anyway because they are humane
(Fruzzetti & Levensky, 2000).

Theissue ofhow to fund services for people with chronic or serious (non-
normative) mental health problems is generally less relevant to private
systems than to public ones: Those with the most serious psychological
difficulties are the least likely to work, have any kind of health insurance and
areleastlikely tohaveaccess toeffective mentalhealth treatment programsin
general. Thus, integration of behavioral health care delivery into primary
medical care may be inhibited with this sub-population of chronically psy-
chologically distressed individuals, primarily in the public sector.

The second factor to be considered involves the present zeitgeist with
respect to the relationship between psychological and medical problems.
Certainly, inrecent years we have witnessed the increased medicalization of
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psychology (e.g., increased use of psychiatric diagnoses, movement toward
prescription privileges for psychologists, adoption of more biological and less
behavioral/psychological causal models). From a theoretical perspective,
subsumingbehavioral interventions into primary care may further reinforce
this medicalization and associated reductionism. Although pragmatically
moreindividualsmay haveaccess to psychological interventions, paradoxi-
cally they may view these interventions less as psychological or behavioral.
Thismightresultin diminished mind-body dualism, but could instead result
in even further biological hegemony over behavioral science if the only
relevantinterventions and dependent variables in research are in the service
of lowered medical utilization and enhanced medical care. Presumably, the
developmentand testing of psychological models and treatments for psycho-
logical problems would suffer as a result, albeit only in small measure as a
result of a change in mechanism (primary care) of mental health service
delivery. Moreover, costs are not the only dependent variable: Intervening to
alleviate some types of humansuffering may be expensive, or atleastmaynot
offsetby reduced medical expenditures.

Finally, for prevention efforts tobe effective in the privatesector the system
funding the prevention must not lose money. Ultimately, either increased
numbers of subscribers (more revenue) or reduced costs later on must fund
prevention efforts. The problem fora private systemis that many established
effective prevention programs donot demonstrate lowered population prob-
lem incidence or prevalence within thenumber of years thatsubscribers stay
with one insurer or managed care organization. For example, effective
smoking cessation programs among young adults will not result in medical
care cost offset for decades. By then, most participants will belong to other
reimbursement or delivery systems. Thus, for many prevention programs
even significant population-wide cost savings will not necessarily be cost
effective for any one health care organization.

For themajority of people, an integrated model of medical and behavioral
health care delivery in primary care settings likely will reduce system-wide
costs for medical services and will simultaneously improve both access to
servicesand the overall quality of availableservices. These are worthy goals.
Nevertheless, a partnership model, wherein experts in behavioral and psy-
chological health (for serious and chronic disorders that may show up ina
smallminority of the population) are available outside primary caremay also
be appropriate. Paying for these services, as well as those prevention
programs withoutimmediate medical cost offset remains a problem that can
only be solved by attention to good science in the context of humane values.
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INTRODUCTION

As managed care matures and evolves, the current emphasis on cost
containment will give way to a focus on building quality oriented, cost
effective delivery systems. Onelikely result of this trend willbe the integration
of behavioral services into primary care medicine. This article examines the
empirical literature supporting the integration of services. Oneline of research
suggests that there is a strong relationship between psychological distress
and medical utilization. A second body of evidence indicates that significant
medical costefficiencies can be obtained by addressing the behavioraihealth
needs of primary care patients throughintegrated services. A primary mental
healthmodel for integrationis introduced, along with two essential program
design strategies: horizontal and vertical integration. This model of care has
beenshownempirically to produce better outcomes, lower total health costs
and produce more satisfied patients and providers. The nature of primary
mental health care suggests that it is markedly different from traditional
mental health specialty work. These differences are examined in detail.
Finally, theroles of different mental disciplines in primary care are elaborated.
Itis clear that primary care integration represents a vast opportunity for the
growth of the mental health industry. The ultimate challenge is whether
mentalhealth providers canadapt their service delivery philosophies, goals
and strategies to fit the demands of the primary care environment.

THE INTEGRATION OF PRIMARY CARE AND BEHAVIORAL HEALTH:
TvYPE II CHANGE IN THE ERA OF MANAGED CARE

Managed care has had, and will continue to have, a profound impact
upon thehealthand mentalhealth delivery systems of the United States. While
Generation 1 of managed carehasbeen characterized by an excessiveempha-
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sis on supply side cost containment strategies, Generation 2 will be geared
toward increasing both the efficiency and effectiveness of health care (Stro-
sahl, 1996a,1996b, 1995, 1994b). Many managed care prognosticators believe
that the “floor” of cost containment achievable through cost cutting alone has
been reached. Therefore, to continue the current downward trend in health
care costs, a more basic re-engineering of systems, processes and financing
modelswillberequired. Thisislikely tolead to two pervasive themesin health
care over the next decade. First, managed care will be pressured to equally
weigh cost and quality, in response to increasing purchaser and customer
dissatisfaction with whatappear tobe Draconian cost containmentstrategies.
This will either be a “voluntary” process of reform or enforced through
litigation and regulatory legislation. Second, the cumbersome and overlap-
ping systems that provide health and behavioral health services will come
under intense pressure to consolidate, as the marketplace seeks ways to
reduce administrative redundancy by capitalizing on the economy of scale.
Aharbinger of these pressuresis the unprecedented consolidation within the
behavioral health industry over the preceding two years. At this point, two
behavioral health care megaliths account for approximately 85 million cov-
ered lives!

Fromthe perspective of system consolidation, thereisalready amovement
underway to integrate services within fewer delivery systems (cf. Strosahl,
1998, 1996a, 1995, 1994a; Cummings, 1995). The merging of previously
segregated systems can relieve much of the administrative cost burden
associated with today’s managed care while holding the promise of providing
the “one shop stopping” that is so much in demand by consumers. Thus, the
currentclimate of health care reform presents an historic opportunity to fully
integrate health and behavioral health care. The arbitrary separation of mind
andbody;, reflected in the segregation of the health and mental health service
delivery systems, hasnotonlyhad adestructive impactupon the health of the
general population, but may be one of the primary factors underpinning the
health care costcrisis (Strosahl & Sobel, 1996). Luckily, for the first timein five
decades, financial pressures are driving a reconsideration of this badly
misguided idea. It appears that the perspectives of medical and behavioral
healthexperts, ahundred or more confirmatory researchstudies and several
hundred thousand confirming anecdotal reports don’t seem to sway the
opinions of corporate, state, and federal decision makers nearly as easily as
the smell of red ink! While many obstacles will need to be addressed before
behavioral health and health services can be fully integrated (i.e., culture
clash, turfissues, financing and benefit design), the most difficult challenge
willbe todevelop anoverarching framework for integration that can dojustice
tocomplexity of the task. Such a template should define the rationale forand
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mission of integrated services, how to build integrated services that can
address the enormous unmet demand within the primary care population,
lead toamodel of integrated care thatis feasible toimplement inacostneutral
or cost negative environment and delineate the roles of the various mental
health and health disciplines in a way that optimizes their overallimpacton
consumers. Withoutsuchaunifying template, thebehavioral health industry
islikely toinstitute ahodge-podge of poorly related strategies that will reflect
negatively on the industry in the eyes of consumers, purchasers and regula-
tors.

The purpose of this presentationis to propose an overall framework that
addresses theimportantdimensionsinvolved indeveloping, implementing
and evaluating integrated primary care behavioral health programs. First, it
will be useful to briefly review the compelling research literature that links
mental disorders, psychosocial stresses with medical utilization. A foray into
this literature must include a review of the medical cost offset and cost
effectiveness research that is being generated to estimate the potential cost
savings associated with integrated primary care. Second, it is critically
important to examine the assumptions that will help define the overall
mission of integration. The concepts underpinning population-based care
will be briefly reviewed, with the belief that this approach to contemporary
primary caremedicine will easily generalize tointegrative behavioral health
service delivery as well. Horizontal and vertical integration, twodistinctbut
complementary population care approaches, will be examined to provide the
structural framework for building integrated services. The “primary mental
health care” model developed by this author and others at Group Health
Cooperative of Puget Sound will be introduced. This approach tointegrated
services has been shown to be clinically effective, popular with consumers
and primary care providers, inexpensive toimplement and general enough
in scope to fit the demands of almost any primary care delivery setting. To
conclude, we willexamine a topic of increasing controversy and importance,
namely, the roles and functions of different behavioral health provider
disciplines. Given the increasing emphasis in managed behavioral health-
care on using the lowest cost provider possible, there is aneed to articulate
what functions can appropriately be discharged by a masters level provider
in primary care, and which functions seem to require the expertise of a
psychiatrist, prescribing nurse specialist or a psychologist.



Type I Change in the Era of Managed Care 49

Mental Disorders, Psychological Distress and Medical Utilization:
Basic Concepts

There is a significant mismatch between the reasons that stimulate a
request for medical care and the traditional medical services that are offered.
The result is many missed opportunities to identify and manage the true
drivers of the demand for health services. Consequently, contemporary pri-
mary care medicine is awash in red ink from wasted resources, poor quality,
unsatisfied patients, and frustrated providers. Understanding the basic
processes which influence health care seeking as well as provider and
delivery system factors that drive up the “controllable” aspects of medical
utilization canlead towell conceived efforts tobuild integrative services that
actually address the needs of the health care consumer.

Primary Care is the De Facto Mental Health System in the United States

The Epidemiological Catchment Area project, a large multi-site study of
over 18,000 householdsin the United States, provides asobering picture of the
delivery of behavioral health services in the United States. The approximate
one year incidence of diagnosable mental disorders, including substance
addiction, is approximately 17% (Regier et al., 1990). Of such patients, only
halfseek any form of mentalhealth care. Of the half that do seek mental health
care, 50% receive it solely from their general physician. This means that half
of allthemental health care in the United Statesis provided by general medical
providers (Narrow et al., 1993). A very similar service utilization picture
emerged in the morerecentNational Co-Morbidity Study (Kessler etal., 1994).
ToCompound the problem, these addressed the service use characteristics of
the bewildering number of patients with life stress, losses, conflicts and
illnesses requiring lifestyle adjustmentthatare routinely seenin primary care.
Forexample, 50% of randomly sampled primary care patients haveclinically
elevated depression or anxiety levels (VonKorff et al., 1987). The magnitude
of thebehavioral services provided overall becomes more obvious when we
consider that fully 70% of all psychotropic medications are prescribed by
general physicians (Beardsley et al., 1988), including 80% of all antidepres-
sants. The continuous deluge of patients presenting with behavioral health
needs makes it nearly impossible for the busy primary care physician to
effectively address behavioral health concerns.
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Health Care Secking is a Complex Process

Whether ornot people are physically ill, and even how ill they are, is not
the primary determinant of whether they decide toseek medical care. Studies
have suggested that only a quarter of the decision to seek health care is
explained by disability or morbidity alone (Berkanovic, Telesky & Reeder,
1981). As Lynch (1993) suggests, the demand for health care may be triggered
by healthmorbidity (the patientis vomiting blood), the patient’s sense of need
(the patient has a bad cold and just wants it “checked out”), the patients
preference regarding specific types of health care (the patient wants only a
doctor tolook ata particular medical problem) and psychosocial motives (the
health care visit is the patient’s only social activity of the week).

Psychosocial Stress is a Major Cause of Medical Service Use

Nearly 70% of all health care visits have primarily a psychosocial basis
(Frieset,.al., 1993;Shapiroetal., 1985). A recent study of the 10 most common
complaints encountered in primary care among a large population sample
revealed thatless than 16%had adiagnosable physical etiology during a three
year follow up period (Kroenke & Mangelsdorff, 1989). The most frequent
psychosocial drivers of medical utilization are mental disorders, alcoholism/
drugaddiction, deficient social support, lack of coping skills, and a stressful
home/work environment (cf. Friedmanetal., 1995). To make matters worse,
these factors frequently occur in combination among the highest utilizers of
medicalservices (Katonetal., 1992). Forexample, arecent study suggests that,
onaverage, primary care patients with even mild levels of depression use two
times more health care services annually than their non-depressed counter-
parts (Simon, 1992).

Psychosocial Stresses Influence Health Status and the Course of Illness

Many seminal studies show that psychosocial factors are positively
related to poor general health status, functional disability and long term
health morbidity and mortality. Not surprisingly, each of these outcomes is
strongly related toelevated medical costs. Self-perceptions of healthstatusare
related not only to the decision to seek health care, but also predict eventual
objective health status (Sobel, 1995). Many patients respond to psychosocial
stressesby developing vaguely defined, distressing physical symptoms that
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have no organic basis. Such patients can have very negative perceptions of
their general health and are strongly motivated toseek health care to determine
what the problem is (Smith, Monson & Ray, 1986).

Functional disability, a major aspect of quality of life and health status,
is the loss of adaptive physical, social or occupational role functioning in
response toa physical or mentalillness. The negative impact of psychosocial
distress on functionalhealth status canbe greater than most common chronic
medical conditions. In terms of physical, role and social functioning, the
Medical Outcomes Study revealed that depressive symptoms are more debili-
tating than diabetes, arthritis, gastrointestinal disorders, back problems, and
hypertension (Wells et al., 1989). Functional disabilities are not only expen-
sivetomanagein themedical system, butarea primary concern foremployers
because of the perniciouseffects of absenteeism and reduced productivity that
often accompany functional disabilities.

Psychological distress, whetherit contributes to or is the result of medical
illness, cancomplicate medical treatment and increase medical costs. Therisk
of early morbidity, mortality and relapse among patients with chronicillness
such as heart disease or cancer is strongly associated with depression,
elevated psychological stress and deficient coping skills (Frasure-Smith,
1991; Fawzy et al., 1993). Compliance with prescribed medical treatments is
directly and negatively effected by psychosocial variables such as depression,
alcohol abuse and patient expectations and evaluations of care (Robinson,
Wischman & Del Vento, 1996).

Health Care Decisions are Influenced by the Services Available

Ignoring the psychosocial needs of the patient often invites uncontrolled
escalation in medical visits, hospitalizations and/or consumer dissatisfac-
tion. Yet these needs must be responded to in a “15 minute” hour work
environment that ordinarily lacks on-site, integrated behavioral health ser-
vices (Strosahl, 1996a, 1996b). Many patients may present with masked
symptoms of distress and instead be treated as if they had serious health
problems, often with the effect of exponential increases in health care costs
(Yingling et al., 1993).

If the time-pressured primary care physician cannot address these psy-
chosocial needs, what options are open? Referral to an offsite behavioral
health provider is essentially the only option a physician has other than to
accept the additional time demands of managing the patient in toto. Even
when the referral option is exercised, it is anything but a certainty that the
patient will follow through. Discussions about seeking mental health services



52 Strosahl

are often viewed as stigmatizing (“It’s all in your head”). Referrals studies
have consistently shown that only 1in 4 patients sent to a behavioral health
provider will actually show up for the initial appointment. More often than
not, the primary care physicianignores the problem, reaches for the prescrip-
tion pad tosatisfy the patient or refers the patient to another medical specialist.
The potential cost consequences of these actions are significant and often do
not result in appreciable improvements in health care outcomes. At Group
Health, Seretonin Re-uptake Inhibitors (SRI's), the vast majority prescribed by
primary care providers, account for 1/7 of total pharmacy costs. At thesame
time, studies in the GHC system have shown that less than 50% of depressed
primary care patients who are prescribed anti-depressants meet diagnostic
criteria which establish suitability for anti-depressant therapy (Katon, etal.,
1996).Inastudy of emergency room patients with chest pain, nearly 41% met
criteria for either an anxiety or depressive disorder as a primary medical
diagnosis (Yingling et al., 1993). Patients with psychosocial needs will
continue to “travel” in both primary and specialty care medicine as long as
there are no behavioral health services available at the point of contact.

The Medical Cost Offset Effect:
How Integrated Services Can Reduce Medical Costs

The term medical cost offset refers to a reduction in medical costs that
occurs as a result of a patient receiving appropriately designed behavioral
health services in lieu of medical services. There are two distinct types of
medical cost offsets. One is a direct cost offset, in which more expensive
medical services which would have been directed to an identified patient or
immediate family members are defrayed by the provision of alternative
behavioralhealth services. Itisimportant toremember that cost offsets canbe
robust among immediate family members of an identified patient as well
(McDonnell Douglas, 1986).

The second type of cost offset is indirect, in which the provision of
behavioral health services produces cost savings through a general increase
insystemefficiency. Aclassicexample of indirect cost offsets is the concept of
"productivity leveraging.” Here, the goal of integrated behavioral health care
istoremove patients withbasic psychosocial needs from physicianschedules
(instead such patients are seen by a behavioral health provider), so that
patients with more acute medical needs have improved access. Theoretically,
getting totheseacutelyill patients earlier reduces the medical costs associated
with treatment, while producing increased revenues from billable services
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due to the medical complexity of the patient. Thus, the money saved is not
directly accrued from providing behavioral health services to the index
patient, but rather is saved by increasing access to services for the
seriously ill.

Many proponents of integrated care argue that potentially huge direct
and indirect medical cost savings can be obtained through the integration of
medical and behavioral health services. The purpose of this section is to
review several important components of the contemporary cost offset litera-
ture. Thereaderinterested inamuch more detailed analysis of this literature
should beaware that there are several excellent recent review articles available
(Chiles, Lambert & Hatch, 1999; Friedman et al., 1995; Sobel, 1995; Strosahl &
Sobel, 1996).

The Magnitude of Cost Offsets is Considerable

While the amount of cost savings varies, many studies suggest that
provision of behavioral health services may be amajor medical cost contain-
ment strategy. Cost savings in the vicinity of 20-40% are not uncommon for
well-designed programs. For example, an intervention program targeting
elderly patients hospitalized with hip fracture cost $40,000 in psychological
and psychiatric consultative services, but reduced in-patient lengths of stay
and associated medical expenses by $270,000, resulting in a net savings of
roughly $1300 per patient (Strain et al., 1991). A targeted psychosocial
intervention with “high utilizing” Medicaid outpatients found that medical
costs declined by 21% at 18-months compared to a rise of 22% in those not
receivingany mental health treatment (Pallak etal., 1995). This latter study is
revealingbecauseitdemonstrates that providingbrief therapy thatis targeted
to address a patient’s most pressing life problems can have an immediate
impact on health care seeking.

Many psychosocialinterventions can produce better quality of care while
simultaneously reducing overall medical costs. These savings are often
substantial, as evidenced in a study which showed that a consultative
intervention supporting primary care providers reduced annual medical
charges by $289 (33%) for somaticizing patients while simultaneously im-
proving their physical functioning (Smith et al., 1995). Integrated care canalso
impact the outcomes and costs associated with mental disorders in primary
care. Arecentrandomized clinical trial testing the Integrated Care Program for
Depression (Robinson, Wischman & Del Vento, 1996) found that depressed
primary care patients treated in this model were nearly twice as likely to
achieveclinical recovery, compared to theiruntreated depressed counterparts
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(Katon et al., 1996). An associated cost effectiveness analysis revealed that,
although the absolute costs of integrated treated were higher than “usual
care”, the aforementioned improvementsin clinical response produced anet
incremented cost effectiveness of $491per patient (Von Koff et al., 1998).

A Variety of Medical Populations Have Cost Offset Potential

Cost offsets have been demonstrated for a wide variety of populations
within primary care: parents with sick children, patients with chronicillness,
arthritis, asthma, coronary artery disease, poor health habits (i.e., smoking,
obesity, sedentary lifestyle), mental disorders (i.e., depression, anxiety / panic,
somatization) and chronic pain syndrome. The types of interventions that
have produced these effects include individual and family psychotherapy,
groups, educational classes and reading materials, as well as systems for
providing assessment and treatment information from behavioral health
providers to primary care physicians. Interestingly, the largest medical cost
offsets to date occur with pre-surgical preparations and basic behavioral
medicine interventions. Both place less emphasis on “Traditional” psycho-
therapy and instead focus on patient education and self management strat-
egies (

Cost Offsets are Observed in Both Primary and Specialty Care Populations

While most medical cost offset programs have been implemented in
hospital based behavioral medicine settings, a new wave of cost offset
research with primary care patients suggests this population may also be an
important intervention target. Primary care based programs typically work
with patients on stress management (relaxation, exercise, daily scheduling)
and problem solving strategies for addressing life stresses (parenting a
hyperactive child, reducing social isolation, addressing a marital conflict).
Such programsalso educate the patientin how unresolved stress can produce
avariety of physicalsymptomsand a feeling of poor general health. Onestudy
of a program for high utilizing patients with distressing physical symptoms
and significant psychosocial problems showed that, after six months, pa-
tients reported less physical and psychological discomfort while averaging
two fewer health care visits than a control group of patients who did not
participate in the program. The estimated netsavings of theintervention were
$85 per participant (Hellman, et al., 1990).
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A Range of Integrative Services Can Address Behavioral Health Issues

Most of the early cost offset research involved measuring the impact of
individual psychotherapy inreducing medical costs (Cummings &VandenBos,
1981). More recent studies suggest that a variety of interventions targeting
psychosocial and informational needs can also reduce overall healthcare
costs. These include brief behavioral health consultation (Smith et al., 1995,
Drisbow &Bennett, 1993), videos (Robinsonetal., 1989), printed materials and
“bibliotherapy” (Kemper et al., 1993) classes and groups (Wilson et al 1993.,
Caudill et al., 1991) as well as support groups (Lorig, et al., 1993, Kennell et
al., 1991). All of these approaches involve giving the patient the information
and direction needed to solve life problems without seeking unneeded
medical services.

Cost Offsets Vary Among Populations and Service Settings

The potential for cost offsetis heavily dependent upon the population that
is targeted and the types of medical services that will be offset. For example,
ameta-analysis of the cost offset literature suggested that maximum cost offset
potential exists among the elderly and primarily is accrued through areduc-
tion of in-patient costs (Mumford et al., 1984). In contrast, cost offsets for
younger adults are likely tobe smaller and are obtained through a reduction
in out-patient medical services.

The First Fork in the Road: Type I or Type II Change?

Before going further with this discussion, itis may be useful to recall the
old Chinese saying: “If we don’t figure out where we are going, we're bound
to end up where we are headed.” Inherent in the primary care integration
movement is the risk that the mental health industry will fail to see the
important differences between primary health care and the traditional speci-
ality mental health model. Rather than engaging in Type II change (i.e., re-
engineering), the natural tendency will be to simply apply the traditional
concepts of specialty mental health to primary care settings, whether they fit
or not. Proponents of the latter approach emphasize the importance of
providing specialty mental health care in collaboration with interested
physicians (Doherty & Baird, 1983; McDaniel, Campbell & Seaburn, 1990).In
this perspective, the mental health provider operates as the “house shrink”
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within the primary care clinic, taking troublesome patients into therapy and
essentially providing the medical team better access to specialty mental
health care. This approachis easy tosell and has the feel of “god, motherand
apple pie” tomany mental health providers, because it requires only a small
refinement of the existing mental health specialty model (i.e., TypeIchange).

Practical experience suggests that following this approach is a formula
for failure. Addressing the formidable needs of the primary care patient
populationisnotsimply amatter of applying old mental health philosophies,
skillsand interventions inanew setting. Providing behavioralhealth services
inprimary medicine requires fundamentally different philosophies and skill
sets than is the case in specialty mental health work. The work pace is faster,
theneeds of the patient population are more heterogenous, the team context
of primary care is dramatically different and the amount of demand for
behavioral health services far exceeds the capacity of a mental health spe-
cialty approach. At Group Health, providers who adopted the specialty
mental health role in primary clinics were quickly overwhelmed with de-
mand and were effectively inaccessible to the majority of physicians. Once
physicians discovered that access wasa problem, referrals dried up. Inthose
clinics where behavioral health providers promoted collaborative treatment
sessions involving the behavioral health provider, physician and patient, a
very small minority of primary care physicians engaged the service. The
uninvolved physicians cited the negative effects of lost practice time for the
remainder of their patients and a general skepticism about the need for
conjoint visits. Perhaps more importantly, providing mental health specialty
services in primary care quickly marginalized thebehavioralhealth provid-
ers. They were not viewed as primary care providers, but rather as visiting
mentalhealthspecialists. Thishad adramaticimpact on the types of patients
referred for behavioral health services. Generally, those patients with serious
mental disorders or who were disruptive to thenormal flow of daily practice
were referred. While these patients certainly required care, the opportunity
was lost to effect the lives of hundreds of other patients with less flagrant
mental health issues.

Incontrast, providers trained inbehavioral medicine and health psychol-
ogy concepts weremuch more successfulin their attempts tointegrate. These
providers specifically avoided the role of “house shrink” and instead en-
gaged physicians around the value of brief patient centered behavioral health
consultations and the temporary co-management of certain patients. These
providersdeveloped and led patienteducation classes forat risk populations,
participated in group care clinics with members of the primary care team and
used the forum of consultation and co-management to improve the psycho-
social interventions of primary care team members. Asarule, these providers
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had few problems with access, were utilized by nearly every primary care
providerand were generally viewed as core members of the medical team. In
conclusion, thereisno guarantee that the integrationmovement will succeed,
and the risk of eventual failure will exponentially increase if mental health
providers refuse to “think out of the box.”

Population-Based Care: The Underpinning of Integrative Care

The populationbased care modelis an enormously flexibleand powerful
framework for sorting through and resolving the key issues regarding the
mostworkablestructure of an integrated care system. Populationbased care
is grounded in publichealth concepts thatare unfamiliar to mostbehavioral
health providers. Briefly, the publichealth “mission” isnotjust to address the
needs of the “sick” patient, but to think about similar patients in the popula-
tion who may be at risk, or who are sick and do not seek care. A population
based planning process starts with the following questions: What percentage
of the population have conditions like this? How many seek care? Where do
theyseek care? Are there variations in the services provided that can be linked
todifferential clinical outcomes? Are there interventions that can prevent the
occurrence of this condition in patients who have similar risk factors?

When developing a planning and implementation framework for inte-
grated behavioral health services, focusing on population based care con-
cepts is critical. For example, what types of behavioral health service needs
existin the primary care population of interest? What service delivery model
can increase penetration into the whole population? What services can be
efficiently provided for the “common causes” of psychological distress?
When are more intensive clinical pathway interventions appropriate in the
primary care setting? When is a patient more likely to benefit from a referral
for specialty mental health care? These arejust a few of the critical planning
questions that must answered to permit an integrated service to function
properly in general medicine.

Horizontal and Vertical Integration:
Two Complementary Integration Models

In the population care approach, there are two distinct but complemen-
tary approaches to providing integrative primary care: horizontally and
vertically organized programs.
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Horizontal integration is the most basic form of integrative service,
because almost any behavioral health concern can benefit from a well con-
ceived general behavioral health service. Horizontal integration programs
arebuilt to penetrate as much of the primary care populationas possible. The
goalis todeliver alarge volume of brief, targeted psychosocial services with
theresult that thebehavioral health of the entire populationis systematically
improved. Traditional primary care medicine is largely based upon the
horizontalintegration approach. As many as 80% of all patients ina primary
carecatchmentwillreceive atleast one medical service annually;however, few
patients will receive highly specialized care. Patients who truly require
medical specialists are referred tohospital based consultation and treatment
centers. Similarly, in the horizontal integration approach, medical patients
withseveredisorders thatcannotbe managed in primary care are referred for
specialty mental health care.

Verticalintegration involves providing targeted, specialized behavioral
health services to a well defined sub-population, for example, primary care
patients with major depression. This deployment of vertically organized care
pathwaysis amajor theme in contemporary medical practiceand is variously
referred to as chronic disease or chronic condition management. Typically,
vertical integration programs are designed tosystematically provide care for
high frequency and/or high cost patient populations such as depression,
panic disorder, chemical dependency and somatization. With respect to
frequency, a complaint that is represented frequently in the population (like
depression) is a good candidate for a special process of care. With respect to
cost, some rare conditions are so costly that they require a special system of
care, for example, patients with chronic back pain.

Primary Mental Health Care:
The Service Philosophy of Integrated Care

Severalrecent publicationshave described a primary mental health care
approach to integrated services (Strosahl, 1998, 1997,1996a, 1996b, 1994b,
Strosahletal., 1997, Quirk etal., 1995). While the term mayimply that the focus
is primarily on providing mental health services, the modelitself carriesa very
broad definition of what constitutes effective integrative care. Managing the
psychosocial aspects of chronicand acute diseases (i.e., behavioral medicine),
using behavioral concepts to address lifestyle and health risk issues (i.e.,
health psychology) and providing consultation and co-management in the
treatment of mental disorders and psychosocial issues all fall within the
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purview of this approach. In this sense, primary mental health is consistent
with the philosophy, goals and strategies of primary care medicine. Specifi-
cally, there is an emphasis on early identification and treatment, long term
prevention and “wellness”. Primary mental health services are designed to
supportand increase the effectiveness of primary care providers. Thereisno
attempt to take charge of the patient’s care, as would be the case inaspecialty
mental health approach. Rather, the goal is to manage the patient within the
structure of the primary care team, with the behavioral health provider
functioning as a core team member.

Structurally, the primary mentalhealthmodelis designed tomeet the great
demand for behavioral health services existing in the primary care popula-
tion. Asdiscussed ina previous section, thismodel of care involves providing
directconsultativeservices to primary care providers and, where appropriate,
engaging in time limited collaborative management of patients whorequire
more extensive services. Consultations and brief targeted interventions are
delivered as the firstlevel of care for patients withbehavioral health needs. If
a patient fails to respond to this level of intervention, or obviously needs
specialized treatment, the patient is referred on for specialty mental health
care (Strosahl, 1994b). Typically, consultation visits are brief (15-30 minutes),
limited innumber (1-3 visits), and are provided in the general medicine wing.
Often, patient contacts occur in exam rooms or in offices nested within the
medicine unit. This makes referrals from primary care team members seem
routine and “seamless”. As faras the patientis concerned, abehavioral health
consultation is just another routine primary care service. Done properly, a
team referral completely removes the stigma associated with receiving a
behavioral health service and, consequently, many populations that are
notoriously resistant to receiving specialty mental health services (i.e., the
elderly, ethnic and cultural minorities) will readily accept a primary mental
healthreferral.

Relationship of Horizontal and Vertical Integration Strategies

Generally, a properly designed integrative care system must respond to
a) the severity and complexity of the identified behavioral health needs within
the populationtobeserved and b) provide servicesinaway that canaddress
the heightened percentage of the primary care population that will access
services. Whereas a certain percentage of patients obtain benefit from consul-
tation and very brief intervention visits, patients with more complicated
problems are better addressed in “critical pathways”, where fairly sophisti-
cated services canbe delivered inacosteffective manner. Tobe fully integrated,
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asystemneeds tohave acombination of highly accessible general behavioral
health services , as well as targeted clinical pathways capable of addressing
the needs of high frequency and/or high impact sub-populations.

As mentioned previously, manyprimary care patients can be managed
using ahorizontally integrated general consultation approach. Even patients
who otherwise mightbe good candidates for a critical pathway program can
still benefit from a basic services that focus on personal problem solving and
the effective use of coping skills. Inaddition tohelping the patient, an implicit
goal of consultationis toraise the skilllevel of the primary care team members
so that “routine” problems are more effectively address within the context of
the 10 minute medical visit. Primary care providers learn best through
consultation and shared co-management. By sharing hundreds of cases, itis
possible toimprove the general level of care provided during medical visits,
even if the behavioral health provider is never involved.

Within general medicine, there is a sub-population of patients with
multiple psychological and, often, concurrent physical health issues who
consume inordinate amounts of health care resources. Often, these services
are delivered withoutappreciable clinical benefit. High utilizing patients are
frustrating for medical providers because they can easily disrupt daily
practice schedules, tend to elicit unnecessary medical tests and procedures,
as well as create a sense of failure in the provider. The behavioral health
provider mustbe able to provide consultation and co-management services
over time for this troublesome patient group. This form of itegrated care is
described asspecialty consultation. The goals of this approach are threefold:
1) create effective team based utilization management plans that curtail
unscheduled andunnecessary medical visits; 2) shift the burden of services
from the medical providers to the behavioral health provider (i.e. “funneling
the patient”); 3) create abehavior change plan that focuses on basic functional
outcomes (rather than symptom elimination) that can be monitored and
reinforced by every member of themedical team. Often, multi-problem medical
patients willbe managed within the specialty consultationmodel overseveral
years.

This integrated program level of primary mental health is designed for
high frequency and high impact primary care populations such as major
depression, panic disorder, somatization and alcohol abuse. Integrated pro-
grams use condensed evidence based interventions that are tailored for the
fastwork pace of primary care. The intent is for thebehavioral health provider
to temporarily co-manage the patient with various members of the primary
care team Typically, morebehavioralhealth services are provided in vertically
integrated programs thanis true for horizontal programs. This fact notwith-
standing, the emphasis of the clinical interventions is quite similar: patient
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education, self managementskills, compliance with medication and creating
acontextwhere primary care teammembers can reinforce and build uponeach
other’sinterventions. Anexcellent exampleis the Integrated Care Program for
Depression, inwhicha primary care provider and behavioral health consult-
antwork together in astructured program which combines cognitive behav-
ioraland/or pharmacotherapy treatments for patients with major depression
or depressive symptoms secondary to life stress (Robinson, 1996; Robinson,
Wischman & Del Vento, 1996). Researchindicates that, compared to the usual
care available in general medicine settings, the Integrated Care Program
produced superior clinical outcomes, better medication compliance, increased
use of coping strategies by patients, more satisfied patients and primary
health care providers (Katon etal., 1996; Robinson et al., 2001). Interestingly,
the remissionrates and overall effect sizes obtained in these studies compare
very favorably to those reported in specialty field trials examining the effects
of cognitive behavioral and medication treatments for depression. This
occurred, despite the fact that the Integrated Care Program only required 3-4
totalhours of behavioralhealth services, a quarter of the session timenormally
required toachieve the same result using amental health specialty approach.

Building Successful Integrated Care Systems:
From Design to Implementation

Thelessonslearned at Group Health and other systems I have consulted
with over the past decade suggest that there are many potential barriers to
implementing a sound integrative care system. From the planning perspec-
tive, the most important obstacle is the lack of an accepted model of care. In
many systems, programs as diverse as off site behavioral medicine classes,
conjoint therapy sessions with physicians and general health promotion
classes willallbe sweptunder the rubric of integrated care. Inasense, itisbetter
todescribe such efforts as part of aincomplete patchwork quilt. The pieces are
there, butthereisnooverallscheme thathelps put the piecesin the right place.
The perspective of population based care can do much to create a picture of
what the quilt should look like, while the threads of horizontal and vertical
program planning tie the system together.

Ourexperience doesindeed suggest that there are certain rules of theroad
for building integrated systems that work. In general, the main “mileposts”
involve three core areas: Co-location of services, addressing the full spectrum of need
and affirming the basic mission of primary mental health care.
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Providing on site services is an absolutely essential component of an
integrated caresystem. The mosteffective integrated programs haveabehav-
ioral health provider “nested” in the medicine practice area. This creates an
ongoing presence forbehavioralhealthservices, provides countless opportu-
nities for “curbside consultations” with primary care providers and elimi-
nates most of the resistance patients have about seeing a behavioral health
specialist. Evenhavingabehavioral health pod on-site,butin aseparate wing
of the medical facility, creates a sense of separateness, reduces spontaneous
consultations and increases the resistance level of patients. When co-locating
a behavioral health provider, make sure that sufficient hours are made
available to guarantee access for newly referred patients. In the typical case,
this will require between 2-6 hours weekly for every 1000 primary care
patients; dependingupon the health care system.

The decision to fully co-locate ultimately boils down to the reallocation
of precious office/exam roomspace (i.e., turf), and isa good test of theresolve
of higher level medical and behavioral health leaders. In most systems,
behavioral health providers are viewed as “non-sink” team members, that is,
they don’t require medical technology to do their work. Thus, when space gets
tight, thebehavioral health providers are the first tobe off-loaded toaseparate
wing, amobile office trailer in the parking lot, etc. Addressing this problem at
the system level is at least a ten-year process, the usual time frame for new
facility planning and construction. During the interim, sponsoring an inte-
grated care system involves a commitment not to physically separate the
behavioral health provider from the rest of the primary care team.

Several behavioral health companies now offer on-demand phone con-
sultation to primary care providers. While this is a nice ancillary service,
emergency consultativeservices areinfrequently used, have limited impacton
overall population health and are fundamentally disconnected from the
process of routine primary care. In general, these types of programs reflect a
half hearted commitment to integration, where keeping the carve out model
intactand costs low are the ultimate objectives. Inreality, integrated careand
carved out services are at fundamental odds, both philosophically and
structurally.

Asecond milepostinimplementingan integrated caresystem s toassure
that services are available to address the full spectrum of behavioral health
needs within the primary care population. This requires implementing both
horizontal and vertical integration programs that are carefully intercon-
nected to ensure seamless patient flow. When resources are limited, it is
possible touse the population based planning framework to determine which
vertical programs (critical pathways) are likely tohave the largestimpact on
the population. Similarly, our experience suggests that implementing an
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easily accessible consultation/brief intervention program makes sense when
resources are tight or when the integration initiative is expected to be cost
neutral.

A third milepost is the degree to which behavioral health services are
consistent with the philosophies, goals and strategies of primary care. This
is asubtlebut powerful determinant of successfulintegration. For example,
many systems have placed psychotherapists on site in primary care clinics,
to provide specialty mental health care to physician referred patients. Physi-
cians may receive intake reports, copies of session notes and may even
participate in a conjoint session, when the occasion demands it. While the
collaborationbetween mentalhealth and primary care providersis certainly
admirable, this approach essentially involves operating a mental health
specialty service ina primary care clinic. Responsibility for care shifts to the
mental health provider, who operates as a specialist. Paradoxically, falling
into this approach reactivates the decades old marginalization of the mental
health function in primary care. Managing the behavioral health needs of
primary care patients is the responsibility of every provider on the primary
care team, notjust the behavioral health professional. Thus, even co-location
of services and a collaborative care model do not guarantee that behavioral
health services are integrated.

Inaproperly constructed integrative caresystem, behavioral health isnot
aspecialty service, butis aroutine component of medical care. A patient isjust
aslikely toseeabehavioralhealth provider as any othermember of the primary
care team. Primary mental healthideally showed me part of the patient’sbasic
medical benefit. At the process of care level, behavioral health plays a
significant part in evidence based medical practice algorithms and guide-
lines. For example, the patient who presents to urgent care with benign
tachycardia is first evaluated for panic disorder before being referred on to
cardiology. The patient who experiences a major life stress such as divorce is
immediately referred for coping skills support. The patient’s behavioral
health goals are recorded in the medical chart, so that core coping strategies
canbereinforced during routine medical visits. The patient who recovers from
amajor depression is monitored over time using a relapse prevention plan
supported by the nurse, physician and behavioral health provider. At the
primary care team level, preventing the occurrence of another depressive
episode takes on the same importance as assuring the patient’s general health.
The advantages of a fully integrated approach are obvious: better coordina-
tion of care, better clinical outcomes, reduced medical costs and increased
customer satisfaction. Mostimportantly, practicing side by side would allow
primary care and behavioral health providers to learn from each other and
form a thorough appreciation of the sublime interdependence of the psyche
and soma.
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The Roles of Different Mental Health Disciplines

Intoday’s cost conscious environment, behavioral health administrators
are facing a question of fundamental significance for the future of behavioral
health. Specifically, they must attempt to determine what the unique roles of
the differentmentalhealth disciplines will be in the care giving system of the
future. How should psychiatrists, psychologists and master ‘slevel providers
be used and whatshould the provider mix be? This question is also confront-
ing the architects of integrated delivery systems, usually in cost neutral
environments where the issue is what resources need to be shifted to the
primary care setting without dismantling the capacity to provide mental
healthspecialty care. Given the obvious disciplinary survivalissuesatstake,
itisnoaccident that this hotly contested issue elicits the worst in self serving
guild based rhetoric. Attempts to homogenize all mental health providers
ignore the fact that there are huge differences both in the intensity and
philosophical orientation of gradute training for each of the major provider
groups. On the other hand, reifying a particular group because of its degree
ortypeoftrainingignores the factany provider from any training background
canbe a superb primary behavioral health provider. Correspondingly, even
themostadvanced degree does nof guarantee success in primary care. Tosort
through this maze of politically charged issues, it will be useful to examine
what the unique contributions of each discipline can be. This approach
assumes thatall the mental health disciplines areneeded and canhaveavalue
added impact in an integrated care system.

Psychiatry and other prescribing medical disciplines such as Physicians
Assistants and Advanced Practice Nurses generally havespecial expertisein
psychopharmacology and are well grounded in the medical aspects of
psychological disorders. This makes themideally suited for managing medi-
cally complicated patients whorequire psychotropicmedicines and consult-
ing with primary care providers with the goal ofimproving general prescrip-
tion practices. Indeed, this consultation liaison approach hasbeen shown to
readily improveanti-depressant prescription practices (Katonetal., 1995). At
thesame time, the increased expense involved in using prescribing providers
mandates that theynotactas “frontline” primary care providers. Rather, they
should see the most difficult types of patients (i.e., medically ill, medication
non-responders, chronically mentally ill) while at the same time being avail-
able to provide ondemand consultation onmedical and prescribing issues to
non-medically trained behavioral health providers.

Psychologists receive in-depth training in the application of behavioral
principles to psychological disorders, medicalillness, and health risk factors.
Assuch, psychologist can readily develop and implement behavioral medi-
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cine and health psychology interventions, both at the individual, class and
group levels. In addition, psychologist are expected to be proficient in all
aspects of program design and evaluation, including the creation of treatment
manuals, constructing research designs and analyzing research data. Psy-
chologists are more likely tohave exposure to and training inevidence based
procedures for complicated conditions such as chronic pain, major depres-
sion, obsessive compulsive disorder and so forth. Consequently, the optimal
use of psychologists is to have them focus on building behavioral medicine
and health psychology “pathways”, provide training and consultation in the
use of effective clinical procedures and help manage high utilizing multi-
problem patients within the primary care team environment. Similar to
psychiatrists, psychologists cost more to deploy in the field and, for that
reason, may not be used as “front line” providers in every system.

Masters level providers, particularly social workers, tend to receive in-
depth training in the social, systems and familial aspects of psychological and
medical conditions. They often have training in medical social work prin-
ciples and can provide case management and linkages with community
programs and resources. This unique training background allows the master’s
level provider to fit well into the primary care team setting, with its overall
emphasis on gatekeeping and effective triage. Equally important, master’s
level providers are capable of providing basic consultation and intervention
services. The fact that masters level clinicians tend to be the least expensive
licensed providers means that they maybe the “backbone” of many integrated
delivery systems. They typically will be used to manage “garden variety”
behavioral health problems, implement manualized integrated care pro-
grams and provide case management services when the need arises.

SuMMARY

Without doubt, the next era of managed care will be oriented toward
improving the overall quality of care to consumers by integrating services
within fewer settings. This provides an opportunity to re-connectmedicaland
behavioral health services in a way that could dramatically increase the
public health. This is not something that should be recklessly pursued.
Instead, there is a need to develop a sound, cost effective approach that can
generalizeacross ruraland urbansettings, network and staff delivery systems
and a wide variety of health insurance plans. The primary mental health
modelarticulated in this presentation has been implemented successfully in
anumber of different settings. It appears to be cost effective, maximizes the
unique contributions of the various provider groups and has significant
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empirical support in the outcome literature. Clinicians, administrators and
researchers may find this approach intriguing and worthy of further explo-
ration.
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Discussion of Strosahl:

Take Me to Your Leader!

Linda J. Hayes
University of Nevada, Reno

The experience and accomplishments of Kirk Strosahl in bringing about
needed changes in systems of managed behavioral health care makeshim a
leaderin this field. My aim in this commentary, therefore, isnot to contest his
analysis of these complex issues, but rather to further the discussion of one
aspect of his exposition, namely, the unique roles of different mental health
disciplines in the care giving system.

Strosahl outlines the appropriate responsibilities of three classes of
professionals for the delivery of mentalhealth services inaccordance with the
skills they areassumed tohave, and given the costs of their involvement in this
process. His suggestions in this regard are briefly reviewed in the following
section.

PROFESSIONALS’ ROLES IN CAREGIVING

Psychiatrists and other prescribing medical professionals are regarded
ashavingspecial expertise in psychopharmacology and the medical aspects
of psychological disorders. Assuch, they are well suited to the management
of medically complicated patients whorequire psychotropic medications, as
wellas to theimprovement of prescribing practices of primary care providers.
The salaries of professionals in this class prohibit their participation as front
line care providers, however.

Psychologists are regarded as having expertise in the application of
behavioral principles to the management of psychological disorders and
medical conditions, as well as in program design and evaluation. They are
said tobesuited totherole of assuring the use of effective clinical procedures,
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particularly with high-utilizing multi-problem patients. As with medically
trained professionals the salaries of these professions prohibit their deploy-
ment as front line caregivers.

Finally, Masters’level providers areregarded ashaving expertisein case
managementand community service linkages, as well as areheld capable of
executing manualized interventions for patients with less complicated be-
havioral health problems. These are, thereby, the appropriate roles of these
professionals; and given their lower salaries; they are most appropriately
employed as frontline care providers.

Strosahl’s arguments are compelling with one exception; namely, he fails
tospecify which of these professional classes most appropriately assumes the
responsibility of the team leader. My commentary focuses on this issue.

TREATMENT EFFECTIVENESS

To determine which of these professions is best suited for leadership in
these circumstances, wemay examine their qualifications as they apply to the
responsibilities of this role; and to do so, we must first delineate these
responsibilities. Generally speaking, leadership is observed in the outcomes
achieved by the groupled. In the present context, thereby, theleader’s primary
responsibility is to assure continuous improvement in treatment effectiveness, as
measured in the quality of treatment outcomes achieved in relation to the
efficiency with which they are achieved. Assuring continuous improvement
in treatmenteffectivenessisacomplicated issue, though, as neither quality nor
efficiency is readily documented such as to claim its demonstration.

Treatment Effectiveness as the Quality of Treatment Outcome

With regard to the quality of treatment outcome, both definitional and
measurement problems mustbe acknowledged. Measures of treatment out-
come tend to be rather primitive. For the most part, they amount to
decontextualized verbal reconceptualizations of one’s own well-being, gar-
nered under conditions of rather powerful demand, and in the absence of
corroborating evidence of change in related acts in context.

Despite the limitations of such measures, they continue tobe adopted, and
there areseveral reasons why this is so. Among them are the assumptions that
verbal behavior is referential in nature, such that what one says about a
circumstance mirrors that circumstance; and secondly, thatanindividualhas
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special advantage withregard to describing circumstances in whichhe orshe
participates. Both of these assumptions are questionable. Verbal behavioris
not profitably regarded as a tool to communicate one’s experience of the world.
It is, itself, behavior; and it is multiply controlled. Moreover, not all of its
controlling variables are found in the circumstances it is purported to mirror.
Secondly, self-knowledge is of social origin, as Skinner (1957) has so elo-
quently explained, and its elaboration varies across a wide range in concert
with the verbal community to which an individual has been exposed. Even
adescription of one’s own behavior tends tobe compromised by motivational
factors, letalone descriptions of its controlling variables or, more commonly, the
reasons for it.

More objective measures of well-being are not typically collected, in part
because the behaviors indicative of them necessarily occur in contexts other
than those in which treatment is ongoing, making the costs associated with
collecting them prohibitive.In general, providers are aware of these problems
with self-reports, as indicated by their tendency to corroborate the evidence
of self-reportby other, more indirect measures of treatment outcome.

Among thelatter is service utilization. The logic here is that if utilization
decreases, the need for treatment musthave declined, such that the decrease
in utilization is taken to provide support the evidence of well being gleaned
from client satisfaction. The problem with this logic, though, is that both
service utilization and clientsatisfaction are multiply determined. Decreased
utilization, forexample, isnot only lesslikely if services are effective, butalso
less likely if they are ineffective, or are difficult to access, regardless of their
effectiveness. Moreover, given that the life-long circumstances giving rise to
even”“gardenvariety” behaviorheath problemsare unlikely tobereconfigured,
over the course of the increasingly brief interventions characteristic of man-
aged behavioral health care, as to provide a magnitude of relief sufficient to
constitute treatment success, any relief actually experienced may predict
greater utilization to “finish the job.”

The real problem here is not so much the measurement of treatment
outcomebutrather the nature of the treatment. Thatis tosay, the inadequacies
of outcome measurementare predicated on the assumptions underlying the
practicesemployed to produce such outcomesin the first place. The practices
of psychotherapy are founded on the same questionable assumptions con-
cerning verbal behavior and self-acknowledge as guide the selection of
treatment outcome metrics, with one important addition. The additional
assumption is that changes in a person’s decontextualized verbal behavior,
should this occur in therapy, will produce changes in their verbal and
nonverbalbehaviors inrelevantreal-life contexts. Mental health problems are
yearsinthemaking, though, and they are engaged by life circumstances that
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continue to prevail after the discontinuation of the treatment. These problems
arenotlikely tobe impacted substantially as a function of verbal discourse in
even fifty units of such discourse, let alone four.

Idonotmeanby this to imply that extending the course of treatmentisa
solution to the problem of treatmenteffectiveness. Evenifextending the course
of treatment were toachieve aslightly higher quality of treatment outcome, it
would, atthe same time, serve toundermine efficiency metrics sufficiently to
undermine treatment effectiveness overall; and, hence, would not solve the
problem athand.

In summary, I am not convinced that the job of assuring continuous
improvementin treatment effectiveness willbeaccomplished by developing
more adequate measures of the quality of treatment outcome. Better measures
of treatment outcome are not worth the cost of their development until
treatment practices have undergone asimilar development.

Themost often cited development of the latteris whathas been called the
“manualizing” of therapy.Iamnot convinced that thismovement constitutes
a development in the direction of improved therapeutic practices. The
manualizing of therapy means only that more providers, without the training
required tomake independent treatment decisions, and whose involvement
in the therapeutic process is thereby less expensive, are able to conduct the
same sorts of verbal discourse, in roughly the same ways. It is the practice of
discourse therapy itself that is the problem, not the rigidity with which it is
conducted.

Havingtaken thisstance,letmeback upjustalittleby acknowledging that
the manualizing of therapy movementis being fostered by those practitioners
whoare mostinclined to conduct outcomes-based research on the therapeutic
process. Hence, despite whatIbelieve tobe fundamental problems with both
the practice of discourse therapy as well as the measures of its outcomes, the
practices thatarebeing manualized are more likely to produce abetter quality
of treatment outcome, however measured, than those that are not.

Manualizing treatment eliminates the need for decision-making on the
parts of practitioners, and this circumstance prevails in many other profes-
sions with good effect. For example, all of the decisions regarding medical
treatment, including those pertaining to psychotropic medications, are made
by scientists in medical research facilities, not by practicing physicians and
psychiatrists inmedical clinics. The practice of medicine is fully manualized
in other words, and the quantity of its achievements over the past hundred
years or more greatly outstrips those of the undisciplined practice of psycho-
therapy.

Finally, whatever mightbe thelong-term effects of manualization for the
quality componentof treatmenteffectiveness, its impact on theefficiency aspect
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of effectiveness cannotbe underestimated. Manualizing is necessary to take
advantage of the opportunity afforded by the participation of less costly care
providersatthe frontlines of service delivery,and it will continue tobe fostered
for this reason.

Treatment Effectiveness as Measured in Efficiency

Efficiencyisnotaccomplished solely by providing the toolsneeded to take
advantage of masters’ level participants in the delivery of therapeutic services,
however. Cost savings are also available by way of their participation in
diagnostic services. Diagnostic decisions impact the extent to which more
expensive care providers are engaged in service delivery, and the adequacy
of these decisions is thereby a critical determinant of the efficiency aspect of
treatment effectiveness. Decision making of this sortis not regarded as one of
the areas of expertise associated with lower cost providers, however; hence
they are not typically engaged at the front lines of this aspect of treatment
delivery.

It would seem to me that this is a problem that might also be solved by
manualization. Again, the field of medicine provides an example of the
beneficial effects of “manualization.” Great strides have been made in the
development of computerized diagnostic programs, and a comparable em-
phasis on the development of computerized psychological assessment would
seem tobe asource of tremendous savings in themanaged care environment.

CoNTINUOUS IMPROVEMENT IN TREATMENT EFFECTIVENESS

Returning to the issue of leadership, I suggested that this capacity was
best measured in the outcomes achieved by the group led, and that the most
significant outcome, for the leader of a behavior health care team to pursue,
was continuous improvement in treatment effectiveness as it pertains to
behavioral health. Treatment effectiveness, in turn, was argued tobe measur-
ablein the quality of the treatment outcome achieved and the efficiency with
whichitwasachieved. As argued above, Ibelieve that wehavealong way to
go with respect to the issue of quality. The opportunity to achieve a much
higher standard of efficiency is available, though, and efficiency is no less
important than quality in the make-up of treatment effectiveness.

Continuous improvement in treatment effectiveness is a different issue
altogether, though, and one about which I have said very little. The success of
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a leader in assuring continuous improvement in treatment effectiveness
depends onaset of skills that are assumed, by Strosahl, to be peculiar to only
one class of professionals involved in the behavioral health care team, namely,
the psychologist (and undoubtedly only asubdivision of this class.) These are
the only professionals assumed tohave the research skills necessary to assess
whetherornottheservices rendered were the servicesneeded toalleviate the
problem presented (i.e., diagnostic effectiveness); and if so, whether the
servicesrendered had thiseffect (i.e., therapeuticeffectiveness.) The psycholo-
gistis the only member of the treatment team who is capable of making these
decisions in a rigorous way, and for this reason, the psychologist is the only
one capable of serving as an effective leader of abehavioral health care team.
Thehighest paid professionals on teams typically assume the responsibilities
ofleadership, however. Thehighersalary is regarded as fair compensation for
theburden of decision-making, as well as the discomfort of blame, in the case
of wrongdecisions. Thisis alegitimate argument solong as the burdens and
discomforts of leadership are the issue. The history of behavioral health care
suggests that this argument has held sway. In short, it has been the psychia-
trist, not the psychologist on the mental health team, whohasbeen willing to
bear theburden and suffer theblame, and whohasreceived the higher salary
for doingso.

We are talking about the future of behavioral health care, though, not its
history. The responsibilities of an effective leader in the managed behavioral
health care environment do not include a willingness to bear the burden of
decision making, nor to suffer the blame for wrong decisions, because deci-
sion-makingisbased onscientific data, for whichno oneistoblame, including
the leader. It is the capacity to collect and interpret such data that constitutes
the primary responsibility of the leader in thisnew and developing system of
care. And if these responsibilities warrant a higher salary for the leader, sobe
it!
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BACKGROUND

The ushering in of a new era of healthcare not only has brought us
demands for accountability, cost containment, and quality outcomes, but
alsoan incentive for healthcare innovation tomeet these demands. Perhaps
there has never been a better climate for appreciating the innovations and
cost savings offered by behavioral medicine, health psychology, and inte-
grated approaches tohealth care, particularly in the primary care arena. As
apracticing health psychologist and Subchief of the Division of Behavioral
MedicineatSan Jose/Kaiser Permanente, the firstauthor and her colleagues
have been in the forefront of developing innovative, cost effective clinical
behavioral medicine programs for primary care patients for the past ten
years. Two of those management programs, one for asthma and one for
hypertension, both called “Medical Co-management Group Appointments”
(MCGP) will be the focus of this chapter.

DEFINITION OF TERMS

Before further discussion, clarification of terms is necessary. On occa-
sion, “behavioral medicine” has been used interchangeably with “behav-
ioral health” or what has historically been known as “mental health”. For
the purposes of this chapter, “behavioral medicine” refers to a broad,
interdisciplinary approach to health, not just mental health, and is the
clinical application of psychoneuroimmunology. Often, clinical psycholo-
gists working in behavioral medicine are specialists called “clinical health
psychologists”. They are clinical psychologists with advanced training in
medical settings who use cognitive, behavioral, and traditional psychologi-
cal interventions to treat medical patients. They often have specialized
knowledge in the nonpharmacologic management of particular medical
illnesses, a focus on health rather than pathology, and an understanding of
stress and its impact on health and illness.
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Di1visioN OF BEHAVIORAL MEDICINE AT KAISER PERMANENTE
MEebDIcAL CENTER/SAN JOSE

Itis within the framework described above that the Division of Behavioral
MedicineatSanJose Kaiserhas evolved. Ingeneral, the services of the Division
focus on reducing physical and emotional symptoms related to illness or
stress through group programs with: 1) an emphasis on both
nonpharmacologic and traditional medical approaches to care, 2) skill build-
ing, self management, and lifestyle change, (building self efficacy), 3) improv-
ing quality of life, and/or, 4) identifying, treating, or referring psychiatric
problems of the medically ill to specialty psychiatry when appropriate. Nearly
allof the servicesin the Division are delivered ina group formatby integrated
teams of providers (health psychologists, physicians, social workers, and
R.N.s).

A Brief View of Group Approaches to Care

Group approaches tocare arenotanew idea. Psychological practitioners,
health educators, and lay leaders havebeen meeting with patients/members
for psychotherapy, education, skill building, and support for many years.
Group psychotherapy hasbeenidentified as the treatment of choice for certain
psychological disorders such as panic and chemical dependency and the
successes of Alcoholics Anonymous, a lay led group, have been well estab-
lished for many years (Cummings, et.al., 1997). In the medical arena,
psychoeducational classes for medical patients taught by health educators
and lay led chronic disease self-management groupshave also demonstrated
positive outcomes (Cumming, et.al., 1997). Insummary, group care is associ-
ated with: 1) improved quality of care, 2) improved clinical efficacy, 3)
improved patient/member satisfaction, 4) improved provider satisfaction,
and 5) increased cost effectiveness (Cummings, et.al, 1997).

Integrated Group Treatment Comes to Primary Care

Building onboth thelong tradition of groups and skillbuildingas a viable,
cost effective model for delivering care and the belief that integrated care is
better care, the medical co-management group appointment (MCGA) has
evolved at San Jose/Kaiser. This appointment type has been used to treat
nearly all populations with chronic medical conditions in both primary care
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and subspecialty arenas. A general description of this model is presented
below.

An Integrated Approach to Care:
The Medical Co-Management Appointment (MCGA)

The goals of the Medical Co-Management Group Appointment (MCGA)
are to deliver medical care equivalent to that of an individual medical
appointment with a physician, but with the additional benefits of a peer
support group, focused education, skill building, and the expertise of ahealth
psychologist. This appointment type is a hybrid of group psychotherapy, a
psychoeducational class, and an individual medical appointment.

In thismodel, ten to fifteen medical patients come together foraone and
ahalfhourlong group, which s co-led by a physician and a health psycholo-
gist. The meeting is often organized around a diagnostic theme, such as
hypertension, irritable bowel syndrome, cancer, or asthma. During this time,
not only is traditional medical care delivered by the physician (clinical
interviews, focused clinical examinations, tests ordered, lab results dis-
cussed), psychological and behavioral expertise is delivered by the health
psychologist. Genuine collaborative care happens in “real time” with the
patients.

In addition to what is described above, a specific educational topic may
be presented by the group leaders and skills particular to the illness may be
taught, e.g., how to take your ownblood pressure, touse a peak flow meter, or
to use deep breathing for managing stress. All of this occurs in the milieu of
group support.

An Overview of the MCGA Structure

Group format. Twodifferent group formats may be used for the MCGA:
“drop-in”/ “open” or “closed”, similar to traditional group psychotherapy.

Drop-in/open format. In this format, patientsmay “drop-in” to the group
medical appointment without scheduling the visit. The M.D./Ph.D. team
leadersaccept “all comers” and the composition of the group often varies with
eachmeeting. MCGP ‘s with this format often meet weekly. The patientsmay
or may not be specific to the physician co-leader s practice. Programs at San
Jose/Kaiser using this format include those for asthma, congestive heart
failure, irritable bowel syndrome and subspecialty care.
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Closed format. In this format, patients are clustered into closed cohorts,
much like a traditional, ongoing psychotherapy group. In other words, the
same patients come together regularly for their medical group appointment.
The periodicity for the meetings may be much greaterin the closed format than
the open format. For instance, the group may convene only once every four
months rather than every week, which is often the case with the “drop in”
groups. The patients may or may not be specific to the physician co-leader’s
practice. Programs at San Jose Kaiser using this format include those for
hypertension and chronic benign pain management with long-term opiate
use.

How to select a format. The key variable to consider when selecting a
group format is access. If the clinical course of a disease is characterized by
intermittent flare-up of symptoms or if there is subjective distress associated
withsymptoms, adrop-in/open format would berecommended asitallows
forweekly treatment for those conditions. If access to the provideris difficult,
e.g., the providerhasa verybusy practice; the creation of a group withadrop-
informatmightbe very beneficial.

Co-Management Team Composition and Roles

The MCGA takes the traditional skills and roles of the health care team,
physicians, psychologists, medical assistants, and patients, and brings them
together in a new and synergistic way.

Primary Care M.D. One of the most notable challenges for the physician
co-leader is being in the room with ten to fifteen medical patients at the same
time. Although daunting initially, all physicians to date (approximately 15)
haveachieved some comfortlevel with thisaspect of the model. A second major
learning for the physician is working in tight collaboration with a psycholo-
gist. This is anew experience for most primary care practitioners. Generally,
the psychologist can provide mentoring and cross training to the physician
in both of these areas.

The additional tasks associated with the physician’s role in the GCMA
include:

Recruiting patients into the program (i.e., screening for
medicalappropriateness, “selling the program”, and
inviting patients tojoin).

Offering a broad range of typical medical interventions
including focused physical examinations, ordering
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lab tests, writing referrals, and discussing test results
during the group.

Providing preventative health care (immunizations,
health screening tests, counseling regarding risky
lifestylebehaviors, etc.).

Supporting non-pharmacological interventions which
may be introduced by the health psychologist.

Educatingmembers/ patient.

Charting.

Collaborative treatment planning with the psychologist
and patient.

Many of the tasks for the physician in the group appointment remain
similar to those of the individual appointment, but theemphasis oneducation,
life style change, and self efficacy is greatly enhanced.

Primary Care psychologist/health psychologist . A primary challenge for
the health psychologist is co-leading a group with a physician who has no
experience or training in this area. As in any successful co-therapist relation-
ship, mentoring, communication, patience, and cooperation arekey to devel-
oping a smooth co-leadership team. Another major challenge for the health
psychologist is becoming knowledgeable in the pathophysiology, medical,
and nonmedical management of a wide variety of medical conditions. Gen-
erally, the physician co-leader can provide cross training in this area.

Other specific responsibilities for the health psychologist include:

Facilitating group process.

Treatment goal setting in collaboration with the
physician and patient, generally including a
behavioral as well as medical component.

Identifying and treating/referring psychological
morbidity asappropriate.

Clinical interviewing, facilitating compliance,
enhancing self efficacy.

Educating/teaching members/patients.

Sharing expertise in the non-pharmacologic and
behavioral aspects of the medical condition

Charting.

Medical assistant. Most group appointments benefit from the supportofa
medical assistant. Their role may mostaccurately be viewed as one of program
assistant. Many of the logistical and patient flow issues are the medical
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assistant’s responsibility, along with the execution of usualmedical assistant
and clerical functions. The tasks include:

Scheduling the group appointments.

Telephoning members/patients to remind them of the
appointment.

Ordering medical charts.

Taking vital signs when patients arrive to the program.

Managing patient flow (ensures there are at least ten to
fifteenmembers per meeting).

Maintaining group charts.

Triaging telephone messages.

Stocking group room with consults, laboratory slips, etc.

Preparing patient information handouts and other
member materials.

Member/patient as active participant. Perhaps the most radical shift in
thisapproach tomedical care is the active recruitment of the member / patient
to the health care team. Nothing is more vital in the management of chronic
illness than having the patient collaborating with the other members of the
health care team to optimize wellness and to minimize symptoms and disease
on quality of life. The MCGA’s:

Increase focus on self-care.

Enhance self-efficacy and confidence in managing
symptoms and health needs.

Improve matchingbetween type of provider and member
need.

Encourage participation in the treatment plan from
development to implementation to monitoring and
follow-up.

Anenthusiastic attitude toward the program by the group co-leaders and
medical assistant are key to programmaticsuccess and engaging the member.

What Medical Conditions Respond Well To the MGCA?

The majority of chronic diseases can be handled ina MGCA. Those with
the following characteristics may be especially responsive to this model:

Chronic, usually lifelong medical conditions.



84 Kent and Gordon

Conditions which demonstrate sub-optimal clinical
control despite utilization of considerable
healthcareresources.

When lifestyle and behavioral factors in combination
with medications are the accepted treatment.

Whenmember/patient participation s critical tooptimal
control.

If educational information helps members/patients
understand the disease process.

When there is high prevalence in the healthcare
membership.

ProGraM EvaLuaTiON OF MCMA's

Program evaluation data have been collected across a number of the
Medical Co-Management Group Appointments offered atSan Jose /Kaiser. In
nearly all cases, each patient has served as their own control when looking
at clinical efficacy and health care utilization patterns. The specific areas of
interest for program evaluation included: 1) clinical efficacy, 2) medical/
pharmacy utilization, 3) patientsatisfaction, and 4) provider satisfaction. One
trend are clinical efficacyprograms, which are ssociated with:

Improvement in symptoms and clinical markers of
disease.

Reduction or optimization of pharmacological treatment.

Improved functional status /quality of life.

Another trend are medical/pharmacy programs, in which it is not a
surprise to see:

More appropriate and / or reduced use of medications.
More appropriate utilization of health care services.

The trend isimproved member/ patient satisfaction. Member satisfaction
surveys from programs consistently yield high scores. The majority of the
participants found the programs to be:

Convenient, as they had all of their medical needs met in
one visit and ready access to their provider.

Satisfying, as they often enjoyed the more extended time
with the providers.
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A superior way to care for their illness.

A fourth trend Improved provider satisfaction. Both M.D. and Ph.D.
providers found the model to be satisfying. It allows for:

Broadening the skill set of providers through
cross-fertilization.

Professional stimulation.

Diversity/variety in the workday.

Convenientaccess toappropriate colleagues/teammates
for consultation.

Getting to know patients in a more complete way.

True collaborative care.

Innovative MCGP’S: Hypertension and Asthma
Hypertension Medical Group Co-Management Program

Rational for program development. Traditional medical care forhyperten-
sionhas mainly emphasized pharmacological treatment withless emphasis
onbehavioral factors and self-efficacy. However, research has clearly demon-
strated thatlifestyle modification including weight control, low sodium diet,
regularaerobicexercise, and stress reduction canbeimportant factors inblood
pressure control (JNC, 1993). Additionally, traditional care for hypertension
haslargely relied uponblood pressure readings obtained in the medical clinic,
even though clinic readings are well-known to be influenced by anxiety and
stress related to the medical setting (white coat hypertension). White coat
hypertension syndrome can often overestimate the level of hypertension,
where as there is now ample evidence that home blood pressure recordings
obtained by the patient are more reflective of overall hypertension controland
therisk of developing end-organ damage.

The authors believed that an integrated group program utilizing home
blood pressurereadings mightbeasuperiormodel for delivering care to these
patients. To this end, they developed and continue to pilot a hypertension
MGCP with a closed format for patients with uncomplicated hypertension.

Group membership and referral. Members were eligible tojoin the group
programif they:

Were in the primary care physician’s panel of patients
(the second author).
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Had minimal or no complicating disease
(hyperlipidemia, mild diabetes mellitus, and mild
coronary artery disease were acceptable).

Were willing to participate.

Program structure. Patients come into the clinicin cohorts of ten to fifteen
for three consecutive, weekly, one and ahalfhour sessions. In these meetings,
they learnbehavioral aspects of care relevant to hypertension including stress
management, nutrition, and exercise. Additionally, they learn to monitor their
own blood pressure and maintain home logs. During these three weekly
sessions, group members develop their own treatment goals and hyperten-
sion management plan with both abehavioral and medical component. The
group leaders function as consultants to this process.

After completing these three consecutive weeks, members return to the
clinic as a group every four months for a follow-up meeting. This is a similar
frequency withwhich they would have otherwisebeen seen for themonitoring
of theirhigh blood pressure. Follow-up care at these meetings focuses on their
homelogs, compliance with their treatment plan, goals, and their successes.
During the follow-up sessions, a health related topic might be discussed in
addition toreviewing progressinblood pressure management. Often, selected
topics are linked to the season of the year. For instance, during flu and cold
season, theself-treatment of upperrespiratory infectionsis discussed. During
the allergy season, allergy symptoms and their management are discussed.
Group members are also encouraged to obtain any other medical care they
mightneed at this time in the group appointment, e.g., refills on medications
for other conditions, prevention, etc.

Program evaluation. Outcome data showed significant findings for im-
proved systolicand diastolicblood pressure control forbothhome and clinic
readings even while medication use was reduced. Patients appeared to
maintain good blood pressure control over at least 2 years time, the current
length of the program.

Patient satisfaction was very high. Of the seventy-one patients who
completed thesatisfactionsurvey, 96.5% believed thisapproach tohyperten-
sion management tobe amore effective approach formanaging hypertension
than the 1:1 care they had been receiving from their physician.

The programalsoappeared toreduce demands forindividual visits with
their physician by almost fifty percent, even though patients in the program
were free to schedule an individual visit with their physician at any time. A
preliminary costanalysis indicates that this program s costneutral in the first
year and will reduce costs subsequently, assuming there are 12 members at
each group meeting.
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Variables Mean Diff. N P Value

Mean Home Systolic Reading 6.15 40 .030

Mean Home Diastolic Reading 4.25 40 037

Mean Clinic Systolic Reading 3.01 40 .041

Mean Clinic Diastolic Reading 3.02 40 .011

Medication Burdens 4.49 40 <.0001
Figurel

Clinical Efficacy of the Hypertension Management Program (2 years).

Summary. Our program evaluation data suggest this may be a superior
treatmentapproach for some patients when compared to traditional care. At
the time of thiswriting, three other M.D./Ph.D. teamsatSan Jose / Kaiserhave
adopted this model for their patients.

Asthma Self Management MCGA

Rational for program development. Traditional medical care forasthma
has largely emphasized pharmacological and educational management of
this disease. Non-compliance is one of the major factorsresulting inincreased
healthcare utilization by individuals with asthma. Research has clearly
demonstrated thateducational information alone is necessary but not suffi-
cient to insure behavioral change (Wyka-Fitzgerald, et. al., 1984), which is
important forimproving care to this population. In order to meet the needs of
this population, the asthma MCGA, with a drop-in group format was devel-
oped by anM.D./Ph.D. team for the management of poorly controlled asthma.

Program structure. In this program, patientsmay “dropin” atany time the
group meets, although theirinitial visit mustbe triggered by areferral froma
primary care provider. Patients come to the clinic for weekly, 2 hr sessions
where theylearn to monitor their peak flow readings, to adjust their preven-
tative medications (most commonly inhaled steroids) for maintaining good
control,and tolearn otherbehavioral aspects of care relevant for asthma. Often
there is a need to diagnose and differentiate anxiety and panic attacks from
asthma attacks with these patients.

Members participate in the creation of their own asthma management
planand identify their own treatment goals. They are encouraged to come into
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mN =71
® 96.5% believed this approach to

hypertension management is more effective
approach than prior care.

Figure 2

Patient Satisfaction with Hypertension Management Program

the group until theirasthmaisin good controland then come toa yearly follow-
up meeting. They arealsoencouraged to “dropin” to the program fora “tune
up” if they feel their asthma is out of control, rather than the Emergency
Department or the After Hours Clinic. Prevention issues are covered as well
as seasonally appropriate information during the flu and allergy season.

Group membership. Eighty percent of the group members were classified
by the program physician with severe asthmabased on inhaled beta-agonist
drug use and spirometry readings.

Outcome data. Program evaluation data on patients who had attended
the group seven times showed significant findings for improved asthma
controlbased on spirometry readings and more appropriate medication use.
Quality of life as measured by the “ Asthma Quality of Life Measure” (Marks
et.al, 1992) was significantly improved.

There was reduced utilization of the Emergency Department as well as
individual visits in the outpatient clinic.

Summary. This program evaluation datasuggest the GCMAapproach for
the management of poorly controlled asthma may be superior for some
patients when compared to care as usual.

CONCLUSION

The Group Co-management Medical Appt (GCMA) offers significant
benefits to medical patients, providers, and health plans. In this model,
patientsenjoy the benefits associated with an integrated approach to clinical
evaluation and treatment, a peer support group, increased time with their
physician, focused education, and skill building. Teaming the skills of the
primary care physician with the expertise of the health psychologistbroadens
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the range of services and clinical interventions that can be offered and
suddenly, there is the opportunity for “one stop shopping” in primary care.
These programs are not for everybody, nor intended as a substitute for
traditional one on one care. Itis probably best suited for capitated, organized
health care delivery systems suchas HMO’s and managed care networks with
large memberships toserve. However, the findings do suggest that for some
individuals and some medical conditions, this approach may well be the
treatment of choice. They can meet the range of clinical care needs from
treatment, prevention, and management. Equally important, they canlower
costs by reducing demands for care, matching member needs to provider,
improving clinical outcomes, and providing health care in “one stop shop-

7
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Discussion of Kent and Gordon:

Reinventing the Team Model:
Can Quality and Lower Cost
Go Hand in Hand?

Gregory Hayes, M.D., M.P.H.
University of Nevada, Reno

The experience of the still-underway, managed health care revolution has
too often been negative. Professionals have decried the restrictions on their
ability to diagnose and treat. Doctoral-level professionals have complained
bitterly about theloss of quality they feel is inherent in farming out tasks they
have traditionally done to lesser-trained individuals.

Consumers have complained about a lack of services, sometimes fatal
delays in decision-making, and an unwillingness on the part of some man-
aged care organizations to “do the right thing” for the patient. Both the
presidentand Congress have felt the need to push forward some version ofa
patients’bill of rights toempowerindividuals to fightback againstwhat they
perceive tobe an unfeeling emphasis on profits first. Organizationally, HMOs
have folded, leaving large blocks of people with fewer and fewer choices, or
choiceshavebeenrestricted by organizations mergingand mergingagain into
faceless mega-corporations seemingly fixated on thebottom line. The current
upheaval is far from over, butis it all doom and gloom within the health care
industry? Notreally. Thereare alsomanyhopeful signs that counterbalance
the horror stories so loved by the media.

No one candiscount the unsettled nature of the current state of affairs in
thehealth care. Nodoubtitwill take decades to find a workable path through
the confusion. Butmeanwhile, examples abound thatshow the opportunities
embedded incrisis. The long-term goal underlying the changes in health care
is tomaximize efficiency so that the most benefitis produced for every dollar
spent. Can we squeeze more out of adollar while keeping our primary focus
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on the quality of theresultachieved? From one program at Kaiser Permanente,
one of our oldest HMOs, comes a strongly affirmative response (lest some
believe that HMOs and managed care are a product of only the last 20 years,
let me emphasize that when Isay old  mean old - the first incarnation of the
future Permanentestructurebegan pre-World War I toserve Kaiseremployees
building the Grand Coulee Dam; themodern Kaiser Permanentesystembegan
following its successful use during WWIIL. With such experience come s the
ability to teach many lessons.) Their work on finding better ways to address
the common ailments of hypertension and asthma provides us all with
hopefulsign for the future of health services. Itis possible, atleast sometimes,
to find a new way of addressing a medical problem that shows improved
outcome, improved patient satisfaction, and saves money.

Asmany of us have experienced both personally and professionally, it is
painful to operate within a budget. It can be challenging to make decisions
knowing our professional efforts will be carefully scrutinized for the benefits
they do or do not produce. But this focus on efficiency need not mean an
unavoidable decrease in quality. Rather, quite the opposite may be true.

Anew incarnation of the team modelis at the root of the special manage-
ment programs addressing high blood pressure and asthma at Kaiser’s San
Josefacility. As theauthors pointout, thereis nothing new about using teams.
And yet somehow, at least for many of us, there is. In this case, whatis very
new for most professionals is the particular way in which psychologists and
physicians directly address the multiple levels of problems at work in these
two common health problems. Previously, if physicians even considered the
possibility of a mental health component in treating hypertension and
asthma, they either took on the task of counselor themselves (an area in which
they havelittle or no training) or turned to a psychiatrist, a specially trained
physician whotended tobe similar to the primary care physician in his or her
orientation to solutions through medication. The Kaiser model, however,
places non-physicians, doctorally trained psychologists with special train-
ing inbehavioral medicine inadirect, working relationship with the primary
physician. Even for physicians whohave worked with psychologists onsuch
problemsin the past, the Kaiser model takes things astep further. Inthis case,
the working relationship between professionalsis truly face-to face—a tightly
woven interaction which finds primary care physicians working with psy-
chologists in groups of up to 15 medical patients at a time. While a group
approach to problem solving may notbe new, thisin-the-trenches, hands-on,
“real time” approach to team work is thoroughly unfamiliar territory for most
physicians. It is a far cry from the more familiar relationship of referring
patients to some other place —down the hall or across town —to deal with the
mental aspects of their disease in the absence of the physician. As theauthors
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point out, this unfamiliarity represents areal challenge tomaking the model
work. But work itdoes. Physicians learn from psychologists. Psychologists
learn from physicians. One measure of success of the model would be the
positive response from physicians and psychologists alike, but, more impor-
tant in this managed care world of working within budgets are the striking
changes in outcome: less medication used, fewer hospital visits, improved
symptoms, and, strikingly, patient satisfaction ratings that reached 96.5%
during thisstudy (of those participating, this percentage of patients found the
new model more effective than the traditional one.) Inhealth careitis almost
unheard of tosee such high ratings. While thesampleis smalland theresults
arepreliminary, the evidence does suggest that sometimes therereally may a
better way to the get the job done and done right.

The authorshedge their bets in telling us that innovative programs such
as this are only for certain individuals and never to be seen as a substitute for
traditional care. While certainly it is true that one size never fits all, L have to
wonder whether we should not at least consider the possibility that we are
indeed looking at a substitute for the traditional treatment method. In
managed careenvironments, especially those that are truly capitated systems,
theneed to focus on “mostbang for thebuck” means we really doneed to find
efficiency every where we can. In this case, the data so far show that Kaiser
Permanente/San Jose has created amodel that works. Itimproves outcomes
and patient satisfaction (no need for patients to demand their rights to fight
back in this case!). It brings professionals of different disciplines together in
an effective way that teaches them the value of each orientation. It helps
physicians find the data necessary to dampen their almost unthinking
tendency to throw morepills at the problem. And tothe delight of thosehoping
to find a sane and workable answer to the managed care crisis it also saves
money. What could bebetter? Itis creative efforts such as this thathelp toteach
physicians (the biggest stumbling block to any such innovation) the value of
more intimate team approaches (especially non-pharmacologic approaches).
With each such success — documented by data and replicated in multiple
facilities—morebecomes possible. My voteis to further develop the manage-
mentmodel Drs. Kentand Gordon described by using it throughout the Kaiser
system. If success continues, it should become as widespread as resources
allow for it is in efforts such as this that the hope of the future lies.
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INTRODUCTION

Forthelasttwodecades therehasbeen growing interestin the strategies
and processes required to successfully integrate behavioral health and
primary care. This book is about the application of these strategies and
processes as a means of revitalizing behavioral health care.

The point has been made by others throughout this book that what we
are proposing is not only necessary but it is something that is achievable.
Achievable, we believe, in an organization whether it is composed of three
persons or three thousand. Consider these examples: In Atlanta, a young
primary care physician entered her practice some 10 years ago and found
immediately that most of her patients were overwhelmed by psychosocial
issues thathad been unnoticed and unattended to. Her practice grew at such
arate thatshe decided toadd toher professional staff. Her choice was toadd
another primary care physician or to add someone to work to meet her
patients’ psychosocial needs. She chose the latter, a Licensed Clinical Social
Worker. Thesuccess of this integrated service isnow known throughouther
community and across the land.

In Minneapolis, we have observed at Health Partners C.J. Peek, Ph.D.,
Richard Heinrich, M.D., and others involving themselves year after yearin
developing an integrated model of care within a medical group of several
hundred thousand patients. Integrated behavioral health and primary care
has become their regular and ongoing way of doing business.

Looking at the work of Kaiser Permanente in Northern California, we
learn that their patients are now being divided into groups of 20,000.
Transdisciplinary teams of providers are trained to care for these groups of
patients. Each team includes physicians, psychologists, social workers, and
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nurse practitioners. Itis being proposed that this integrated service be used
throughout the Kaiser system.

Itis timely that abook on revitalizing behavioral health care be written.
The expectation for more relevant and appropriate service for behavioral
health is now being required by health plans and employer groups. Their
request is for higher quality, better service and at lower costs. Assembly Bill
88 in California, which becomes effective July 1, 2000, requires that mental
health services be given parity in the delivery of service and in the fair and
equitable definition of health carebenefits. NCQA has for several years been
increasing requirements for combined and coordinated care between behav-
ioral health and biomedical providers.

This dynamically changing health care environment has and will con-
tinue to provoke many responses. One prominent and disturbingresponse is
provided by major carve-out companies advancing the “carve-out” as a
solution to coordinated care and equal access to behavioral and biomedical
services. Further fragmentation of the delivery system will preventasolution
to the very problem that we are being asked to solve. It has been well
documented thatwhenmedicaland psychological services are separated and
fragmented, access to and utilization of behavioralhealthisseverely limited,
coordinated care is almost non-existent and utilization of medical services
remains high. Our research at HealthCare Partners confimrs this finding.

Wehave chosen to see NCQA requirements as doors of opportunity and
propose that the model best able torespond to these increasing requirements
isone of anintegrated medical and behavioral health care system of delivery.
The question is no longer what should we do? What we should do has been
documented in theliterature for thelast45 years. We agree with Kurt Kroenke,
M.D.,Nicholas Cummings, Ph.D., and others whohave said that the timehas
come todemonstratehow todoit. The cry is foramodel of care that is carefully
and systematically organized and provides aroadmap that will enable us to
create an integrated health care service.

In this chapter we will use our experience with Collaborative Care at
HealthCare Partners to answer the question: How todo it. We will describehow
created an integrated system that depends upon biomedical providers and
behavioral health providers working together side by side. We will describe
how wemerged two different professional disciplines so that these providers
are able to accomplish together far more than they could ever accomplish
apart.Inshort, we will describe the development of a transdisciplinary body
of caregivers. Through these descriptions, we intend to impart to the reader
notonlyhow oursystem was developed, buthow it canbe created, implemented,
transported, and sustained in other organizations with the result of improving
patient health status, patient satisfaction, and provider satisfaction while
reducing unnecessary healthcare utilization.
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BECOMING A LEARNING ORGANIZATION :
A BRIEF HISTORICAL PERSPECTIVE

Inthe mid tolate 70’s, Bay Shores Medical Group, amultispecialty group
intheSouth Bay area of Los Angeles County with 80,000 members was among
the firstmedical groups in Southern California toenterintoanew world called
managed care. Throughout the 80’s and the early 90’s, Bay Shores was
challenged to respond to a rapidly changing health care environment. The
leaders of Bay Shores observed that medical groups began to become polar-
ized.Somebecame managers of costs, while others were steadfastly develop-
ing the skills of managing care. Bay Shores made an intentional decision to
maintainits integrity and stay the course inmanaging care.It wasin the early
90’s that the group also decided that it could maintain this integrity only by
becoming a “learning organization” (Senge, 1990).

Two characteristics emerged from this decision. The first was aleadership
model that was team-based. The second was a philosophy of inclusionrather
than exclusion. Instead of administering benefits in a restrictive manner, the
group decided todeliverservices based on patients’needs. While other groups
were operating in the traditional top down leadership model, Bay Shores
chose to operate from a bottom up perspective that included ideas and
innovations from the very front line of patient service. Infused into this
organizational structure were members of the medical leadership as well as
those who had administrative responsibilities. An unusual feature of this
structure was the inclusion of leadership from thoseinbehavioral health care.
Theresulting multidisciplinary team culture had asits focus, the integration
of all clinical, financial, and operational systems. This notion of involving all
levels of the organization proved to be both valuable and significant and a
major reason for our success. We found that whenever we abandoned this
principal, that negative outcomes were feltimmediately.

An Innovation in Integrated Care

In 1993, the first author described this organizational principal in an
article entitled Carving In and Keeping In Mental Health in the Managed Care
System. The effort became one of the group’s major program emphases.

“Toenableintegration of mental health care delivery, we
developed an organizational structure that would en-
courage interdependence among senior managers and
foster collaboration among service providers in the pri-
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mary care setting. The group president, who is a physi-
cian, the administrator, the medical director, and the
director of the behavioral health department spent a
significant portion of their time working together on
plans for meeting these goals. Senior managers encour-
aged implementation of the philosophy of integrated
health care by being directly involved in meetings of the
various primary care departments, in quality assurance
and utilizationreview activities, ...” (Slay & Glazer, 1995
p. 1119)

The organization determined to apply this philosophy in the develop-
ment of an integrated system of delivery in primary care. Three steps were
taken at this time. The first was an experiment to place part-time behavioral
health staff in the Pediatric and Family Practice settings. The major resistance
atthis pointwas the fear that Behavioral Health would be overwhelmed and
over-utilized by the need for their services. What happened instead was an
immediate move towards ashared andbalanced care approach withbriefand
timelier interventions involving medical and behavioral providers working
together. A second was the decision to employ a naturalistic study of ten
patients presentingin these primary care settings to determine what therapeu-
tic affect the integrated service was having on them and what were the
financial costs and benefits of such interventions. There were positive clinical
results and. ..

“...All ten patients followed in the study had reduced
claims after implementation of the integrated model of
care. Even the two noncompliant patients had slight
reductionsin claims. Total claims for medical and mental
health care decreased form $8,001 during the sixmonths
before implementation to $5,022 during the six months
afterimplementation for patients in the chemical depen-
dency group and from $9,150 to $5,898 for patients in the
panicdisorder group, foratotal savings of $6,231.” (Slay
& Glazer, 1995 p. 1119)

The third decision we made was the formation of an Integration Health
Care Task Force which was developed in 1993 and is a working model of the
philosophy which we are describing.
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“. . .a task force to explore ways of implementing the
integration of mental health care. Task force members
were appointed by the medical director. They were, in
addition to the medical director, the group’sadministra-
tor, thedirector of behavioralhealth department, the staff
psychiatrist and other clinicians form the behavioral
health department, including the group’s addition spe-
cialist, four physicians, one each from the group’s four
primary care departments-family practice, internal medi-
cine, obstetrics and gynecology, and pediatrics-and two
nurse practitioners. This task force, which is now a
standing committee, addressed three areas of interest:
developing more accurate mental health screening tools
for primary care clinicians, developing morespecificand
lesslabor-intensive treatment modalities through use of
patient psychoeducation, and fostering more collabora-
tive involvement of mental health clinicians within pri-
mary care settings.” (Slay & Glazer, 1995 p. 1119)

Peripheral Vision: We Learned From Others

Atthattimein our organizational history, we observed that other medical
groups like ours were emphasizing these same operational and clinical
principals. They too were deciding tokeep internal the services of behavioral
health and were attempting to integrate them into all medical services. We
observed that their groups werebeing very successful. Some contemporaries
of ours were Mullikin Medical Group, Bristol Park Medical Group, Palo Alto
Medical Group, Harriman Jones, Scripps, HealthCare Partners, Magan, and
others. Whatwelearned ourselves and later saw as a common phenomenon,
that not only were the skills of the behavioral health staff used for treating
patients directly, but their skills were used to manage change and develop
leadership through their respective organizations.

Bay Shores’ Merger With Healthcare Partners
In 1994, Bay Shores Medical Group merged with Huntington Medical

Group and California Primary Physicians. With the merger came the consoli-
dation of over 48 years of combined managed care experience, along with
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expertise in programs applying psychosocial intervention. From the com-
bined experience has come a vision of an integrated health care delivery
system thatbridges the traditional fragmentation between psychologicaland
biomedical providers. The new organization known as HealthCare Partners
is a larger multispecialty group now serving over 350,000 patients in 37
medical sites.

A Global Mission and Purpose

Theleadership of the new organizationsetas a top priority creative ways
of delivering quality medical care within a managed care environment. Itis
committed to designing clinical care operational innovations that fulfill the
promise of managed care.

Our vision and mission statement reflects this commitment:

“We are dedicated to the well being and the respectful,
compassionate healing of our patients and our commu-
nities. Wewillachieve this vision by: partnering with our
patients to excel in the healing arts; partnering with our
staff to continuallyimprove our systems and servicesand
tobuild a work environment grounded in dignity, trust,
accountability, and collaborative teamwork; partnering
with our clients and customers to provide the best value
in health care and to be a recognized leader in our
industry;and partnering with our community towork for
the common good. As a physician/provider-led organi-
zation, we believe that we are best able to clearly align
quality outcomes for our patients with our business
objectives.”

Our vision and mission form the framework in which we have set four on-
going objectives: toimprove patient satisfaction, providersatisfaction, clini-
cal outcomes, and to provide cost-effective service. The programs we choose
toembark upon mustnotonly match our vision, butalso achieve these quality
improvement objectives. Asmanaged care experts, it was clear tous that the
fragmentation of medical services was a major obstacle in improving these
areas of concern. In 1996, the Board of Directors initiated the Collaborative
Care Research and Development Project. A Senior Medical Director, the
Director of Behavioral Health, and a Ph.D. researcher recruited for this project
were given the responsibility to give direction and oversight.
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THE COLLABORATIVE CARE PROJECT: BACKGROUND RESEARCH

One important study that greatly influenced our commitment to inte-
grated care was published by Kroenke and Mangelsdorff (1989). (See Figure
#1). Examining the incidence of the 14 most common symptoms within a
population of 1,000 internal medicine outpatients, the authors found thatup
to 84% of the time no organic etiology could be found for the symptom. They
concluded that unresolved psychosocial stress was one reason for these
unnecessary primary care visits.

The financial cost associated with the utilization by those who had no
organic etiology was high; Figure #2 shows comparison of the costs for
patients who had diagnosable medical conditions with those whose symp-
toms had noorganicetiology. And those individuals whohad nodiagnosable
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The incidence of 14 common symptoms (lighter shading) in 1,000 internal
medicineoutpatients, compared with thosein whichan organic disorder was
detected (darker shading). Data are from Kroenke & Mangelsdorf, 1989
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Rather than the acute illnesses prevalent fifty years ago,
alarge percentage of illnesses presentingfor ~ treat-
ment today are related to lifestyle and stress
(Wickramasekera, 1989).

Ahigh percentage of mental illness shows up in primary
care (Blacker & Clare, 1987; Nielson & Williams,
1980), where it is not well recognized or treated
(Perez-Stable, Miranda, Munoz, & Ying, 1990; Katon,
1995).

A high percentage of visits in primary care are due to
distress withoutorganic or psychiatricbasis (Kroenke
& Mangelsdorff, 1989; VandenBos & DeLeon, 1984).

Increased morbidity and mortality is associated with
depression in patients with medical illness
(Friedman & Booth-Kewley, 1987; Wells, Golding, &
Burnham, 1988; Carney et al., 1988).

Functional status in patients with depressionisaslow or
lower than in patients with chronic disease (Wells,
Stewart, & Hays, 1989).

Individuals reporting depression and/or stress incur
more health care costs than individuals who do not
report theserisk factors(Goetzel, Anderson, Whitmer
etal., 1998).
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Discussions with primary care physicians across our company revealed
thattheir experience was similar to that described in theliterature. Asaresult,
wedecided that whileitis important that we continue to provide appropriate
treatment to those patients with clear medical problems, we must simulta-
neously pay better attention to the substantialnumber of primary care patients
seeking help for stress-related illness. External research coupled with a
recognition of our own clinical experience provided the impetus we needed
to invest in a careful examination of our own system of delivery and the
development of amore integrated system. We decided to create an integrated
system of care that would manage the biopsychosocial needs of our patients
atthe primary carelevel. Importantly, thissystem would need to deliver care
atequal or decreased cost when compared toa fragmented care system. This
integrated system of care we called “Collaborative Care.”

DESCRIPTION OF THE COLLABORATIVE CARE PROJECT

The Collaborative Care Project is a pilot program developed toredesign
the primary care delivery system to resolve the problems created by the
traditional fragmentation of care. It refers to amodel of service that relies on
the sharing of clinical assessment, planning, and treatment between health
care providers trained in behavioral health and biomedicine. The program
was designed to:

1. Develop key collaborative skills between behavioral
and medical providers that result in increased
quality of care for the patient.

2. Increase satisfaction in patients and providers.

3. Decrease inappropriate and ineffective medical utili-
zation among primary care patients with psychoso-
cial distress.

Becausebehavioraland medical providershave traditionally been trained
in settings that treat mind separately from body, patients who suffer from
illnesses thatrequire attention to both components receive less than optimal
care.Collaborative Careisamodel designed toidentify and treat patients with
depression and other biopsychosocial issues in the primary care setting. Itis
different from usual clinical care in that:

1. Behavioral Health (BH) providers are co-located with
physicians in the primary care site, thereby
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providing patients with an opportunity forimmedi-
ate and timely attention.

2. Both Primary Care (PCP) and BH providers are sensi-
tized to therole that emotional distress (i.e., anxiety,
depression, life stress) plays in illness.

3.Medical and behavioral health providers are provided
with a forum to educate one another and to design
collaborative treatment plans for those patients who
need them.

4. Communication and combined interventions between
providers are the norm, rather than the exception.

TheCollaborative Care pilot provided for the development of systems and
skills that support the integration of appropriate behavioral and medical
services. It also measured the effects of this integration in pilot sites. The
information gathered formed thebasis for asystem-wide implementation of
Collaborative Care throughout our organization. In the next few pages we
provide an overview of the phases of the project.

Phase 1: Development of a Cross-Disciplinary Body of Experts

Collaborative Careinvolvesa fundamentalinterventioninto the way that
clinical care is provided at primary care sites. In the process of attempting to
createanintegrated system, itbecame clear that the strong, separate identities
and practices of the Behavioral Health and Family Practice Departments
created difficulties for patients trying to find their way from one specialty to
another. Critical to the ability to meet these patients’ needs was the develop-
mentof interdepartmental bridges and connections made with theadviceand
assistance offered by the Health Care Integration Task Force. The Task Force
wasselected from HealthCare Partners staff and was formed for the purpose
of redesigning and rethinking our delivery system. This group was estab-
lished as a team of independent, transdisciplinary experts, and included
administrators, medical directors, psychologists, psychiatrists, primary care
doctors, physical therapists, counselors, and nurse practitioners.

The Health Care Integration Task Force provided a foundation for the
Collaborative Care Project in several important ways. Initially, the team of
experts provided comments about noteworthy literature and discussed how
these findings were relevant to clinical care at HealthCare Partners. Later on,
they provided advice and consultation regarding the training process for
behavioral health and primary care providers. They helped to determine the
feasibility of evaluation processes and procedures. Administrative staff were
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able to identify needs for the support of this new and developing program,
Clinical staff provided knowledge about patient and provider behaviors
within the system. Most importantly, the Task Force worked collaboratively
toidentify key ideas related to the Collaborative Care Project, then dissemi-
nated these ideas to their colleagues and support staff. The lines of separate-
ness between specialties began to diminish as these professionals experi-
enced the opportunity of working together to develop a collaborative system.
Important objectives for Collaborative Care wereidentified as follows:

Toimprove the ability of biomedical providers to detect
psychosocial needs.

Toimprove therate of interventionin patients identified
with psychosocial needs (including the appropriate
use of psychotropic drugs).

Toimprove clinical outcomes.

To improve patient satisfaction with clinical services.

To improve healthcare providers’ assessments of their
ability to meet patient needs.

To decrease inappropriate and ineffective medical
utilization.

Toachieve these objectivesatsimilar or decreased cost to
the medical group when compared to a fragmented
system.

Phase 2 -Data Collection Under Fragmented Care

Clinical care was studied at two sites, Site 1 and Site 2. The sites were
chosen because of the similarities in patient population and the willingness
of the providers to assist us in the project.

Survey data were collected from primary care patients at Site 1 and Site
2inJanuary and February of 1997, prior to the implementation of Collabora-
tive Care. This model is designated the “Fragmented Care model,” since
behavioral health treatment, if it occurs, is applied in such a way that the
primary care physician is unaware of it. The term “Fragmented Care “ refers
toany health care that relies on single practitioners’ knowledge, where treatment plans
are developed in the absence of information exchange between specialists. Frag-
mented care occurs in situations where specialties are separate or carved out
to separate health care companies, or where specialists practice without
established clinical/administrative systems for communication.
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Aspartof thesurvey process, reports on patient health status, including
emotional distress, were provided to physicians directly before patient visits.
Under Fragmented Care, physicians were able to make little use of the
information.

Phase 3- Collaborative Care Training and Data Collection at the Pilot Site

Collaborative Care training and the co-location of behavioral health
providers began at Site 2 in March of 1997. As part of the initial training,
information collected under Fragmented Care was provided to the health care
providers. Thesurvey data collected from consecutive primary care patients
acted as a training tool, since it identified for clinical discussion a target
patient population that needed improved intervention. At semi-monthly
meetingsin the pilotsite, researchers, physicians, nurse practitioners, behav-
ioral health specialists, and administrators discussed findings and worked
to find collaborative solutions to meet problems identified by the data.

In addition, patient satisfaction data were collected from consecutive
patients seen in Collaborative Care in Site 2. Then, follow up data from
previously surveyed patients were collected in September and October 0of 1997
under Collaborative Care in Site 2. Finally, in January of 1998, Collaborative
Care was instituted at Site 1. Providers at both Sitel and Site 2 completed
surveys describing their satisfaction with Collaborative Care.

Phase 4 - Analysis of Pilot Data

Working with consultation from primary care and behavioral health
providers, data from fragmented and collaborative care conditions were
analyzed.

Phase 5 - System-Wide Implementation

Upondetermination that the Collaborative Care process achieved signifi-
cant measurable positive results; leadership approved the implementation of
the process at 16 other medical clinicsites. Collaborative Care isnow in place
in 18 of our organization’s 30 sites.

Central to the implementation of Collaborative Care is the development
of a team culture. Long-term training and education among providers is
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criticalto the process, sostructured forums to facilitate communication were
developed andimplemented. Thus, monthly Collaborative Care Forums were
initiated (see timeline) for the participating primary care physicians who
received feedback about their patients from theirbehavioral health colleagues.
During these meetings, clinical case studies are reviewed and discussed
among all of the participating providers, providing mutual education about
clinical issues and creating a foundation for a culture that encourages
transdisciplinary problem solving.
Examples of Forum topics include:

FromFragmentation toCollaborative Care

Somatization Disorders

Detection of Depression in Primary Care

Treatment of Depression in Primary Care; including
guidelines for antidepressants

Adult Attention Deficit Hyperactivity Disorder

Pervasive Developmental Disorder

Battered Persons, Victims, Adult Abuse

Personality Disorders

Chemical Dependency

The Collaborative Care Forum continues to be used as the major tool for
developing collaborative careservice as a core competency for our providers.
It is used throughout our organization.

CoLLABORATIVE CARE EVALUATION
Measures

The Collaborative Care Projectutilized four measurement tools-the SF-36
and three surveys:

The SF-36 (Short Form 36) is a standardized instrument
designed tomeasure a patient’s functional status. Of
particularinterest to ourstudy are the Mental Health
and Physical Functioning scales.

A Service Satisfaction Questionnaire was designed by
evaluators and providers to provide fast feedback
about whether the collaborative care system was,
indeed, meeting patient needs.
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A Stress Intervention Survey was designed to help us
understand the perceived need for counseling
services among patients utilizing primary care. It
also measures satisfaction with behavioral health
services and overall satisfaction with the medical
group.

Providersfillingoutabrief Provider Satisfaction Survey
evaluated howwell Collaborative Care was working
and what impact it had on their practice.

Procedures

Using these tools, we collected information in three related studies: a) the
Collaborative Care Pilot; b) patient satisfaction with the collaborative care
system; c) provider satisfaction with the collaborative care system. The
methodology for each are described next.

Collaborative Care Pilot

A sample consisting of 666 consecutive patients presenting for treatment
at both sites during the months of January and February 1997 under Frag-
mented Care were compared to a sample of 463 patients presenting in
September and October of that year. The sample represents 87% of all patients
seen by specified providers over the targeted time of data collection.

Primary care physicians were contacted to participate inan on-site health
status survey of their patients. After a particular provider agreed to partici-
pate, patientsmakinga primary care appointment were mailed asurvey with
aletter thatrequested that they bring the completed survey with them to the
clinic. The survey consisted of the SF-36 and the Stress Intervention Survey.

Patients were informed that the survey was part of a pilot program that
involved providing additional information to the primary care provider at the
time of the visit. The completed survey data was entered into the computerat
the time of the appointment; a report was generated for the primary care
provider prior to the time that the patient was seen. In those few instances
where the patient was late and the report could not be provided before the
patientwas seen, the report was given to the primary care provider after the
visit.
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Six months after initial data collection, patients were mailed follow-up
surveys. Telephone calls were made to encourage patients to return the
surveys. Surveys were mailed again to persons who did not make an initial
return, but who were willing to fill the survey out later. Patients who did not
returnasurvey were contacted only once after the mailing; patients who could
not be contacted by telephone were mailed a second survey.

The electronic medical records of those individuals participating in the
survey were examined for provider practices related to Collaborative Care.
The records were reviewed for notes made one year prior to the date of the
survey, and two months after the survey had been completed. The following
information was collected from the record:

Patients were identified as being in distress by medical
record noteif mention was made that the patient was
under stress, was anxious, or depressed.

All mention of referrals to behavioral health was noted.

All mention that the patient was already in behavioral
health treatment was noted.

All prescription of psychotropic medications by the
primary care provider was noted.

Administrative data were collected for all visits tomedical group and all
referrals made for the period of one year before the survey to two years later.
Using Access, the encounter level data was aggregated by patient, then
aggregated by quarter, such that the last day of the fourth quarter began with
date of health status survey. The data were exported into SPSS for statistical
analysis.

As the project progressed, the participating primary care physicians
received feedback about their patients in the structured Collaborative Care
Forums. During these meetings, clinical case studies were reviewed and
discussed among all of the participating medical and behavioral health
providers, providing on-going education to the providers.

Collaborative Care Patient Satisfaction

Starting in April 1997, 105 consecutive patients who were seen by
behavioralhealth providersin the collaborative care setting were asked by the
provider to fill out the Service Satisfaction Questionnaire. The request was
made at the end of the first session. Eighty-seven percent of these patients
complied with this request.
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Patients were told that the survey was anonymous, and that it would be
used toevaluate whetherhavinga counselor onsite (rather thanatadesignate
behavioralhealth site) was useful to the patients. Patients were free to decline,
although few did. Clinicians did not make this request of patients who were
distraught or of those whose clinical care might in any way be jeopardized.
The data was entered into the Statistical Program for Social Sciences (SPSS)
and analyzed.

Provider Satisfaction

The 16 providers atboth sites completed an anonymous survey after the
implementation of the Collaborative Care program. The survey requested
information about how the providers responded to Collaborative Care. The
survey data were entered in SPSS and analyzed.

Summary of Findings
Outcomes and Response to Outcomes

The Collaborative Care Project had significant impact on primary care
and behavioral health provider practices, in that more patients were correctly
identified, more patients were treated and communication between behav-
ioral health and primary care providers improved.

Assignificant number of primary care patients report emotional distress.
One-third of primary care patients scored 45 or below on the SF-36 Mental
Health scale. These individuals were more likely to report having a chronic
illness such as arthritis or diabetes, were less educated, were more likely to
havebeen out of work, were more likely toreport thatstress playsarolein their
illness, and wereless likely tobe satisfied with HealthCare Partners services.

Under fragmented care, emotional distress predicts high utilization and
medical costs. After controlling for the Physical Functioning scale of the SF-
36, the Mental Health scale predicted high health care utilization and costs.

Primary care physicians tended not to recognize, document, or address
issues involving emotional distress under fragmented care. Discussions with
physicians providing care under a fragmented system revealed reluctance to
address emotional distress that wasrelated to: 1) alack of information about
how to discuss emotional issues and how to make a referral to Behavioral
Health withoutjeopardizing the relationship with the patient; 2) an inability
to envision how things might improve for patients in high-stress situations;
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and 3) alack of recognition of how such information might be useful to other
providers treating the patient.

Access to behavioral health services is poor under Fragmented Care. Even
when psycho-social needs were recognized and patients were referred to
counseling, patients did not access behavioral health services under Frag-
mented Care. (SeeFigure#3.) Aboutone quarter of those referred everaccessed
our behavioral health services.

A highnumber of patients report stress plays a role in their illness. We were
surprised that almost 40% of the patients in our study perceived that stress
played somewhat of a role in their illness. (See Figure #4.)

Improvement in the identification of distress under collaborative care.
Under Collaborative Care, primary care physicians identified and were more
ready to document distress. The increased documentation seems related to
improved understanding of the range of Behavioral Health interventions
available as well as the importance of sharing this clinically relevant
information.

Improvement in treatment practices under Collaborative Care. Under
Collaborative Care, medical recordsreflected an increased willingness on the
partof the primary care provider torecommend behavioral health services or
pharmacotherapy to their patients in distress.

Improving behavioral health access through the‘hallway handoff.” Under
Fragmented Care, about one quarter of the few patientsreferred tobehavioral
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healthwasactually seenin the Behavioral Health Department. Initially, under
Collaborative Care, about 80% of patients who were “handed off” by the
primary care physician to the behavioral health specialist on site were
actually seen by thebehavioralhealth clinician. At the beginning of the study,
patients were seen almostimmediately by the clinician, or were able to quickly
make anappointment due to the ready availability of administrative staff. As
the behavioral health clinician’s time became filled with appointments, and
asadministrative staffbecamemorebusy with other work, patients weremore
likely to have to call to make an appointment. With this delay, about 50% of
patients with a behavioral health recommendations were seen by BH clini-
cians. From this experience, we learned that immediacy of contact with
administrativestaffand/or the clinicians at the primary caresiteis critical to
providing access to care for the distressed patient.

Improved treatment rate in the target population. The proportion of the
target population (those with emotional distress as reflected by low Mental
Health scores) seen in behavioral health in the six month period after the
reference visit significantly increased from 13% under Fragmented Care to
27% under Collaborative Care. Current treatment rates are expected to be
highersinceimprovementsinadministrative systems involving support staff
havebeenimplemented.

Increase in the number of collaborative conversations. Primary care
providers reported an increase in the number of collaborative conversations
under the collaborative care system. This is an important change in practice
because Collaborative Care works to foster increased sensitivity and skill
related to psychosocialissues for primary care providers. Atthe same time, the
program works to foster increased knowledge and sensitivity to medical
issues forbehavioral health providers. Thus, even though patients may never
be seen directly by a behavioral health provider, they will still received
improved care.

Improved clinical outcomes under Collaborative Care. Under Collabora-
tive Care, a higher proportion of patients improved, moving from distressed
status to no longer in distress. Of the patients who scored below 45 on the
mental healthscale, only 38% under Fragmented Care improved, while 57%
improved under Collaborative Care (See Figure #5).

Decreased medical utilization under Collaborative Care for patients
reporting low mental health scores. In the groupo of distressed patients with
initial mental health scoresbelow 45, Collaborative Care was associated with
decreased primary care visits and fewer referrals to medical specialists when
compared to Fragmented Care. After the reference visit, overall utilization in
primary care dropped markedly and significantly under the collaborative
caremodel.
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Thereductionin primary care visits can be expected todrive decreasesin
overall visits because primary care is the gatekeeper for all specialty care.
Appropriate careat the primary care site can be expected to decrease all other
visits because further help seeking beyond primary care arena is no longer
needed.

Under the fragmented care condition, analyses show increasing trends
forreferralsmade tospecialists outside of our organization after the reference
visit. Incontrast, under the collaborative care condition, there was a decreas-
ing trend for these referrals. This result supports the notion that Collaborative
Careis helping our providers meet patient needs more effectively, utilizing
medical resources within our organization.

High patient satisfaction with Collaborative Care. Patients reported high
satisfaction with the collaborative care system (See Figure #6).

High provider satisfaction with Collaborative Care. Providers reporthigh
satisfaction under Collaborative Carerelated to their ability tobetter meet the
needs of their patients (See Figure #7).

This pilot of Collaborative Care has been extremely successful. It has
identified problems in health care delivery under Fragmented Care, has
demonstrated improvements in quality of care, provider satisfaction, and
patient satisfaction, and has shown evidence of utilization reduction that
should result in decreased costs to the organization. Most importantly, the
programhas developed abasis for knowledgeinagroup of skilled providers
that can be disseminated throughout the organization as a core competency.
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We believe that Collaborative Care, along with other clinical innovations, is
successfully differentiating our organization from its competition, even al-
lowing us to attain national recognition for foresight in improving patient
care. We believe that the model of care we are developing can be implemented
inany size medical organization, that it canbe transported from one part of an
organization to another, thatit can be sustained and that it will reduce the total
cost of health care delivery.

Discussion

Mosthealthcare providers were trained inan old paradigm that prepared
them to treat major mental illness or amajor medical illness focusing on either
severe psychiatric needs on one hand, or severe medical needs on the other.
The emphasis was to master technology, and patients were treated as if they
had discrete medical or psychiatric illnesses. Under Collaborative Care,
providers treat patients in a setting that addresses human vulnerability to
both medical and behavioral concerns. In addition to treating individuals
with readily identifiable physiological disorders (and related psychosocial
issues), thenew paradigmaddresses the needs of the 60-85% of patients who
have no organic illness but who seek medical help.

Inour work, wehavelearned
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ion, wereamenable and responsive to treatment. These patientsdonotusually
access behavioral health services under a fragmented care system, due to
distance to the clinic and to the fact that the emotional distress is not great
enough to overcome reluctance to share concerns to unknown providers.
Because of co-locationand the “hallway handoff,” Collaborative Carerepre-
sents areal solution to the problem of caring for these patients, who are usually
dissatisfied with the quality of their care.

Under Collaborative Care, medical providers are able to expand their
detection of undiagnosed and untreated patients with depression, anxiety,
and somatization. And, patients seen by behavioral health counselors are
better supported in their compliance with medical treatment plans. Thus,
Collaborative Care increases quality of care and reduces the number of
unnecessary outside medical referrals, primary care encounters, and related
services.

Asweplanforthe future development of Collaborative Care, werecognize
that clinicians must pay special attention to the steps necessary to change
primary care and behavioral health patterns of practice. Investment in edu-
cating the providers themselves is needed in order to develop practices that
allow colleagues towork together in real time on real time patient problems,
planning together, and combining skills for appropriate assessment and
intervention. Understanding how primary care patients differ from patients
who would ordinarily access care through behavioral health clinics needs to
be developed further. There is a need for innovation in treatment for this
population. Group medical treatments and short-term intervention for se-
niors are other promising options that can be implemented in our organiza-
tion.

Experience with Collaborative Care has shown that there is also a need
for abetter system of administration; a need for training of receptionists and
medical assistants; a need for theinclusion and integration of clinical records
to facilitate timely sharing of information among providers; and aneed fora
more effective system to measure and analyze costs to the organization.

Asaleaderin the development of Collaborative Care, we believe thatour
organizationhasamarketadvantage. Future plans include further extension
and implementation of Collaborative Care throughout our company. Another
innovation currently underway isincreasing the use of group treatments. We
are planning to increase the number of brief, focused psychotherapy groups
and add a number of psychoeducational groups to treat special patient
populations. We will also profit by aligning ourselves with agencies such as
thenewly formed University Alliance for Behavioral Care and The Collabo-
rative Care Task Force of the California Association of Physicians Organiza-
tions to continue research butmore the developmentof Collaborative Carein
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discussion with several agencies thathave expressed interest insuch partner-
ships.

Achieving the Medical Cost Offset

Don Berwick of the Health Care Improvement Institute offered important
guidance for those of us invested in the redesign of the health care delivery
system. Hewrites:

“Without a clear focus on the needs and experiences of
individual patients, much of the financial and structural
reorganization now rampant in health care will be un-
likely toyield improvements that matter to the patients we
serve. Aswechange thesystemof care, five principles can
help guide ourinvestment of energy:

1. Focus on integrating experiences, not just structures.

2. Learn to use measurement for improvement, not for
judgment.

3.Develop better ways to learn from each other, notjust
to discover best practices.

4. Reduce total costs, not just local costs.

5. "Compete against disease, not against each other”
(Berwick, p. 839).

This statement summarizes well the focus of our work in ourredesign at
HealthCare Partners. Itis in this way, we believe that our delivery system will
remain both clinically viable and financially sound.

Themedical cost offset phenomena, says William Glazer “is an example
of how cost savings and improved treatment can occur concurrently. It
represents thebest aspect of the managed caremovement” (Glazer, 1992, p.20).
He says the “offset occurs when the appropriate and effective treatment of
psychological distress reduces the total health care costs for the individual,
the family, the payer and the managed care organization. (Glazer, 1992, p.20).
We believe that integrated primary care and behavioral health services
represent an excellent opportunity to improve quality of patient care in a
medical environment that has become increasingly financially restricted.

Three criteria have to be met before medical groups can profit from the
offset:
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1.Collaborative Careis in place and delivered preferably
in the primary care medical setting.

2.Behavioral treatment is targeted on disease states and
is delivered from a brief focused psychotherapy
philosophy. Most of the therapy to be delivered in
time limited and psychoeducational groups.

3.Thattheclinical, operational, and financial systemsbe
integrated so that there is bottom up and top down
involvement supportand accountability.

Continuing as a ‘““Learning Organization”

We began this writing by outlining the philosophy of a team-based,
integrated culture involving all elements of the health care system. As this
philosophy has been implemented, several things came forward that we
believe are important to impart to the readers. First, we learned that our
patients know whatit is they need when they come for health care. Over 40%
asindicated in the earlier writing knew thatstress was animportant factorin
theirillness. Asweattend to thosestress factors, we not only give satisfaction
to the patient, but we go away as providers feeling that we have made afull,
true, and complete contribution to those who come to us for help.

We learned that even in this time of dramatic and tumultuous change in
health care, whenbehavioral health providersand primary care providers are
placed ina learning environment that fosters exploration of new alternatives

Figure8

The development of Collaborative Care.
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for the sake of the patients to whom they are committed, these providers are
able to change deeply entrenched treatment practices.

We learned that no matter what new treatment protocols and practice
guidelines are presented for appropriate treatment, that alearning environ-
ment has to be in place before new practices will be realized.

We learned that no matter how carefully we work to make fragmented
systems of delivery effective, very few patients whoarereferred tobehavioral
health ever reach the destination forservice. In the collaborative care environ-
ment, weare able to provide care to the majority of patientsneeding assistance.

Welearned thatby carefully disciplining ourselves as health careleaders,
and by refusing tosuccumb to the temptation tobelostin outmoded systems
of care, that we can bridge the chasm between mind and body medicine and
that willkeep us moving from fragmentation to collaboration. In Figure 8 we
haveoutlined thesteps required tomove to thenew system of delivery, orhow
tomove from, what we call, Fragmentation City to Collaboration Land.

REFERENCES

Berwick, D. M. (1996). Quality comes home. Annals of Internal Medicine, 125, 830-843.

Blacker, C. V.R., & Clare, A. W. (1987). Depressive disorder in primary care. British
Journal of Psychiatry, 150, 737-751.

Carney, R. M,, Rich, M. W,, Freedland, K. E., Saini, J., TeVelde, A., Simeone, C., &
Clarke, K. (1988). Major depressive disorder predicts cardiac events in patients
with coronary artery disease. Psychosomatic Medicine, 50, 627-633.

Friedman, H. S., & Booth-Kewley, 5. (1987). The “disease prone” personality”: A
meta-analytic view of the construct. American Psychologist, 42(6), 539-555.
Goetzel, R. Z., Anderson, D. R., Whitmer, R. W., Ozminkowski, R.J., Dunn, R. L., &
Wasserman, J. (1998). The relationship between modifiable health risks and
health care expenditures. Journal of Environmental and Occupational Medicine,

40(10), 1-12.

Katon, W. (1982). Depression: Somatic symptoms and medical disorders in primary
care. Comprehensive Psychiatry, 23(3), 274-287.

Kroenke, K., & Mangelsdorff, A. D. (1989). Common symptoms in ambulatory care:
Incidence, evaluation, therapy, and outcome. American Journal of Medicine, 86,
262-5.

Nielson, A. C., & Williams, T. A. (1980). Depression in ambulatory medical patients.
Archives of General Psychiatry, 37, 999-1004.

Perez-Stable, E.]., Miranda, J., Munoz, R. F,, & Ying, Y. (1990). Depression in medical
outpatients: Under recognition and misdiagnosis. Archives of Internal Medicine,
150, 1083-1088.

Senge, P. (1990). The Fifth Discipline. New York: Doubleday Press.



120 Slay, McLeod, and Johnson

Slay,J. D.,Jr., & Glazer, W. H. (1995). Best practices: ‘Carving in’ and keeping inmental
health care in the managed care setting. Psychiatric Services, 46(11), 1119.
VandenBos, G., & DeLeon, P. (1984). The use of psychotherapy to improve physical

health. Psychotherapy, 25(3), 335-343.

Wells, K. B., Golding, J. M., & Burnham, M. A. (1988). Psychiatric disorderinasample
of the general population withand without chronicmedical conditions. American
Journal of Psychiatry, 145, 976-981.

Wells, K. B., Stewart, A., & Hays, R. D. (1989). The functioning and well-being of
depressed patients: Results from the medical outcome study. Journal of the
American Medical Association, 262, 914-919.

Wickramasekera, I. (1989). Somatizers, the health care system, and collapsing the
psychological distance that the somatizer has to travel for help. Professional
Psychology: Research and Practice, 29(2), 105-111.



Discussion of Slay, McLeod, and Johnson 121

Discussion of Slay, McLeod, and Johnson:

Collaborative Care Evaluation:
Report to Healthcare Partners

Martin E. Gutride, Ph.D.
Reno, Nevada

This review has been written by a Licensed Psychologist whose 32 year
professional career has primarily involved clinical work. He hasbeen in full
time private practice for the last 15 years. Prior to that he had approximately
five years experience as Director of two inpatient psychiatric facilities, and
twelve years of experience working with severely mentally ill institutional-
ized patientsin state facilities. More than 50% of the reviewer s current clinical
workis withmedically hospitalized patientsin areahospitals. This, of course,
involves close collaborative relationships with physician and other health
care provider colleagues. It is therefore with great interest that the reviewer
undertook this critique of McLeod et al's chapter.

There can certainly be little question that the work of McLeod et al is the
type of undertaking which will be necessary to promote a, major change in
our current health care delivery system. Nicholas Cummings, Ph.D. (1995)
first identified integrated health care as a long overdue correction to our
currentfragmented system which primarily reflects the mind /body dualism
formulated by Renee Descartes centuries ago.

This dualism has been a significant factor in the success of our now
“industrialized” managed care approach to health care. Managed care was
able to carve outbehavioral health from physicalhealth followed by decimat-
ing behavioral health benefits in order to save costs. Mind/body dualism
makes it easy to sell the notion that psychological problems are unrelated to
medical problems and perhaps just not as important. McLeod et al do an
excellent job in the initial pages of their chapter challenging this dualistic
notionand creating the rationale for carving back in. The mostexciting aspect
of their work, to this reviewer, is their demonstration of the benefits in
following a fundamental premise in health care: treatment of the whole

Integrated Behavioral Healthcare: Positioning Mental Health Practice with Medical/Surgical Practice
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person. Collaborative or Integrated care naturalistically responds to that
premise. It will be no easy task for our current health care system to move
toward the collaborative model. The authors allude to their efforts in this
regard in the section “Intervention.” Itseems to this reviewer that this section
should have been the first section of the chapter and significantly more
detailed. Practitioners reading this study would be extremely interested to
learn how potentially willing professionals from the various disciplines were
identified , pulled together, trained and otherwise encouraged to change
“business as usual”.

A different organization to the Chapter is part of amore general concern
as to “who is the intended audience?”.It appears that the authors may have
tried to write for a variety of audiences including practitioners, research
scientists, administrators, etc. While there are no intrinsic problemsin doing
so there must be significant attention paid regarding how material is orga-
nized and presented. Itis easy for one audience tobecomelost while reading
material which may be most interesting to another audience.

Since this chapter is an outgrowth of a research endeavor, the quality of
the research and its findings must certainly be addressed. “Field” research,
with all of its problems, is the type of research which ultimately will be
necessary to convince our society that collaborative care is the future of health
care. McLeod etalare tobe commended for bringing aresearch orientation to
“real world” changes. There are of course many “classical” research critiques
which canbe applied to this study but these will undoubtedly be addressed
by the author’s academic colleagues. This reviewer will focus on some of the
conclusions and statements made by McLeod et al which raise questions as
to the potential usefulness of this study in promoting meaningful change in
our health care delivery system.

McLeod et al. accurately reflect the thrust of future work and concerns
which must be addressed. The most important of these concerns from this
reviewer’s perspective, is the development of “a more effective system to
measure and analyze costs to the organization.” Managed health care in
today’s society too often overlooks concern for “whatis best” for the patient.
Itis primarily governed by Wall Street economics. McLeod etalhave demon-
strated with this initial study that collaborative health care clearly has the
potential for promoting human welfare in a way our current system could
neverachieve. Futurestudies must demonstrate thatit makes economicsense
to develop the collaborative approach or the status quo will prevail.
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DEFINITION OF DISEASE MANAGEMENT

The concept of disease management is quite youngand currently evolv-
ing. The two most common definition’s which seem to capture the essential
efforts around disease management are as follows:

Disease managementis asystematic approach designed
to minimize degenerative symptomatology in
patient’s suffering from chronic diseases requiring
significantlifestyle related accommodations.

Diseasemanagementisanintegrated systemof interven-
tions and assessments designed to optimize quality
of life, clinical and economic outcomes with specific
disease states.

The essential elements seem to include:

Targeted disease syndromes; most often chroniclifestyle
related syndromes

Organized approach tointervening; implies multi- disci-
plinary approach- physician, educator, pharmacy,
etc.
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Desired results that improve quality of patient life and
functioning; impliesless invasive orexpensive medi-
cal resources utilized.

The Need: Incidence and Impact of Chronic Illness

Traditionally, behavioral health treatment has been associated with
syndromes such as anxiety, depression and substance abuse, areas com-
monly fitting under theheadings of mental disorders. All the while the growth
and common deployment of technologies has been occurring in these areas
additional efforts have been underway in the traditional venue of physical
medicine.

Individuals suffering from chronic lifestyle related illnesses have much
to gainby receivingbehavioral technologies directed at helping them manage
theirsymptoms. Efforts toassistchangesin diet, lifestyle, activity, developing
habits of compliance on appropriate pharmacy dosing and cognitive restruc-
turing areall the domain of the behavioral technologies. Successful programs
impacting these necessary lifestyle modifications of people suffering chronic
debilitativeillnesses represent reduced symptomatology, decreased painand
suffering, increased functioning abilities, decreased work absences, fewer
hospitalizations and less overall medical expenses. It would seem everyone
would wish our medical interventions to strive for these goals.

Specificsyndromes representing the interface of requiring lifestyle changes
inorder tominimize symptomatology (orimprove quality of life) are the targets
for behavioral disease managementinitiatives. While a case can be made for
very broad applications of the technology this paper suggests focusingona
few, high incidence illnesses which directly benefit by disease management
efforts. Thesyndromes targeted are: adult onset diabetes, chronic obstructive
pulmonary disorders, hypertension and chronic pain conditions such as
arthritis.

A sense of the magnitude of disease management can be obtained by
comparing the monthly treatment costs of our target syndromes paid by
insurers:

$266  Hypertension
$491 Diabetes
$585 Asthma

This data is from a 1998 Price Waterhouse study. For comparison, the
average monthly commercial treatment cost for chronic behavioral health
disorders is $180.
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The magnitude of the problem is exemplified in the numbers:

Diabetes

While only slightly more than three per cent of the population are
diagnosed with diabetesitrepresents 14 per cent of allhealth care costs. Forty
per cent of that is estimated to be inpatient costs associated with difficulties
inlifestyle management. (Alsonote that the American Diabetes Association
estimates one person with diabetes undiagnosed for every one diagnosed.)

Chronic Obstructive Pulmonary Disorder (COPD)

Asthma and emphysema impact five per cent of the population and
represent ten per centof allhealth costs. Pediatricasthma difficulties represent
40 per cent of all pediatric inpatient admissions. Episode costs of care are
among the highest of all disorders and significantly need for inpatient careis
related to unstablelifestyle.

Pain

Pain related issues significantly impact the functioning (absenteeism,
disability) of twelve per cent of the population. Arthritis alone accounts for
twelve per cent of all office visits by the elderly.
Hypertension

Fifteen per cent of the population is diagnosed with hypertension. This
is the single most frequent diagnosis; over 27 million in 1996. Over fifty per cent
of peoplediagnosed are medically out of care within twelve months. Of those
in care, less than fifty per cent are following the medical plan as prescribed.

DPediatric Impulsivity and Depression

A syndrome the author adds to this list of chronic lifestyle related issues
is one thatimpacts pediatricians and family physicians ina worrisome way;
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attentiondeficitdisordersyndromes. The U.S.

Financial Impact of Chronicity Need:  Office for drug Enforcement notes that one in
People who use Medical Services . .. .. .

vs. Cost of Services sevenchildrenarereceiving prescriptionmedi-
L Medical cation for behavioral or psychiatric reasons.

ives edical 3
Covered Expenses Overseven per cent of latency age boys receive
5% 60% medication for attention deficit disorder alone.
e 3 Five per cent are medicated for depression. We

know the majority of children identified with
ADHD or depression will be treated for these
disorders formany years, i.e. theyare “chronic”
Reviewed medical claims. conditions. The most commeon stolen and ille-
From Value HealthSciences 8311y sold prescription drug is Ritalin. The
(1995). need for an organized supportive system to

educateand encourage appropriate utilization

Figurel

is obvious and strongly supported by pediatricians and family physicians.

Asurvey of HMO plans found four per cent of planmembers who utilized
care accounted for over thirty per cent of all health care costs (Terry, 1998).
COPD, diabetes, painand hypertension accounted for approximately half of
that total amount. Over 43 million Americans suffer from chronic lifestyle
related diseases.

According toFigure 1, five per centof all covered lives cost sixty per cent
of allexpenses paid for care. Clearly, targeting resources to assure maximum
success for this five per cent has the greatest potential for impact.

By comparison all mental and addictive disorders combined (over 300
diagnoses) resultin eight per centof the populationreceiving care in one year
and medical expenditures accounting for eight per cent of allhealthcare costs.

Current System: Pressures on Primary Care

We are at a point in healthcare where the funding is once again creating
(and limiting) what interventions are available.

The sad fact is funding systems, more than technology, have been the
impediment to behavioral interventions in physical medicine (and con-
versely, themotivator of growth of traditional mental health services). Biofeed-
back and self- control regimens have a long and rich tradition of providing
assistance to individuals with physical symptomatology. Biofeedback re-
ceives little or no reimbursement from major insurers. Similarly the use of
health educators or office assistants for skill building or medical compliance
regimens has received little financial support. The lack of support by insur-
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ance companies has resulted in little
broad application of the technology.
Most current disease management
initiatives are driven by HMOs or
pharmaceutical companieswhohave
direct financial benefits. Insurance
executivesacknowledge theneed and
eventheresults of existing programs,
butvoice concerns of “opening” fund-
ing categories for fear of being “ex-
ploited” by providers. Most major

Percent of HMOs with
Disease Management Programs

75% offer at least one disease management program
60% offer two to four programs

57% offer Asthma programs

50% offer Diabetes programs

50% offer High Risk pregnancy programs

23% offer Congestive Heart Failure programs

20% offer Breast Cancer programs

17% offer Depression programs

17% offer Cholesterol programs

15% offer HIV/AIDS programs

Figure2

coordinated disease management
programsare separately funded and
identified as exceptions by insurers
(SeeFigure2).

Capitation payments in managed care contracts change the traditional
incentives to providers. In traditional fee for service paymentsystems incen-
tives are placed on seeing the most expensive providers and procedures
possible (i.e. those with the largest profit margins). No financial incentives
exist for “curing” people- providers only get paid for seeing patients and get
paid more if the patients need more.

Capitation pays a fixed amount with minimal regard to how much care
is accessed. This has led to problems of undertreatment, i.e. “drive- by
deliveries”, etc. but it also encourages the patient’s health. Physicians have
afinancial stake in doing whatever makes people be as healthy as possible to
minimize their overall need for care.

The dominantmodel of managed careinvolves insurance plan members
accessing all care though a primary care physician. This “gatekeeper”
delivers basic care and “prescribes” specialty care as needed. Physician
groups are managing financial resources at their own financial risk. They
want the most cost- effective solutions, as they get to keep the savings.

Percent of HMO's and Disease Man-
agement programs available.

Acceptance of Disease Management

The acceptance of disease management in the era of managed careisbest
exemplified by the utilization of disease management programs by Health
Maintenance Organizations (HMOs).

HMGOs are taking the overall financial risk for delivering care to broad
populations. They want integrated systems that insure cost effectiveness.
They have embraced the concepts of disease management.
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Of282 HMOs, seventy five per cent offered at least one disease manage-
ment program. Sixty per cent offered disease management programs for up to
four conditions. The beneficiaries of programs offered are moderately to
severelyill planmembers.

Lovelace Health systems of Albuquerque, NMidentified thirty conditions
thataccounted for 80 per cent of their total costs. They targeted sixteen of those
as having significantly improved episodes with disease management pro-
grams:

Diabetes

Low back pain

Pediatric asthma

Birth episode

Breast cancer

Strokecare

Depression

Kneeinjuries

Chronic cardiac illnesses
Peptic ulcer disease
Congestive heart failure
Hysterectomy

Attention deficitdisorder
Hypertension

Adult asthma
Alzheimer’s disease

Consistently, disease management programs post from twenty- five to
forty per cent medical savings results. A list of sample results finds a boring
consistency in the decreased overallmedical savings of disease management
participants (see Padgett, 1997 for representative sampling of programs and
theirresults for awide diversity of syndromes). The results most often extend
beyond simple financial savings, for example; Value Health, in conjunction
with Eli Lilly has created a diabetes disease management program. Their site
patientimpact targets are:

50% reduction in lower extremity amputations
70% reduction in episodes of ketoacidosis
50% reduction in end- stage renal disease

60% reduction in diabetes related blindness
40% reduction in lost work days
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Ascanbeseen, significant financial savings accrue to such programs, but
additionally these results mean very impressive gains for a patient’s quality
of life.

Lifestyle Modification: Medical Non-Compliance

Physicianshavelongrecognized that theirrecommendations to patients
about changes in diet, activity and basic cognitive approaches to illnesses
have not resulted in much success though the years. Human nature just
doesn’t allow easy replacement of long- standing, well- practiced maladap-
tive habits with unfamiliar new behaviors just because someone suggests it
would be agood idea. Thirty years of research suggests medicalnon-compli-
ance rates for medication taking, diet and activity prescriptions exceed fifty
per cent across many diverse syndromes. For example, patients seen by
primary care doctors stop taking their antidepressant medication at a rate
exceedingsixty per cent withinsix months of initial prescription(Katonet.al.,
1992).

What We Know About Primary Care Need and Want

The American Medical Association abstracts medical practices in the
United States (AMA, 1999). We know the following about the over 250,000
independently practicing primary care physicians:

Timespent:

89% Office based

2% Other

9% Hospital based

2 house calls

7 nursing home visits per week

16 hospital visits per week

107 office visits per week

47 billed hours of care per week

9 uncompensated/ discounted services per week

How organized:

12% one partner
34% 3 or 4 partners
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36% practice solo

17% practice in settings with over 4

(AMA Survey does not count employee physicians,
which is around one third of total physicians.)

Why people see primary care physicians:

Respiratory issues (15%)*

Blood pressure/ hypertension (8%)*
Exams/ progress reports (3%)

Pain (2%)*

Skin related (2%)

Gastric (2%)

Cardiac (1%)

Ageimpacts visits significantly. What follows are most frequent reasons
people over 75 years old saw their physician:

Blood pressure (12%)*

Arthritis (12%)*

Respiratory (8%)*

Cardiac (5%)

Diabetes (4%)*

Gastric (2%)

Skin related (1%)

* = target syndromes of this paper.

Average visits to physician per person in a year:

2.8 visits per year

Primary Care Disposition of office visits:

72% prescribed medication

49% leave with return visit planned

29% referred for internal “counseling”

15% for diet

10% exercise counseling

4% cholesterol reduction

3% smoking cessation

5% referred to other physician

4% referred to other non-medical personnel
2% for physiotherapy
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2% for family/ personal- This is traditional referral out
for Mental Health!

<1% for alcohol/ drug counseling

<1% for family planning

Thirty per cent of office visits believed by PCPs to be “psychological” in
nature. The Medstat Group4, of Ann Arbor, Ml reviewed medical claims in
1995 and found the following;:

The most frequent outpatientbillings were for:

Allergic rhinitis

Essential hypertension*

Back disorders*

Respiratory symptoms*

Joint dislocations

Abdominal and pelvic symptoms
Neuroticdisorders*

Lipid disorders

The outpatient care episodes with the most expensive episode costs were:

Respiratory symptoms*
Abdominal and pelvic symptoms
Neurosis*

Back and disk disorders*
Hypertension*

* = target syndromes of this paper.

In 1997, Spectrum Health, Inc. of Bellevue, WA conducted asurvey with
Seattle area primary care physicians. Highlights include:

71% of office visits were for follow up to chronic
conditions.

Over 70% stated the preferred mode of treating chronic
pain would include lifestyle management.

Over 70% stated the preferred mode of treatment for
asthma would include lifestyle management.

Almost90% stated preferred mode for treating diabetes
would in cludelifestylemanagement.

Well over 80% stated the preferred mode for treating
hypertension would include lifestyle management.
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Less than 30% of the time in all follow- up visits were
patients suffering these disorders seen by anyone
other than a physician.

Over 70% did not offer lifestyle management services in
their practices

Relative to the use of physician extending personnel, Physicians wanted:

57% someone to process charts for them

43% someone to see chronic patients in prescribed
protocols

43% someone to process prescriptions.

43% someone to verify managed care benefits.

29% someone to process lab results.

21% someone to process referrals out of practice.

14% someone to help follow- up with patients.

86% would like toadd revenue to their practiceby provid-
inglifestyle managementservices.

60% stated internal revenue generation would result in
increased utilization.

Over80% wereinterested inaddinga “qualified health
educator and care coordinator” to their practice
(Yurdin, 1997).

Physician Extending

Anhour of primary care time costs an average of $196. The need for lower
costsolutions to service common issues is widely known. Patient education,
functional assessments, skill building, prompting, etc. can and are often
performed by “physician extenders”.

36% of all office-based care procedures performed were delivered by
physician extenders (Over 264,000,000 visits in US in 1996- AMA).

The use of physician extenders seems directly related tosize of settingand
amount of capitated payment in the revenue mix of the setting.

64% of physicians in staff model HMOs have physician extenders.
23% of physician groups contracting for risk have extenders.

16% of medical groups with no risk contracts have extenders.

6% of solo practitioners have extenders.

Opverall, 28% of PCPs employed extenders (Grandinetti, 1999).
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A Behavioral Model of Disease Management

As can be seen the demand from patient needs and physician desire is
strong to have an organized approach to assisting lifestyle modification to
accommodate minimizing the symptomatology of chronic illnesses. What
follows are the essential features of an organized approach embracing the best
findings of today’s behavioral technologies.

Business Model

What is proposed is a model where behavioral providers organize a
systematic approach that is offered as a contract to medical groups, in much
the same manner as many medical groups purchase medical laboratory
services or physical therapy.

The essential business exchanges are the behavioral health entity will
delivera trained health educator whowill performaset of services approved
by the physicians, document those services and report performance results of
those interventions in exchange for payment.

The value additions to the physician include state of the art information
about improving medical compliance and lifestyle accommodation to the
targetsyndromes.

This implies the health educator will document in the physicians medical
record; working as a practice extender to the physician.

The target practice for purchasing such a contract will probably have four
or more primary care physicians in a single location. This size will support
a full time presence for a “physician extender” (henceforth called a “health
educator”).

Make no mistake, the business model must directly attend to how con-
tracting for the services will either:

Make revenue for the practice,

Decrease expenses for the practice; or

Decrease financial risk for the practice (and therefore
decrease expenses).

Targeted Syndromes

The target syndromes that align themselves for a common approach
include:
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Adult onset diabetes

Attentiondeficitdisorder

Chronic obstructive pulmonary disorder (especially
asthma and emphysema)

Chronic pain (especially arthritis)

Depression

Hypertension

Note: a pediatric subset of ADHD, depression and pediatric asthma
bundle nicely to fit adequate demand for full time relevance to any multiple
pediatrician or mixed pediatric/ PCP practice.

The scope of offerings must bundle similar systemic approaches for at
least three syndromes to achieve impact worthy of contracting inan outpatient
practice. In an open full time medical practice it must be assumed that only
around twenty per cent of all easily identifiable eligible patients would be
referred to the onsite program. A significant volume mustbe available tocreate
the ongoing demand for the services.

Packaging

In order to train and assure consistency in application by the health
educatorsitis necessary tomake acommonsystem in which the processes and
resources have a common “look and feel” across syndromes. Intervention
protocols and patient education materials must be non- controversial and
subject toediting by the practitioners toreflect the standards of the physician.

Any inserted intervention mustbe compatible with the practice. Finding
an efficient way tocommunicate between the physician educator and physi-
cian is essential. Since we are proposing “selling” this model to physicians
abrief way toshow therelevance aswell as essential features of the “product”
are also essential. Written, editable materials are necessary. At least the
following materials should be available to the interested physician:

Indications for and contraindications for the disease
management program.

Intervention protocols for each syndrome.

Asetof “prescriptions” for each decision pointincare, i.e.
points where care significantly increases in inten-
sity.

Functional lifestyle assessments for each syndrome.

Patient education materials.

Health Educator training materials.
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While many interesting and potentially powerful findings areemerging
from the field of alternative medicine it is strongly recommended that all
materialsinitially presented reflect the least controversial aspects of attending
to the syndrome as possible. All necessary materials can be generated from
primary American Medical Association sources (J.A.M.A., New England
Journal of Medicine, etc.) or the major trade associations representing the
syndromes (American Diabetes Association, American Lung Association,
American Heart Association, etc.). Modifications reflecting the experience of
the physician or health educator can be modified into the interventions later
asjointly identified and agreed.

It is imperative that the health educator not surprise the physician by
saying or doing significant interventions without those being disclosed and
approved. The health educator works under the auspices of the physician-
they must be in sync with each other. (Also, it is important to note that
behavioral health professionals are stereotyped asliberals, “softand fuzzy”-
in order to overcome potential stereotypes it is wise to insure your materials
reflect science and a logical, linear approach to assisting the physician.)

Intervention Essentials

The essential services being sold reflect the major finding’s from research
on improving medical compliance, replacing maladaptive habits and adult
learning. The model for a potent behavioral intervention that emerges in-
cludes at least the following components:

Functional Assessment

Assessment tools need to exist for at least three separate purposes:

Initial lifestyle assessment. Questionnaires need to sample how diet,
activity, medication taking habits and current syndrome symptoms (fre-
quency and intensity) impact level of functioning. This provides structured
feedback about appropriateness for services as well as benchmarks for later
comparison.

Skill building assessment. As specificissues are identified performance
samples need to occur to chart progress toward (new) habit acquisition or to
identify behavior chains impeding progress.
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Evaluation/impact sampling. At pre-set times the results of the interven-
tion need to be globally sampled. This is both critical symptom and patient
perceptions of services monitoring. Frequency and intensity of key symptoms
along with perceptions about services received need to be taken to develop
population trends that can be reviewed to improve overall offerings.

Patient Education

Participants need reference material. The patient education materials
present basic information about the disease; major symptoms, course of
illness, common treatmentregimens and realisticexpectations forlife changes
with the progress of the illness.

Materials need to be very readable, charts and graphics increase interest.
Adulteducation material finds value in creating characters whoactas guides
orexamples through the entire episode of care, i.e. the materials are presented
with story- like anecdotes happening with common characters to make the
points or show applications of the material.

By design most patient education can be conducted in a group context. By
practice it is often not practical to wait for groups to form to begin care.

Skill Building

The essence of the intervention is building a new set of behaviors. That
may be:

Changing diet.

Changing schedule.

Increasing or changing activity or physical regimen.

Changing or creating reliable medication taking
routines.

Changinginternal self- talk about disease (or limitations,
etc.).

The diagnosis often immediately signals a need for significant changes
in a person’s life. In essence old habits must be stopped and new ones
developed; never an easy proposition. Replacementrequires understanding
theneed, knowing whatnew behavior you are todo, when you are to perform
itand then performing it reliably and often.

The milieu for maximizing change includes:
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Present the situation calling for new behavior.

Present the sequence of behaviors in which the behavior
toreplace occurs.

Present the new behavior toimplement.

Personalize the application.

Have participants determine when, where and how this
situation is applicable.

Practice the new behavior.

Perform sequence of behaviors in front of peer for
feedback and support.

Troubleshoot. Question ease and appropriateness of
intervention, vest “buy-in” from participants.

Plan “homework” when new behavior can be utilized.

Live life and practice.

Contact patient and prompt (remind, “nag”) support for
new behavior.

Debrief and reinforce steps at next meeting.

As with the patient education materials, readability, graphics, common
characters, etc. all help with written materials. Forimproved complianceitis
desirable if people leave each meeting with something concretely “in their
hands” to remind them of their commitment to new behaviors.

Ideally, all skill building activities can be performed in a group context.
Group feedback and publiccommitments increase veracity of new behaviors.

Prompting

People need support to develop new habits that are life changing. The
healtheducator creates aschedule for support. Calling to check onnew habit
development. Potentially coming for home visits to help people practice in
their realworld setting.

Phone calls canwork wonders. Akind word, areminder, joint strategizing
to overcome the inertia of change- all can improve outcomes.

Calls are planned and results are documented.

Care Coordination

Helping physicians attend to those aspects of health care which exist
outside the practice adds great value and potentially discovers major ways of
increasing compliance.
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The health educator summarizes all out of practice care the patient’s
receive. A briefreview canidentify patterns thathave improved ornegatively
impacted functioning. Other specialist's may have changed medications or
givensupportive care thatimpacted behavior; only by seeing these interven-
tions over time can results be identified.

Mutual Support Facilitation

Following assessment and skill building maintenance can be improved
significantly by having patient’s supporteach other. The technology around
mutual support groupsis available. The National Institute for Mental Health
has an excellent technical publication on establishing such systems. People
learn from each other and provide support that seems to promote growth.
Having a group of people alittle further along the “learning curve” that can
anticipate and provide encouragement for surmounting the trials associated
with inserting new behavior into a lifestyle provides a powerful addition to
the treatment paradigm. Groups most oftenhave been single disease focused.
That doesnotseem necessary and mixing can add an aspect of generalizability
to the situation that seems to help some people.

Groupsneed tobe ongoing. Use of dedicated helpers for people newly in
the group (a la “sponsors” or “guides”) can improve initial group meeting
attendance. Encouragement (or discouragement) of after hours contacts
between group members needs tobe openly determined. It willhappensoit’s
best to manage it.

Central Support/Account Management

Many practitioners have experienced the phenomenon of inserting a
junior clinician in a medical practice to have the clinician leave the practitio-
ners group to go in practice with the physician. To insure your central value
to the physician group there must be activities and resources of value that
occuronaregularbasis tying the physician to keeping a relationship with you.
Once a health educator and physician start working together working rela-
tionships become automatic. Their exists a need to have support, training,
materials updates and performance evaluations central apart from the prac-
tice.

Quality assurance functions require sampling the health educators
performance and documentation.
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Performanceupdates. Centrally maintaining updates on information, updat-
ing patienteducation, assessmentand treatment protocols is amajor value to
provide.

Regularly scheduled training and potentially providing on site training
or one time “clinic” services can go a long way to providing value to the
medical practice.

Semi-annual assessments of performance with displays of new materials
and troubleshooting of communications will increase direct communications
between the physician “client” and the “account manager” at the “home”
office.

Documentation

Progress notes mustbe written for all patient contacts. Because thebasis
for delivering the service is under the auspices of the physician’s practice,
documentation fits into the physician’s record.

Thebasis of the services are medical; not psychiatric. Medical records are
brief, terse and conform to the problem oriented medical records requirements
of the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO). Services are “prescribed” by the physician. Insurers and state
licensing requirements dictate whether or not the health educator can sign
alone or whether all notes must be co- signed or approved by the physician
(or contractsupervisor).

Thereimbursement aspects of service delivery must work for both fee- for-
serviceand capitationbilling. Ina capitated environmentdocumentationmay
be unique to the practice, (i.e. payers don’tdictate the standards). Ina fee- for-
service system documentation follows the requirements outlined in the
American Medical Association’s International Classification of Disease Ninth
Rewision (ICD-9) Year 2000.

Pricing

A simple system for pricing must exist to be attractive to the physician.
Most medical groups are not used to value purchasing. They are most
comfortable ‘buyingtime”, paying a fixed amount for procedures, like they are
paid.

In fee- for- service environments having the supplier receive a fixed per
centofrevenues collected isacommon payment method. Pure fee- for-service
payment environments are rare. Mixed capitation and fee- for- service pay-
ment is more common (Capitation payments are around one- third of the
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average physician’sincome.) Developing a pricing policy that works forboth
again supports a procedure pricing system.

Generally speaking pricing will peak out around seventy dollars per
hour, oralternatively, nomore than seventy per cent of allrevenues collected.
The point in both methods is that the physician’s practice must keep a
significant amount of revenues generated or they will simply replace your
service with one of their own withoutregard to the additional benefits your
services offer.

Personnel and Infrastructure

Therequirements for organizing aset of services suchas these include the
following:

Medical consultation. Youwillwant your protocols and patienteducation
materials reviewed by medical specialists in the areas of focus, e.g.
pulmonologist, cardiologist, endocrinologist, etc. The reviews can be of
completed work and are not ongoing as much as periodic.

The health educator role can be provided by mental health trained
personnel, nurses or educators with training. Experience has utilized a wide
diversity of personnel, the issues have more to do with scope of practice,
training and supervision. Since it is best to encourage practice within the
agreed tomaterials the functions arebest thought of as a technician’s activities
and in some ways that suggests lesser trained personnel.

Marketing

The utility of such services are quite clear to practicing physicians. The
ease with which physicians will organize such a role into their practices
depends in large part upon timing. Services demand and payment mix
determine a practice’s interests in such a provider. Your services must be
knownand theexchanges (contract performance and price) understood tobe
desirable.Successful venders mustbe known inmedical trade groupsand in
local practice areas to be viewed as credible and “worth the chance”. Physi-
cianswant tosee the materials and want to know with some sense of certainty
that the financial impacts are real.

Thereexists abright future for the application of behavioral technologies
in assisting people make personal adjustments to chronic, lifestyle related
diseases. Themodel presented hereisbutone that will definitely emerge with
increasing frequency over time in some form in primary care practices.
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Hopefully, this material will stimulate more development and opportunities
forimproving the lives of others.
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Discussion of Dyer:

Persuasion Criteria in the Business of Disease
Management and Behavioral Health
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Veterans Affairs Medical Center,
and,
The University of Nevada School of Medicine,
Reno, Nevada

Robert Dyer argues that disease management is an important area in
medicine, measured both by quality of life, and by direct measures of cost
savings.Inhis paper, he contends that disease managementmustbe marketed,
using a business model, to the medical establishment. One point worthy of
further elaboration is that though it makes logical sense why there needs to
be a serious marketing campaign, at the same time it is surprising. That is,
given the increasingly uncontested value in medicine of cost savings and
evidence based medical practices, one would think that there would need to
beverylittle “selling”, or persuading, indeed. One would want toassume that
the data of better clinical outcomes and lower overall financial costs would
speak for themselves, but apparently, they do not. In this paper, disease
management and Dyer’s proposed business model will be discussed. The
contingencies involved in persuading medical personnel to implement any
interventionsystem comingout of behavioral health will alsobe considered.

Dyer defines disease management as asystematicseries of interventions
designed to reduce the suffering experienced by people who have chronic
diseases, while also working to maximize the quality of life of these same
people. Clinical and economic outcomes are also data of interest when
assessing the efficacy of interventions related to disease management. Dyer
pointsoutthatin the past,behavioralhealth hasbeen focused on the treatment
of “mental health disorders” (anxiety, depression, and substance abuse), and
noton providing specific technologies designed exclusively for the manage-
ment of particular symptoms and lifestyle modifications. He argues that the
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continued development of behavioral health technologies focused on specific
lifestylebehaviors related tospecific diseases are going tobe animportant, and
hopefully an increasingly efficacious component of behavioral health in the
future.

Dyer then goes on to discuss the specific disease entities of hypertension,
diabetes and asthma. He details the huge costs of treating people with these
illnesses, and suggests that large portions of these costs are related to the
problematic lifestyles of those with the disease. Essentially, the statistics he
presents overwhelmingly endorse the cost-savings that could be obtained
werebehavioralhealth interventions tobe effectively implemented in some of
these specific areas of medicine.

A problem inherent in Dyer’s analysis is that though disease manage-
ment programshave greatdatatosupporttheiruse, theyarenotbeing adopted
to the degree one would expect. That is, if the cost savings and improved
clinical outcomes generated by behavioral health interventions arebelieved,
and if these cost savings are “the bottom line”, then why are these programs
not offered pervasively throughout the medical system?

Dyerindicates that disease management programs consistently post from
25-40% medical savings—in addition to significant improvements in the
quality of life of the patients who participate. In a survey conducted in 1997
by Spectrum Health (Yurdin, 1997, as cited by Dyer in this volume), one fact
that remains both very troubling and challenging and that is that over 70%
of primary care physicians surveyed did not offer any lifestyle management
services in their practices, though 86% said that they would like to. Based upon
this apparent desire of primary care physicians to utilize behavioral health
care providers, Dyer then proposes a business model in which behavioral
providers contract with medical groups and provide specific interventions
focused on specific disease entities.

Dyer’s analysis makes logical sense, howeveritis problematicatseveral
levels. First, there has been many years of empirical work inbehavioral health
care which has focused on the cost-offset of behavioral healthinterventions,
and arecent meta-analysis puts cost offset at about 20% (Chiles, Lamberg &
Hatch, 1999). It seems that these data are really very consistent, and that
behavioral health interventions consistently reduce unnecessary medical
utilization and costs. It is also known that these costs are more difficult to
demonstrate inthelastdecade given the increasing hold of managed careand
overall cost-saving measures (Otto, 1999). Nonetheless, the data from this
literature, which focuses mostly on unspecified behavioral health care inter-
ventions applied to a wide range of physical medicine conditions, has been
very convincing to those of us interested in behavioral health. However, it
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appears thateven the most compelling data may not provide impetus for the
implementation of agivenintervention.

In medicine, some factions resist or certainly are not embracing what
behavioral healthinterventions have to offer. Fischer (1999) a recent editor of
The Journal of Family Practice, notes that while he recommends that physi-
cians remain academically oriented, he resists single disease focused pro-
grams that are overly standardized. He states “I worry about attempts to
standardize health care, because a good physician is an expert at individu-
alizing care”. He also notes that “The therapeutic relationship is your most
effective tool, and itcannotbe studied with double-blind placebo-controlled
clinical trials”. These comments certainly illustrate some difficulties with
physician acceptance of codified behavioral health care programs.

Poses (1999) argues that physician behavior is resistant to change. He
offers as an example, how in the 1980’s physicians used empiric antibiotic
therapy for patients with pharyngitis more than needed given the underlying
prevalence of streptococcal infection. These physicians tended to use the
antibioticbecause theybelieved streptococcal infection tobe present, though
therate of this infection was in fact overestimated. Interventions designed to
improve diagnosticjudgements did in factimprove these diagnosticjudge-
ments, buthad noeffect ontreatmentdecisions. Thisillustrates the point that
effective interventions were not relevant in decision making. Poses further
arguesthat physicians tend tomake decisions based upon outcome probabili-
ties, rather than using formal decision analysis. They also tend to use the
“availability heuristic”, in which one uses recollections of cases with similar
features to guide decisionmaking, and that the cases usually recalled are those
cases that are unusual. This heuristic certainly flies in the face of protocols
based upon the average response to treatment.

Physicians are also deluged by tactics from the pharmaceutical compa-
nies. Of late, drug manufacturers are marketing directly to the consumer, and
consumers are now coming to their doctors and are asking for specific
prescriptions. Bell, Wilkes, & Kravitz (1999) found that this “direct to con-
sumer” advertising, which cost 1.8 billion dollars in 1998, is favorably
evaluated by consumers. Physicians arenow faced with their patientsleaving
disappointedif they are denied arequested prescription and many may seek
the prescription from another provider. So protocols that may be indicated
given empirical evidence may lose when the physicianhasa patient persuad-
ing him or her to provide a drug that the TV says is state of the art.

Dyer focuses on the power of behavioral health in the management of
diabetes, and presents data thatsupport his contention. However, in arecent
paper on diabetes management (Helseth, Susman, Crabtree, & O’Connor
(1999), not one physician in the study has a system in place in their office to
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support patientadherence. Nophysicians in the study mentioned implemen-
tation of any behavioral health strategies that are known to be efficacious.

Similarly, Smyth, Stone, Hurewitz & Kaell (1999) conducted an empirical
study in which asthma and rheumatoid arthritis patients had clinically
relevant changes in health status when they received an intervention that
required them to write about the most stressful experience they had ever
experience. Spiegel (1999) comments on the study saying if a medication
produced the effects found with the writing exercise, the medication would
be in widespread use very quickly. This is because there is an industry that
would promote it and that physicians believe they understand the mecha-
nisms of action in a medication while the mechanisms of action of a psycho-
social intervention are mysterious. He laments the weakness of data when
pitted against the pharmaceutical industry.

While Dyer argues his case from an elegant, databased, perspective, the
questionstill remains: whois tobe persuaded and how is this tobe achieved?
It seems that the culture of medicine is difficult to change once the physician
is in practice. Disciplines seem to like to remain intact and they don’t
necessarily like to refer out. Evenin psychology, as evidenced by the debate
around prescription privileges, discipline issues do battle with economic
contingencies. It may be that the most hope for changing medical practices
may be in influencing the educational practices of medical schools. Poses
(1999) notes that one effectiveway tochange physicianbehavioris to give them
coursework instatisticsand in the principles of reasoning. Perhaps coursework
of this sort must accompany or set the stage for the introduction of behavioral
health systems to physicians.

In any case, behavioral health care must focuses on how to persuade the
medical establishment to use the interventions developed. Product develop-
mentmustbesensitivenotonly to clinical outcome and cost savings, but must
alsobeuser friendly to physicians and must appeal to the culture of medicine.
Changing the behavior of the physician and the medical system is as impor-
tantas developinginterventions tochange the behavior of the patient seeking
health care. Behavioral scientists must learn to produce data that are persua-
sive tomedical systems and these datamay be different from whatis persua-
sive to a behavioral scientist.
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The dawning of the 21* century is a challenging time for behavioral
healthcare. If benefit purchasing patterns are indicative, behavioral health-
careis perceived asacommodity and its services are being priced accordingly.
Atnotimehasitbeen moreimportant to demonstrate with objective data the
value of our services and to differentiate those services to purchasers and
consumers on the basis of quality—indeed, itis a necessity for survival. And
yet, it is difficult for many to afford the resources to do. Funding and
reimbursement cutbacks continue. Recent massive consolidation resulted in
downsizing for the larger organizations and in a sense of disempowerment
for smaller organizations and individual clinicians. None would argue
against the value of quality management initiatives but, as the saying goes,
whenyou'reup toyourneckinalligators, its difficult to think of how to drain
the swamp.

This chapter focuses on the practical and policy challenges of account-
ability for quality services in thebehavioral healthcare field and industry. The
chapter begins with a review of industrialization and recent consolidation
developments, and examines their implications for accountability and qual-
ity of care. This is followed with a brief overview of differing approaches to
quality management and then a more in-depth examination of performance
measurement and report cards, including findings from a research study.
Next steps are suggested for the behavioral healthcare industry to take for
advancing the use of performance measurement for accountability and for
enhanced valuation of behavioral healthcare services.

THE IMPLICATIONS OF INDUSTRIALIZATION FOR QUALITY OF CARE

Quality management does notexistina vacuum;its focusis guided by the
context within which it operates. For behavioral healthcare, that context has
changed radically in the past fifteen years. Following is a brief review of key



Accountability for Quality in the Real World 151

changes and the controversial issues regarding quality care they have pro-
voked.

From Inflationary Costs to Commodity Pricing

The economic issues behavioral healthcare confronts at the close of the
20th century are much different than thoseit faced fifteen years ago. Spiraling
inflation of health care expenditures, seemingly out of control, had become a
national issue in the 1980s. The adoption of cost containment methods such
as those that characterize managed care were just beginning,.

Behavioral healthcare was among the more vulnerable targets for cost
containment and rate reductions. Managed behavioral healthcare organiza-
tions (MBHOs) not only contained costs through effective managed care
methods, butalsoby underbidding each other inascramble for marketshare
(Cummings, 1998). Employers inboth publicand private sectors encouraged
the bidding war. Over the past fifteen years, behavioral healthcare lost
approximately half of its percentage of the health care dollar expended
annually (Hay Group, 1999). Few would argue thatreductionshave removed
excess fatonly and not cutinto thebone of quality care. In fact, many fear that
zealous cost containment reduced behavioral healthcare to the economic
status of acommodity (Bartlett, 1998).

From Benefit Maximization to Cost Containment

The financial incentives within behavioral healthcare organizations
have also changed dramatically. In the 1980s, insuring organizations were
much more distinct from provider organizations, and the two types of
organizations each had quite different financial incentives.

Insurers did not track or managed treatment patterns closely, and for
generating profits they relied primarily upon their investments of health
insurance premium revenues in stock and real estate. When their actuaries
underestimated treatment utilization and consequent claims to be paid fora
given year, insurers would simply raise their premium rates with relative
impunity the following year. They had little or no incentive to manage care.

Treatment provider organizations and individual practitioners maxi-
mized their own revenues by the type, frequency and duration of treatment
they provided. The financial incentive was to generate more expenditures on
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treatment. Unnecessary psychiatric hospitalizations were the most costly
excess in that system.

Increasingly, thelinebetween insurer and treatment provider blurs. Many
behavioral healthcare organizations now combine treatment delivery, care
managementand insurer functions. The conflicting incentives of insurer and
provider are brought into much closer alignment. As costs become more
contained, public concerns about compromises in quality of care increase, and
so correspondingly does the need for credible quality management.

From Fragmented Treatment Services to Coordinated Systems of Care

The fragmented cottage industry of small, separate treatment organiza-
tions and individual clinical practices began to disappear in the late 1980s.
Many of the same treatment delivery elements of that cottage industry remain,
but they arenow organized intolarge systems of care. They sharein common,
to varying degrees, centralized provider contracting, referrals, and prior
authorization of specific treatment plans. These systems create new opportu-
nities for the tracking and coordination of care, and consequently for account-
ability, that were not possible before.

The industrialization of behavioral healthcare brought tremendous po-
tential forimproved treatment coordination. Instead of haphazard selection
of a treatment provider, possibly through as crude a method as the yellow
pages, consumers now have centralized intake and referral services to call for
informed direction to the appropriate level of care and to the clinician with the
proper specialty to address the consumer’s presenting problem. Since orga-
nized care systems incorporate providers at all levels and types of care, care
managers are able to continue this guidance throughout the entire course of
treatmentirrespective of the diversity of therapeutic settings, programs and
approaches thatmay be required. There need belesslikelihood of patient care
falling through the cracks when in transition from one provider to another.

However, an organized care system can still lead to poor treatment.
Highly publicized reports attest to this. Providers may be improperly creden-
tialed who are not well qualified and render inadequate treatment, intake
coordinators and care managers may not be properly qualified and conse-
quently demonstrate poor clinicaljudgment, and the professional culture of
the organization may be too weak to resist the financial incentives to under
treat. Accountability systems are needed to provide checks and balances so
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the potential benefits of organized caresystems are attained, and the potential
for harm is minimal.

From Minimal to Extensive Tracking of Organizational
Performance- and Treatment-Level Data

Organized care systems have the capability to track detailed course-of-
treatment data across hundreds of thousands of patients in ways that the
previous “nonsystem” of the 1980s never could. Their capabilities are further
enhanced by therapid advancement of computer and electronic communica-
tion technologies. The potential for increased accountability, improved care,
and generation of new knowledge is only beginning tobe realized. The more
that organized care systems are capable of tracking and reporting on the
quality of their services, the more that stakeholders are likely to expect (and
insist) they do so.

From Minimal to Extensive Accountability

One of the primary advantages of organized care systems is the height-
ened degree of accountability. In the 1980s, there was very little accountability
possible for the particular course of treatment a patient might undertake
across multiplelevels of care and providers. Nor was there much accountabil-
ity for theamountand type of treatment delivered by any single provider. Only
themostegregious examples of malpractice were subject to grievance through
professional boards, associations, and the courts.

In organized care systems, there are multiple layers of accountability.
Regulatory and accrediting organizations set performance standards for both
managed care and provider organizations as a prerequisite to bid on behav-
ioralhealthcare contracts. They require auditable information to ensure those
standardsare met. Employerssetup reporting and (sometimes a multitude of)
other accountability requirements for their managed care vendors. To fulfill
thoserequirements, managed care companies oversee the performance of their
provider network and/or staff clinicians by managing care and analyzing
datathat providersarerequired tosubmit. In turn, providers and the consum-
ers they treat may access formal appeal and grievance procedures with
managed care companies, and some also have input through satisfaction
surveys thatthemanaged care companies are required to disseminate. These
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and other checks and balances will evolve as multiple stakeholders demand
increased accountability for the quality of services provided.

Industry Consolidation and Quality of Care

Most people know from history thatindustrialization leads to consolida-
tion. For behavioral healthcare this means that companies will integrate
vertically (e.g.ahospital develops day treatment programs, acquires outpa-
tient clinics, and develops managed care functions) and horizontally (e.g.
severalmanaged care companies merge or acquire each other). The business
goals of consolidation in any industry are to obtain greater market share,
efficiencies and profitability.

The behavioral healthcare field went through this process at a pace that
took most peopleby surprise. Within little more than a decade, managed care
grew from a few companies with a small book of business and little market
share to several hundred companies that covered most of the insured popu-
lation of the United States (Trabin, T. & Freeman, M. A.,1995). Then, inarapid
leap to a next generation of system restructuring, these companies consoli-
dated into a small handful of mega-companies that now cover most of the
managed behavioral healthcare business. Three companies alone now cover
almost 100 million lives. Will this degree of consolidation be the “right size”
for obtaining maximum efficiencies and ahigh quality of care, or will it prove
toounwieldy?

Potential benefits to the field. Industry consolidation has the potential to
move the field more easily to consensus oncommon standards in many areas.
For the advancement of quality management, commonstandardsare crucial.
Many constituencies, but particularly consumers and purchasers, wantsuch
standards for practice guidelines, organizational performance indicators,
and treatment outcome measures. Evidence-based practice guidelines,adopted
widely, would result in more consistent practice patterns and greater credibil-
ity for our field. Widely used organization- and system-level performance
indicators would provide consumers and purchasers with comparative data
toaid them inselecting their health plan and treatment providers on the basis
of quality. Widely used person-level outcome measures would enable scien-
tists and practitioners to improve practice guidelines and further determine
what interventions work best with specified conditions.

These goals are likely to be achieved only if the largest companies, as
market leaders, make it a high priority. They can involve representatives of
differentconstituenciesinadvisory capacities to formulate thebest standards
and insure abroad consensus. If they decide to take thishigh road, they might
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also use their consolidated bargaining power to obtain increased contract
prices for funding of more substantial quality initiatives.

To advance further in quality and efficiency of services, the behavioral
healthcare field alsoneeds common standards for electronic communication
and computer-based patient records. The few largest companies with most
resources may decide itis in their best interests to invest in the purchase and
customizationor Web-based outsourcing of standardized practice management,
outcomes measurement and electronic communication software that can
subsequently beused by their providernetwork atlow cost. This would greatly
easeifnotend the frustrating demands placed upon providers touse differing
forms from each of adozen or more manage care companies with which they
contract. Industry wide cooperation in meeting common data requirements
may then become a reality, at an affordable cost. As a result, industry wide
quality managementinitiatives based ondata could take a giantleap forward.

Potential harm to the field. Amorenegative scenarioisalso, of course, quite
possible and fraught with danger. The expense from some of the recent
acquisitions and mergers was extremely costly, resulting in substantially
increased debt. For those companies thatare publicly traded, italso resulted
in plummeting valuation of their stock. The pressures upon them are intense
toactualize the efficiencies of consolidation quickly, reduce debt and enhance
profitability. Their short-term tactics to accomplish these challenges include
employeelayoffs, consolidation of operating systems across newly acquired
companies, rationalizing provider networks, and adopting a conservative
approach to investments in new quality initiatives and information system
components tosupport thoseinitiatives. Financial pressures are also prompt-
ing delegation of some responsibilities and related costs onto network pro-
vider organizations, many of whom are financially vulnerable and unable to
bear the burden. These are not the best of times to ask companies to investin
new quality initiatives for theirownimprovement, letalone for the greaterbut
less direct benefit of the field.

The managed care focus on reduction of direct costsis resulting in further
cutsinreimbursementrates for providers. Rate reductions during the past ten
years already drove many skilled mental health professionals and provider
organizations out of themarket. Whatresult will thenew reductionshave? We
know fromresearch that the therapeuticskill and other specific characteristics
of the clinician were vital components of what resulted in treatment effective-
ness. Even themostingenious quality managementinitiatives will be limited
in effectiveness if many of the best and brightest clinicians leave the field.

Another potential threat to quality in the restructured behavioral health-
careindustry will come from thelarge bureaucracies created within thenewly
consolidated managed care giants. An essential aspect of bureaucracies is to
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develop and base decisions upon an extensive set of rules. At their best they
provideinformed guidelines for decisionsupport. At theirworst, they provide
asetof decision rules thatemployees apply rigidly across situations for which
those rules may at timesbe inappropriate. In contrast, the nature of behavioral
healthcare treatmentishighly personal and individualized. To the extent that
managed care becomes bureaucratized and devoid of human and profes-
sional discussion, there is increased danger that some care management
decisions will be unintentionally but inevitably misguided with harmful
results.

Centralization versus decentralization and quality management. Anim-
portant set of strategic decisions for each of the large consolidated managed
care companiesis to determine which functions arebest maintained centrally
for efficiency and quality control, and which are best decentralized. Their
decisions have vital implications for how to most effectively and efficiently
manage the quality of their services. This section will address a few of the
functions that have the most bearing on quality management.

Although organized care systems may delegate service functions to
multiple organizations across many sites, they remain ultimately accountable
for the overall quality of their services. These systems usually centralize the
design and production of their forms, which provide the structure for how
data is collected. They also centralize the selection of performance and
outcome measures tobe used, and the practice guidelines tobe disseminated
and tracked for adherence.Itisusually at thelocal provider and managed care
sites that the data is actually collected and then transmitted electronically or
by mail toacentralized site whereitis aggregated and analyzed at the system
level. Increasingly, organized care systems rely upon information system
specialists to structure the data from multiple sources into data warehouses
for easier analysis. Innovations in database technology now make possible
these warehouses capable of analyzinglarge amounts of aggregated, restruc-
tured data.

Managed care practices vary widely with regards tohow centralized they
make the care management functions. Large national companies with pro-
vider-contracted networks will provide some triage and referral from their
headquarters office tosites nationwide, but will also have regional offices that
perform those functions for employer contracts that require a regional pres-
ence. These same companies tend to manage ongoing care through prior
authorization from their national or regional offices if they reimburse their
providers on a fee-for-service basis. If they pay providers on a case rate or
capitation basis, they tend to delegate at least some if not most of the care
management functions to the contracting provider organizations. Those
managed care companies with staff models tend to use care management
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methods at the local site. To the extent that care management functions are
delegated to a local provider organization, the delegating managed care
company must find ways to manage quality and collect quality-related data
from a distance.

Delegated accountability along provider distribution channels. Network
model managed behavioral healthcare companies are increasingly delegat-
ingatleastsome care management functions—and related reporting account-
ability—to their contracting provider organizations (Bobbitt, B., Marques, C.
& Trout, D., 1998). One of the results is a complex layering system that, at its
mostextreme, caninvolve prospective patientsin describing their presenting
problems to several complete strangers over the telephone. A not unlikely
scenario is:

1. The prospective patient calls the managed behavioral
healthcare organization (MBHO) and speak to an
intake coordinator whorefers the prospective patient
totheregionalindependent practice association (IPA)
or “mega-group.”

2. The prospective patient then calls the regional IPA or
mega-group and speak toan intake coordinator who
refers the prospective patient to the local group
practice in his/her geographic area.

3. The prospective patient then calls the local group
practice and speak to an intake coordinator who
refers the prospective patient to an appropriate
provider.

4.The prospective patient then calls the provider toset up
anappointment.

The obvious problems with this worst case scenario are its consumer
unfriendliness, time wastefulness, and excessive use of administrative re-
sources. Also, at each step in the channeling of those services, part of the
premium dollar is taken and is no longer available for direct patient care. It
goes something like this:

1. Purchaser contracts with a large HMO or insurance
company which keeps part of the premium dollar.

2.Subcontracts toa carveout MBHO which keeps part of
the premiumdollar.

3.Subcontracts or pays fee-for-service toregional IPAs or
mega groups which keep part of the premium dollar
orreimbursement for services.
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4. Subcontract or pay fee-for-service to local group
practices which keep part of the premium dollar or
reimbursement for services.

5. Reimburse clinicians at low rates (e.g. $30-$40 per
billable hour fornon-M.D.s plus overhead expenses)
to provide highly professional clinical services.

Every industry post-consolidation has the challenge of designing effec-
tiveand efficientdistribution channels for its goods and services. Because the
nature of treatment services are so personalized in the behavior healthcare
industry, the distribution channeling of those services from a nationwide,
centralized operation is particularly challenging. The layering described
above may seem unnecessarily convoluted, consumer-unfriendly, time-con-
suming, and resource-intensive. Certainly there is room forimprovementor,
in business terms, need for rationalization of services.

While recommendations for how this rationalization of services can best
be accomplished are beyond the scope of this chapter, the brief discussion
above of the trends and problems is relevant as part of the context for quality
management. With multiple layering of responsibilities for care among dis-
tinctly separate organizations, the overall system of care’s task of demonstrat-
ingaccountability for quality of services hasbecome enormously complexand
expensive.

Integrated Behavioral Health and Medical Care

Anothervital trend in the restructuring of behavioral healthcare services
is thereintegration of those services with medical care. Other chaptersin this
book focus exclusively and extensively upon this trend as it pertains to both
primary and specialty medical care, soit willnotbe necessary to go into depth
here. Sufficeit tosay that the medical cost offsets that integration can provide
are not only beneficial financially, but also represent measurable reductions
in human suffering that can be considered part of quality management.

There are unique challenges to quality management arising from the
integration of behavioral healthcare and medical care. First, and most often
discussed, is the practical challenge of measurement. In truly integrated
systems, such as Health Maintenance Organizations (HMOs) that do not
contract outspecialty services, all service data isavailable. However, in carve-
outmanaged behavioral healthcare, the task of obtaining pharmaceutical and
medical data from other companies to analyze with the behavioral health
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servicesis daunting (Coke, J., 1996). Contracts with purchasers and between
health plans must be written to encourage this data-sharing, and difficult
legalissues of confidentiality and data privacy must be addressed. NCQA's
Health Plan and Employer Data Information Set (HEDIS) 2000 features anew
antidepressant medication measure that will prompt working throughsome
of these challenges (Coltin, K. and Beck, A., 1999).

Anothersetof challenges to quality management from integrationrelate
to the longstanding trend in many medically-dominated organizations to
under value and inadequately fund behavioralhealthservices. If integration
is truly at the level of organizationally restructured care management and
servicedelivery, then these dangers mustbe anticipated and addressed. Carve
out managed behavioral healthcare grew so successfully during the past
decade partly in response to public demand for a richer behavioral health
benefit than was offered by HMOs. For various reasons, particularly the
bidding wars for market share, the differences inbenefits offered by carve-outs
arenotas pronounced as they once were. However, itmay be argued that the
reduced benefitisa problem tobe corrected, not areason toend carveouts. For
the purposes of this chapter on quality management, the point is thatbenefits
too meagerly funded limit the potential for quality services, and necessitate
stringent reporting requirements on quality as a check and balance against
doing harm.

Differing Approaches to Maintaining and Enhancing
Service Quality and Accountability

Among the most powerful and underrated motivators guiding behavior
within organizations are corporate culture and values. These factors are set
by and communicated from top management—the chief executive officer and
senior management. Some providers—individual practitioners, provider
organizations and professional associations—maintain that the proper val-
ues and professional training should obviate the need for them tobe overseen
bymanaged care. Some managed care executives maintain, insimilar fashion,
that the proper corporate culture and values should obviate theneed for them
to be overseen by accrediting and regulatory organizations. Both sets of
detractors express the belief that corporate culture and values are better
differentiators and predictors of ethical and quality service than are objective
measures.

Many of the organizational leaders whose opinions are paraphrased
aboveare astutely insightful regarding the limitations of our current objective
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measures. Some are alsoreluctant about and reactive to these changesin our
behavioral healthcare system. Their arguments do not wholly satisfy the
public need for checks and balances to potential excesses arising from the
varying financial incentives within our healthcare system. For those public
concerns to be addressed systemically, accrediting and regulatory agencies
with independent auditing capabilities seem to be needed. These agencies
must stipulate clear requirements that can be met through documentation
and/or performance data. Some of the larger purchasing organizations and
coalitions also possess and use these capabilities, but they are too few and
inconsistent to totally replace the functions of regulatory and accrediting
organizations.

Differentiating Approaches

Bookshavebeenwritten thatarticulate systematic approaches to quality
management within organizations,asummary of whichisbeyond the scope
of this chapter. This section very briefly reviews the major types of approaches,
contrasting some of them for purposes of clarity, and focusing on a few
examples of their current applications in behavioral healthcare.

Quality assurance and continuous quality improvement. The traditional
quality assurance approach focuses uponidentification of problems and their
amelioration. In contrast, continuous quality improvement approaches en-
courage ongoing collection of data from multiple sources toidentify opportu-
nities forimprovement, irrespective of whether egregious problems areiden-
tified. During the past decade, the latter approach became extremely popular
with Americanindustry inresponse to global competition. Elements of quality
improvementare now incorporated into the accreditation standards of both
the National Committee for Quality Assurance (NCQA, 1997) and the Joint
Commission for Accreditation of Health Care Organizations (JCAHQO, 1997).

Accreditation, performance measurement and report cards. Accreditation
standards tended, until recently, to focus primarily on the documentation of
organizational structures and processes. Accrediting organizations such as
NCQA and JCAHOare beginning to add performance measurement to their
setofrequirements, so thatdata-based results are monitored. The performance
measures they have initially developed tend to analyze elements of process
(e.g. access, utilization) but the intention is tomove more to outcomes. A few
organizations, suchasNCQA, have taken performance measurementtoanew
level with “report cards”. These report cards compare the performance of
similar types of organizations on standardized measures and are intended to
guide purchasers and consumers in making selection decisions based on
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quality. They will be described in more depth in a succeeding section of this
chapter.

External accountability and internal quality improvement. Quality assur-
ance and related methods have been driven primarily by external require-
ments from regulatory and accrediting organizations. The relatively recent
enthusiasm with continuous quality improvement methods have added an
internal focus. Ironically, itis because of the externally imposed requirements
to have an internal quality improvement program that has broadened the
adoption of this approach.

Outcomes measurement, outcomes research, and outcomes management.
Outcomes measurement is increasingly used in behavioral healthcare orga-
nizations. The methodology is more similar to program evaluation than
outcomesresearch, since there isusually noexperimental design, the results
are used only for purposes of meeting the organization’s accountability
requirements and quality improvement goals, and the results are consequen-
tially not generalizable to a broader population. The outcome measures are
brief but tend to have at least some psychometric research behind them to
address reliability and validity concerns.

Outcomes management was most prominently introduced and articu-
lated by Paul Ellwood (Ellwood, 1988) to describe the ongoing collection,
analysis and use of outcome data within organizations as a basis for efforts
toimproveclinical processes. Tobe effective, the data must include details of
treatment protocols as well as outcomes. The organizational culture mustbe
committed to the value of outcome data for quality improvement. This is a
sophisticated quality management approach that is still rare in behavioral
healthcare organizations.

Consumer satisfaction and dissatisfaction. Consumer satisfactionsurveys
remain the most common form of patient self-report data collected routinely
bybehavioral healthcare organizations for use in quality management. Some
organizationserroneously present the results of these surveys as information
on treatment outcomes, but the research literature is clear that satisfactionis
a different factor than outcomes (Lunnon, K. M., & Ogles, B.M.).

Consumer advocacy groups, particularly in the public sector, have criti-
cized mostsatisfaction surveys as designed to pull for high levels of satisfac-
tion. They have suggested other item wording to also pull for dissatisfaction
and for other important factors (Ganju, V., 1998). Their perspective was
incorporated intoat least one consumer survey instrument thatis now widely
used in the publicsector (MHSIP Task Force on a Consumer-Oriented Mental
Health Report Card, 1996).
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Differentiating Purposes

Behavioral healthcare organizations vary widely in the degree to which
theyemploy quality managementmethods, and the methods they select. Their
selection decisions are based partly on their organizational culture and
values, partly on the basic standards set by regulatory and accrediting
agencies as a required floor for competing, and partly on what the market
mightreward as competitive advantage.

Most behavioral healthcare organizations undertake quality manage-
ment for the primary purpose of meeting requirements dictated by organiza-
tions external to them. Theseinclude purchasers and payers withwhom they
have contracts, regulatory agencies, and accrediting organizations. A recent
study indicated, for most organizations, that even internal quality improve-
ment efforts are focused primarily upon requirements set by these external
organizations (Kramer, T., Trabin, T. et.al., 1997). These economically tight
times clearly resultin an organizational focus on survival, nothigh-minded
idealism.

Nevertheless, there are a few organizations which go well beyond what
is required. Some may do so out of an entrepreneurial spirit, hoping it will
bring them competitive advantage and new business. A few others do so
because they think that the use of data to continuously improve patient care
is simply the right thing to do, and therefore necessary. Some wonderful
examples of this have been described elsewhere in the literature, where
outpatient clinics and group practices have used linkages between assess-
ment, practice guidelines, and outcome measurementto guide their treatment
planning and continuously improve their clinical processes (Person, J., 1999;
Wade, W., 1999).

Theneed for more sophisticated forms of quality managementis greater
whenviewed from the perspective of the entire behavioral healthcare system.
A predominant public perception of behavioral healthcare services is that they
aresignificantly less valuable than medical interventions, cannotbe differen-
tiated on the basis of quality, and therefore can be priced as a commodity
service. Itis vital that we counter that perception convincingly to resolve the
financial crisis our field has entered. To do so effectively, we need quality
management methods we canimplementsuccessfully onabroad nationwide
level—particularly practice guidelines, organizational performance mea-
sures, and treatment outcome measures (including medical cost offset).
Without the support of strong data, talk about quality has little impact.

Of the varying types of quality management, the following sections of the
chapter will focus primarily on those used for accountability at organiza-
tional and system-of-care levels. In particular, we will review those that are
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performance measurement-oriented and have the potential for broad impact
across the entire behavioral healthcare field. No less important, practice
guidelines will be addressed by another author in a different chapter of this
book.

Organizational Performance Measures and Report Cards

Evaluation of the quality of behavioral healthcare services for accredita-
tion purposes traditionally focused on structure and process measures. The
audits used to assure compliance with quality assurance and accreditation
requirements centered on assuring proper credentialing of clinicians, proper
documentation of an appeals processes, and other structural and process
features of quality assurance. These requirements provide anecessary infra-
structure tosupport quality service, but they fail to provide abasis from which
purchasers and consumers can compare the outcomes and value of different
organizations when selecting services.

In contrast, performance measures use data to focus uponresults that can
be compared across multiple organizations. As an example of how accreditation
standards for organizational processes translate into performance measures,
consider this example within the performance domain of access to care:

Accreditation Standard: Patients receiving routine
outpatient psychotherapy obtain timely
appointments.

Performance Indicator: The percent of patientsreceiving
routine outpatient psychotherapy who express
satisfaction with the timeliness of their
appointments.

Performance Measure: The percentof patients receiving
outpatient psychotherapy whoendorse “usually” or
“always” totheitem “In the last 12 months, how often
did you get an appointment for counseling or
treatmentassoonas youwanted” on the Experience
Of Care and Health Outcomes survey.

Theresults of an organization’s performance measures canbe compared
against an internal baseline and with other organizations for benchmarking
purposes. The comparisons can also be incorporated into organizational
performance “report cards”. The performance data, particularly when
benchmarked, can be used for accountability, quality improvement, better
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informing consumer choice, system and program planning and management,
meeting contract requirements with purchasers and payers, monitoring
system change, and (with proper design) contributing to the scientificunder-
standing of services and outcomes (Evaluation Center@HSRI, 1998).

An increasing number of stakeholder groups advocate for behavioral
healthcare organizations tobe held accountable for their service performance
by submitting standardized data that can be used to compare them against
eachother. The performance domains of greatestinterest to these stakeholders
are access to care, utilization, appropriateness of care provided, and clinical
and functional outcomes achieved by patients. Consumer satisfaction with
various aspects of services is typically interwoven into these domains,
although some regard satisfaction as a distinct domain of it own.

Reportcards thatencourage accountability through comparative dataon
organizations are a new phenomenon for behavioral healthcare. They are
only possible because of the dual development of organized care systems with
the capability of tracking many aspects of the care, and technologies that
enable organizations tostorelarge amounts of data in flexibly structured ways
for rapid processing and analysis. The organizations which commonly
submit data for use in these report cards range from general medical health
plans with behavioral health components (such as HMOs), specialty man-
aged behavioral healthcare organizations, and large integrated delivery
systems. These organized systems of care are the primary entities controlling
health care services in the United States, including access to treatmentand the
type and amount of treatment delivered for a substantial portion of this
country’s population.

The Art and Science of Performance Measure Development

Because of the expense and high stakes to participating organizations,
those who develop performance measures included inreport cards must do
socarefully inamanner thatislikely toproduce both clinically and financially
useful results. Attention is given to identifying the most useful indicators to
purchasers and consumers, and the best ways to measure them. NCQA has
developed the most elaborate and clearly articulated criteria, along with the
most systematic methods for implementing them inmeasurement selection
(NCQA, 1997). The criteria they consider include:

Relevance: meaningfulness to key stakeholder groups,
clinical importance for treatment, financial
importance, costeffectiveness, strategicimportance,
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controllability (within the organization’s power to
impact results), variance among systems (make a
difference for comparability), and potential for
performanceimprovement;

Scientificsoundness: clinical evidence that thebehaviors
to be measured make a difference, reproducibility,
validity, accuracy, necessity and feasibility of
case-mix adjustment/risk adjustment, and
comparability of data sources;

Feasibility: precision of specifications, reasonableness of
costs, allowance for confidentiality and data privacy
constraints, logistically feasible, and auditable.

Considerations in Report Card Implementation

Thedata collection and reporting required to produce valid report cards
areexpensive undertakings for the submitting organizations as well as for the
report card vendor. Data collection can cost an average-sized health plan or
delivery system of asimilarsize over amillion dollars annually. Tomeetdata
reporting requirements, a participating organization must have a well-
developed information system infrastructure, expert staff dedicated to data
collection and analyses, and effective coordination of efforts with contracting
providers.

In addition to the costliness of data collection, there are substantial
business risks to the participating organizations in sharing publicly the
comparative results. If an organization’s performance is low, it must move
quickly to correct its deficiencies, or risk losing business. Furthermore, the
money invested in quality measurement could instead be used to reduce
premiums, add customer service features, or expand marketing efforts. Some
organizations may regard spending money on comparative performance
measurement as potentially undermining other important aspects of their
business mission.

Current Report Card Initiatives
There areat least three major behavioral healthcare report card initiatives

thatareboth ongoing and national inscope, and several other initiatives that
are closelyrelated:
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PERMS. The American Managed Behavioral Healthcare Association
(AMBHA) developed approximately twenty performance indicators to pro-
vide comparative information on access, quality, appropriateness, and satis-
faction, withregards to theirservices. AMBHA represents specialty managed
behavioral healthcare companies. Its member organizations, in aggregate,
provide mental health and substance abuse treatment coverage for approxi-
mately 100 million people. With such alarge clientbase, the collection of data
is an extensive and expensive undertaking.

AMBHA's performance indicators are organized intoareport card called
Performance Measurement for Managed Behavioral Healthcare Programs (PERMS)
in 1995 (AMBHA, 1995). AMBHA's approach is pragmatic, focusing prima-
rily onmeasures that require administrative data collected routinely. AMBHA
completed the pilot phase of data collection and analysis for PERMS 1.0 in
1996, and learned which technical and administrative areas required atten-
tioninorder for thenext phase tobe implemented successfully. At the time of
this book’s publication, they are likely to have completed data collection,
analysis and reporting for PERMS 2.0.

HEDIS. The National Committee for Quality Assurance (NCQA) is the
predominant accrediting agency for managed care organizations. Compli-
ance with their accreditation and performance standards is becoming a
prerequisite for managed care companies to bid on many contracts. Conse-
quently, the impact of NCQA standards is substantial. In addition to their
accreditation procedures, which focus primarily on process standards, NCQA
has developed a report card called the Health Employer Data Information Set
(HEDIS) tomeasure the results of actual performance (NCQA, 1997). Many of
AMBHA'’s PERMS measures were considered for inclusioninto HEDIS, and
several were incorporated. HEDIS is revised annually, with new measures
added. The proportion of measures devoted tobehavioral healthcareis small
butgrowing.

MHSIP consumer-oriented mental health report card. The Mental Health
Statistics Improvement Program (MHSIP) Consumer-Oriented Mental Health
Report Card (MHSIP Task Force on a Consumer-Oriented Mental Health
ReportCard, 1996) focuses particularly onmanaged care for publicly-funded
programs. Its developmentwas funded through the federal Center for Mental
Health Services (CMHS), and is intended as a performance evaluation frame-
work for states to adopt as they transition their mental health and substance
abuse services into managed care. The content focuses on consumer percep-
tions of care and their outcomes more than other reportcards, and itrelies less
onroutinely collected administrative data. CMHShasawarded grants tomost
states to implement aspects of the report card, and has incorporated those
aspects into their quality improvement programs.
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Related initiatives.Inaddition to the above-mentioned three report cards,
several related initiatives are underway that are worth mentioning;:

Several state mental health agencies have developed
report cards of their own, including Indiana, Iowa,
Massachusetts and Texas.

The Joint Commission for Accreditation of Health Care
Organizations JCAHO) plans torequire performance
measurement reporting for thebehavioralhealthcare
organizations it accredits. Separately, it also began
an initiative called ORYX, which requires that
organizations contract with an outcomes software
vendor to collect and analyze treatment outcome
data.

The Council for Accreditation of Rehabilitation Facilities
(CARF)convened twoannual summits of leaders in
performance measurement to advise them on best
indicators and measures, and have developed a set
they recommend organizations use which seek
accreditation from them.

The National Association of State Mental Health
Program Directors (NASMHPD) developed a
framework and listing of most commonly used
measures across state mental health departments.

The Institute for Behavioral Healthcare conducted the
first series of empirical studies with performance
measures in behavioral healthcare. The studies
investigated the degree to which different measures
were used, perceptions of the relative feasibility and
cost of implementing the measures, perceptions of
therelative value of the information provided by the
measures, and benchmarkable standards set for each
measure. Some of the key findings of the studies are
summarized in a later section of this chapter.

Providing an Empirical Base for Report Card Development
In 1995, the Institute for Behavioral Healthcare’s National Leadership

Council (NLC) began a series of performance indicator research projects to
provideanempirical base that would accelerate the advancement and quality
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of report cards. The NLC included more than three hundred leading organi-
zations in the behavioral healthcare industry that, together, accounted for
most of themanaged behavioralhealthcare coverage and organized treatment
delivery in the United States. Their studies were designed with the guidance
of interdisciplinary task forces representing organizations from key sectors of
the field, such as managed care organizations, community mental health
centers, integrated delivery systems and specialty behavioral health facilities,
and behavioral group practices. Each was conducted collaboratively with
technical support provided by the research staff at the Institute for Behavioral
Healthcare, the University of Cincinnati Department of Psychiatry, and
University Managed Care, Inc.

The first study was conducted in 1995-96. A task force of experts represent-
ing different segments of the behavioral healthcare industry first conducted
a careful review of major report card initiatives in the field to identify key
performance domains and associated performance measures. A pilot study of
NLC organizations was conducted to obtain further information about
performance domains evaluated routinely in naturalistic settings. Five major
performance domains were identified (access, clinical appropriateness, qual-
ity of care, outcomes, and prevention), along with the indicators thought tobe
most widely used within each domain. NLC organizations weresurveyed to
determine which of 69 indicators they were actually using, and how mean-
ingful, valid, and feasible they considered each indicator to be. The results
were published in 1996 (Kramer, T., Trabin, T., et.al., 1996) and presented at
national conferences.

The NLC decided a useful next step in studying performance indicators
would be totarget the indicators identified in the first study as themost widely
used within each domain, and analyze organizations” actual experiences
withmeasuring them. It was thought that the empirical results derived from
the study could serve as animportant adjunct toexpert opinion for organiza-
tions seeking to identify the performance indicators that are most pragmatic
and value-added to measure and use.

Methods

A task force of members representing behavioral group practices, man-
aged care organizations, community mental health centers, and integrated
delivery systems was convened toestablish the research objectives, design the
survey, and develop the data collection methodology. A draft of the survey
instrumentwas circulated toNLC representatives from approximately thirty
organizations, and their feedback was incorporated into the final version.
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Survey instrument. Twenty-eight performance indicatorsidentified in the
firststudy asmost commonly used were selected for thisstudy’smorein-depth
analysis. The survey included demographic questions regarding the re-
sponding organizations, questions regarding their experience with imple-
menting each performance indicator, and questions regarding the
benchmarking standards they set for themselves with each indicator. A
complete description of the survey can be found in Table 2. A few of the
questions asked regarding each of the indicators were:

The estimated level of staff time required for tracking the
indicator.

The estimated level of cost to track the indicator.

Theestimated value of tracking the indicator for purposes
of quality improvement.

Theestimated value of tracking the indicator for external
reporting purposes.

What performance standards the organization set for
itself with regards to the indicator.

Participants. AlINLC members were surveyed; 106 responded, resulting
inareturnrate of 40%. The totalnumber of respondents included 15 (14.2%)
managed care organizations (MCOs), 17 (16.0%) behavioral group practices
(BGPs), 54 (50.9%) community mental health centers/social and rehabilita-
tion service agencies (CMHCs), 16 (15.1%) integrated delivery systems/
specialty behavioral health facilities (IDS/SBFs), and 4 (3.8%) whoidentified
themselves as belonging to an “other” category. They ranged widely in
number of sites, clinicians, and covered lives.

Procedure. The Institute for Behavioral Healthcare mailed surveystoall
members of the NLC with instructions for completing it within a specified
period of time. Allsurveys were coded so thatanonymity of the respondents
could bemaintained. Data entry and analyses were subsequently performed
by the authors of thisreport at the University of Cincinnati and at the Institute
for Behavioral Healthcare.

Response options for four of the questions were structured so that their
results could be compared with correlation statistics. The four questions
addressed in this way were: 1) estimated staff time to track each indicator, 2)
overall costs to track each indicator, 3) estimated value of each indicator for
internal quality improvement, and 4) estimated value of each indicator for
external reporting. In addition to the summary, these results are reported in
more detail in Table 1. Acomposite “cost-effectiveness” score for each indica-
tor was also derived and is listed in Table 2 with a brief summary.
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Results

Highlights of the study are excerpted from the original publication and
are shown in the Results and Conclusions sections below:

Estimated staff time and costs required for tracking indicators. There was
a .97 correlation between the amount of staff time required to track each
indicator, and the overall costliness of tracking. This suggests that manage-
ment regards the cost of staff time as the primary contributor to the cost of
tracking these indicators, and regards the more substantial cost of an infor-
mation system infrastructure as a fixed and essential cost of doing business.

Theindicators rated by the combined industry segments as requiring the
most staff time and highest overall costs to monitor were primarily process
indicators. They are typically found inaccreditation standards, in contrast to
outcome and performance indicators usually found inreport cards. They are:

Percent of inpatient cases audited for medical necessity.
Percent of inpatient cases reviewed for adequate
documentation.

Percent of medical records audited for quality.

Written plan for monitoring quality of care.

Percent of inpatient cases reviewed with the medical
director formedical necessity.

Percent of providers recredentialed annually.

The other indicators rated as staff time-intensive and costly to monitor were
related to themeasurement of clinical outcomes. Because of their costliness to
administer, they typically are not required in most report cards at this time.
They are:

Percent of patients having reduced symptoms after
treatment.

Percent of patients having improved functioning after
treatment.

Thessix indicators rated by the combined industry segments as requiring
the least staff time and asleast costly to track all reflect the domain of Access.
They are performance indicators commonly found in major report cardsand
inpurchaser reporting requirements:

Average length of stay in a partial program.

Average length of stay in an intensive outpatient
program.

Inpatient days per thousand (enrolled members).

Waiting time for scheduling routine office visits.



Accountability for Quality in the Real World 171

Telephone call abandonment rate.
Average length of stay in an Inpatient program.

EstimatedValue of Indicator for Internal Quality Improvement and for
external reporting. There was astrong, statistically significant (.85) correlation
between the perceived value of information provided by each indicator for
internal quality improvement and for external reporting purposes. This
indicates a strong convergence between what organizations find useful to
improve their internal processes, and what they need to report to external
agencies.

Theindicators rated by the combined industry segments as most valuable
for either quality improvement or external reporting were all performance and
outcome-oriented measures, typically found in report cards. None were
process indicators, more typically found in accreditation standards and
quality assurance audit procedures. These particular performance and out-
come-oriented indicators are best categorized in domains that reflect Access
to Care, Quality of Care, and Outcomes of Care. They are:

Acuteinpatientdays/1,000 (enrolled members).

Outpatientvisits /1,000 (enrolled members).

Percent of patients reporting overall satisfaction with
quality of care.

Percent of patients with adverse outcomes.

Averagelength of stay in an inpatient hospital program.

Percent of patients having improved functioning
following treatment.

Percent of patientsreadmitted after a specified period of
time.

The indicators rated by the combined industry segments as providing the
least value for internal quality improvement and for external reporting
purposes were the two indicators within the Prevention domain. This may
reflect the fact that payers have failed to establish strong incentives for

Quality
Staff Time  Cost  Improvement
Cost 0.97
Quality Improvement 0.02 -0.03
External Reporting -0.17 -0.18 0.85

Table 1

Correlations among staff time, cost, internal quality improvement,
and external reporting.
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behavioral health promotion, prevention and demand management pro-
grams at the current time. These “low valued” indicators are:

Dissemination of information on behavioral health and
preventionissues.
Psychoeducational prevention groups in place.

Other indicators rated as among the least valuable for both quality
improvementand external reporting are:

Percent of inpatient cases reviewed for adequate
documentation.
Average length of stay in a partial hospital program.

Interrelationships between Indicators. The previous twosections review
ratings for the indicators with respect to the four dimensions of Staff Time,
Cost, Internal Quality Improvement, and External Reporting. These four
dimensions were rated on a scale that can be considered linear and continu-
ous, thereby permitting a correlational analysis. Table 1 summarizes the
findings:

As was mentioned in the preceding two sections and indicated in the
table, there is a highly significant correlation between staff time and overall
costs involved in tracking the indicators, and a similarly high correlation
between the perceived value of the indicators for quality improvementand for
external reporting purposes.

The most interesting findings in the table are the lack of significant
positive correlations between the resources required to track these indicators
and their perceived value. In fact, three of the four correlations are negative,
although none significantly so. These findings have important implications
for the industry which will be discussed in the concluding section of this
report.

Cost effectiveness of indicators. A composite “cost-effectiveness index”
was derived by adding the rank order numbers for each of the indicators
evaluated in this study on the four items as follows:

1. Staff time for tracking the indicator (least time= 28,
most time=1)

2. Costs to track the indicator (least costly = 28, most
costly =1)

3). Value forinternal quality improvement (most valued
=28, least valued = 1)

4. Value for external reporting (most valued = 28,
least valued = 1)
5. Value for external reporting (most valued = 28,

least valued = 1)
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Indicator Cost-Effectiveness

(Rank ordered from most to least cost-effective) Score

1. Acute inpatient days/1000 104
2. Acute inpatient average length of stay 95
3. Outpatient visits/1000 94
4, Intensive outpatient average length of stay 86
5. Percent of patients readmitted after specified period 82
6. Percent of patients reporting overall satisfaction with quality of care 80
7. Telephone response time by answering phone calls 77
8. Telephone call abandonment rate 76
9. Waiting time for scheduling routine office visits 75
10. Outpatient average number of sessions 74
11. Waiting time for scheduling emergent visits 72
12. Percent of patients satisfied with access to care 71
13. Partial hospitalization average length of stay 64
14. Percent of patients having improved functioning after treatment 60
15. Percent of patients with adverse outcomes 57
16. Percent of claims paid within specific period 53
17. Percent of inpatient cases reviewed for adequate documentation 51
18. Percent of cases following written guidelines for High-Risk procedures 50
19. Percent of patients having reduced symptoms of treatment 47
20. Percent of patients whose quality of life improved after treatment 40
21. Written plan for monitoring quality of care 36
22. Percent of inpatient cases reviewed with medical director for medical necessity 35
23. Written criteria available to determine medical necessity for each level of care 35
24. Percent of providers recredentialed 33
25. Psychoeducational prevention groups in place 33
26. Dissemination of information on behavioral health and prevention issues 31
27. Percent of medical records audited for quality 26
28. Inpatient cases audited for medical necessity 25

Table 2

Cost-Effectiveness ranking of indicators in descending value.

Table 2 shows the relative cost-effectiveness of each indicator rank-
ordered from most to least cost-effective. The more cost-effective indicators
were primarily in the Access domain, and cover waiting time and utilization
information. It is interesting to note that a patient satisfaction indicator
(overall quality of care) and an outcome indicator (number of hospital
readmissions) also ranked as among the most cost-effective. Traditional
documentation-oriented quality assurance indicators and prevention ser-
vices ranked among the least cost-effective.

Standards established for indicators. There was surprising concurrence
across industry segments regarding standards for most of the indicators. In
addition, detailed results for each indicator, broken down separately by
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industry sector, were displayed with graphs and charts in over a hundred
pagesofappendices. Anexecutive fromamanaged care plan canlook up what
managed care companies reported their benchmarking standards tobe fora
given indicator, and the executive director of a community mental health
center can look up what community mental health centers reported as their
standards for the same indicator.

Study conclusions. Perhaps the most significant finding of this study is
thatorganizations were able tomake clear distinctions between more and less
cost-effective performance indicators. Atatime whenmanybehavioral health-
care organizations are experiencing downward price pressures and declin-
ing profit margins, the recommendation or requirement to increase perfor-
mance measurement can place a troublesome burden on organizations who
are struggling to remain viable in the marketplace. In this context, ratings of
the comparative cost-effectiveness of different performance indicators offer
valuable information to guide the efforts of those who develop report card
indicators and accreditation requirements. It isimportant that the indicators
and requirements they select are ones that maximize thelikelihood of quality
improvement at the least cost.

Clear patterns were apparentinrespondents’ ratings of the relative cost-
effectiveness of performance indicators. Access (e.g.,. wait time) and utiliza-
tion (average length of stay, days/1000) measures dominated the list of the
most cost-effective indicators. An outcomes measure (inpatient readmission
rates) and a measure of consumer satisfaction (with overall quality of care)
were also among the top ten. The latter twoindicatorswere regarded as more
costly tomeasure, but were also clearly regarded as providing very valuable
information.

Among thelowestonthelist of cost-effectiveness ratings were traditional
documentation review-oriented quality assurance indicators. This finding
clearly suggests the importance of re-evaluating the appropriateness of
traditional accreditationstandards. Alsoamong the least cost-effective indi-
cators were thoserelated to educationand preventionservices. While preven-
tive services were clearly worthwhile, the findings from this survey indicate
that providers and managed care payers were not motivated to invest in
prevention. Purchasers of behavioral healthcare serviceshave yet torecognize
the need to create strong incentives for developing behavioral health promo-
tion, prevention, and risk management services.

This study confirmed the growing power of purchasers to drive the
quality and accountability agenda. Respondents to the survey reported a
strongrelationship between the types of performance data they wererequired
toreporttoexternal audiences (e.g., commercial and public purchasers, health
plan payers, accrediting agencies and regulators), and the types of perfor-
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mance data they most use for their organizations’ internal quality improve-
ment efforts. As purchasers increase and refine their awareness of the types
of performance data they can request from managed care and provider
organizations, they willbe inabetter position to truly influence the behavioral
healthcare market towards greater quality and accountability through the
application of value-based purchasing methods.

The study revealed a surprisingly high level of agreement among orga-
nizations, even across different segments of the behavioral healthcare indus-
try, withregards toappropriatestandards for some of the most commonly used
performance indicators. It is doubtful that this would have been the case ten
ormoreyearsago. As purchasers form purchasing coalitions, and as provider
and managed care industries consolidate, consensus onstandards increases.
This creates abasis forhope that our field can develop common measures and
datacollection methods, common standards from which tobenchmark, and
the capability to provide comparative data across similar types of organiza-
tions for selection decisions. This is essential if the behavioral healthcare field
is to substantiate the value of their services to purchasers and consumers in
a manner sufficiently compelling to circumvent the trend towards turning
professional services into a commodity. Comparable and objective data are
required to make this shift so that purchasers and consumers can be assured
of receiving accessible, appropriate and high quality care.

Challenges for Report Card Implementation

What does the future hold for report cards? To be effective, they must
address several major challenges.

Most organizations find it expensive to meet the performance measure-
mentand reporting requirements of even one purchaser or accrediting orga-
nization, let alone several. This dilemma is exacerbated when organizations
must also meet the different reporting requirements of multiple external
payers. Eventually there will need to be considerable overlap if not actual
consolidation among report cards.

Aninitial and highly significant effort to accomplish this consolidation
is conducted by the American College of Mental Health Administrators,
which began in 1996 to convene Summit meetings and task forces of leaders
in performance measurement and accreditation standards to develop a
consensus on the mostimportant performance indicators for widespread use
across allmental health services. They published areport of their conclusions
in 1998, after which they took the nextstep of convening a group of the major
accrediting organizations to obtain consensus onareduced set of indicators.
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Since the accrediting organizations have tremendous influence on behavioral
health organizations, this first-time collaborative effortis regarded as signifi-
cant. After more than two years of meetings and intensive work, this group
released a document with their conclusions in February, 2001.

Another significant consensus initiative for common performance mea-
sures was initiated by a group of leading performance measurement experts
within the substance abuse treatment field. Named the Washington Circle
Group, they developed eight performance measures recommended foradop-
tion by those organizations and systems of care that assess and treat adult
substance abusers. Theyreleased areport detailing their measures inautumn
0f2000. The measures arebeing considered foradoptionby NCQA and other
major national organizations.

Inautumn 0f 1999, the federal government’s Substance Abuse and Mental
Health Services Administration (SAMHSA) launched the most broad-based
initiative yet to consolidate performance measurement efforts for thebehav-
ioralhealthfield. Forits first year, theinitiative held many working meetings
with public and private sector organizations that developed major perfor-
mance measurementreport cards for thebehavioral healthcare field. Repre-
sentatives participated from the major accrediting organizations, ACMHA
and the Washington Circle Group mentioned previously, along with provider
and managed care trade associations, consumer groups, and government
agencies. Consensus was reached on approximately 20 indicators for adult
mental health services and 7 indicators proposed by the Washington Circle
Group for adult substance abuse treatment. These indicators, along with
others thataddress substance abuse treatment prevention, were presented for
consideration atanational Consensus Forum on Performance Measurement
for Mental Health and Substance Abuse in March, 2001 at the Carter Center.
Leaders of this initiative hope the Forum will further galvanize this initiative,
help it evolve from standardized indicators to standardized measures, and
also promote the same for behavioral health services serving children and
their families.

Many of the indicators identified by both the ACMHA and the SAMHSA
initiatives are measured most effectively through consumer surveys. Cur-
rently, no standard survey instrument exists that is widely used throughout
both public and private sectors of the behavioral healthcare field. However,
at the time of this writing one such measure still under development has
considerable momentum towards widespread adoption. The Experience of
Careand Health Outcomes (ECHO) isanattempt to integrate the best elements
of the MHSIP Consumer Survey and the Consumer Assessment of Behavioral
Health Services (CABHS). Itis, at the time of this writing, being piloted for
inclusion in NCQA'’s HEDIS and as a requirement for NCQA accreditation.
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Several other accrediting and regulatory organizations are regarding it with
great interest. If it succeeds, it will provide the field with a standardized
measurement instrument able to provide comparisons between and bench-
marks for organizations along key performance indicators valued by the
entire field.

Information system standards are also needed. These should address
common dataelements, software interoperability, electronic communication,
and information exchange with protections for data privacy and confidenti-
ality (Axelson, A., Geraty, R., Hill, E., 1995; NCQA, 1997).

Of these standard-setting needs to be addressed, data privacy and
confidentiality are paramount. Computerization exacerbates the public per-
ception already present of data privacy infringements due to managed care.
Withincreased use of the Internet for transmission of health care information,
the challenges of securing data privacy increase. Technologicallocks and keys
are plentiful, such as firewalls, data encryption and biometric passwords.
More important are organizational policies, procedures, values and staff
training to respectand secure the privacy and confidentiality of patientdata.
Without these, sophisticated technological security devices will be fornaught.
Organizational policies will be somewhat guided by new federal regulations
developed and released by the Department of Healthand Human Services in
late 2000 through the Health Insurance Portability and Accountability Act.
These regulations set standards for how health care information should be
recorded and exchanged, with particular attention to coding sets and todata
privacy and security. However, organizations will still be responsible for
creating theinternal culture torespectand strictly abide by those regulations.

Anotherimportantstandard-setting initiative is Decision Support 2000+
(DS2000+), sponsored by SAMHSA’s Center for Mental Health Services. This
5-year project, inmid-courseat the time of this writing, is focused on defining
behavioral health-specific data standards for enrollment, encounters, treat-
ment guidelines, system guidelines, consumer outcomes, organizationaland
system performance, and other elements. DS2000+ isintended toadvance the
national data infrastructure for behavioral health so that accountability for
quality services canbe enhanced through organizational comparability and
benchmarking, and so that new knowledge may be generated for the field.

In order to be comparable, data submitted from multiple organizations
must first be collected through the same methodology and reported using
identical formats. Adjustments for severity of illness and demographic char-
acteristics of the study population may alsobe required in order for meaning-
ful comparisons tobe made. Without this attention tomethodological issues,
we will be comparing apples and bananas. Report card developers must
address disparities in interpretation of the measures and in measurement



178 Trabin

capabilities among organizations by providing clear, highly specific instruc-
tions to them on the measurement methods required to collect performance
data.

Itis amonumental and extremely expensive task to monitor with audits
the data collection process across multiple organizations for compliance with
prespecified and standardized methodologies. Yet these safeguards, or some-
thing similar, must be put in place to give credibility to the report cards in
which so many will have a stake.

Tobe widely used itis necessary for the complex information contained
in report cards to be presented in a format that is easily accessed and
understood. Computer technology can enable users toaccess the comparative
information they need easily and efficiently through online services. Most
users will only want data on a few variables comparing the performance of
alimited number of prespecified organizations. Researchisneeded to deter-
mine the type and format of information that consumers and purchasers of
behavioral health services will find most user-friendly.

Even with all these conditions, report card sponsoring organizations
muststill provide considerable education to potential users on how they can
obtain and use the information they need. In this way, report cards have the
potential to substantiate the value of behavioral healthcare services and to
provide a framework for value-based selection and purchasing decisions by
purchasers and consumers.

SuMMARY AND CONCLUSIONS

In this chapter, we reviewed the dramatic changes in how the behavioral
healthcare field is structured, from cottage industry toindustrialization and
consolidation. We critiqued the potentials those changes create for both
benefit and harm. Building checks and balances into the system through
accountability for quality of care can work to maximize the benefits of
industrialization and minimize the likelihood of harm.

We reviewed many approaches to accountability for quality, including
quality assurance and quality improvement. We also reviewed many meth-
ods, including performance and outcome measurement, medical cost-offset
studies, and practice guidelines. The primary method focused upon was
performance measurement, because of its accountability function for large
organizations and entire systems of care. We have passed the time where
expressions of good intention and professionalism sufficed to assure quality
in behavioral healthcare. The time of accountable data requirements has
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arrived. Measurement shortcomings notwithstanding, its value for the field
and industry is undeniable.

Advances in outcome and performance measurement and innovative
approaches to quality improvement have slowed somewhat in behavioral
healthcare. Commodity pricing policies and industry consolidation have
been discouraging, and have caused the industry to catch its breath and
wonderaboutstrategy and direction. During such times, the willrequired to
continue expensive outcome and performance measurement and other qual-
ity-focused activities is substantial. The expense can seem unsupportable.
Nevertheless, it is especially during such a time that we must continue our
efforts to demonstrate convincingly that our services are not commodities.
They can be differentiated by various dimensions of quality, value-priced
accordingly, and monitored through data to ensure that valueis maintained.
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Discussion of Trabin:

The Best and Worst of Times for Behavioral
Mental Health Practice

S. R. Thorp

J. Gregg

R. Niccolls
W. T. O’Donohue
University of Nevada, Reno

Trabin presents aninformative account of therecentand dynamichistory
of the healthcare industry. His thesis is that behavioral healthcare is in a
financial crisis (losing about half its allotment of health care funds since the
mid-1980s), and needs to demonstrate its worth to organized managed care,
treatment providers, and consumers. He proposes thatbehavioral healthcare
services are not commodities because they can be differentiated in terms of
quality and cost-effectiveness. He argues that these services can enhance their
valueby taking advantage of performance measurement.

The context for this proposal must be emphasized. Trabin repeatedly
comments about the pressure for managed care companies to increase profit,
decrease the debt incurred by consolidation, and increase efficiency. Reim-
bursement rate reductions have driven many provider organizations and
mental health professionals out of the market, and consumers have increas-
ingly voiced concernaboutdecreasingaccess or quality of services. However,
Trabin points out that this may be the best of times for behavioral healthcare
in that opportunity abounds for improvement of the industry.

Due to the consolidation of hundreds of managed care companiesintoa
relatively smallnumber of “mega-companies” with centralized quality man-
agement resources, companies cannow trackliterally hundreds of thousands
of patients during their treatment. These data can be stored, analyzed, and
communicated quickly thanks to the rapid advancement of information
technologies. This combination of dataresources and practical datamanage-
ment set the stage to potentially improve treatment coordination, enhance
patient care, and generate new healthcare knowledge.

Trabin puts out a call for standardization. He states that purchasers and
consumers whoseek access toappropriate and effective care require compa-
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rable and objective data across managed care systems. To this end, Trabin
would like to see practice guidelines, performance indicators, outcome mea-
sures, software, information systems, data collection methodology and re-
porting formats, policies, procedures, and staff trainings conform to universal
standards. Certainly, if the methods of data collection, storage, and reporting
are universal within an organization it will reduce the cost of data manage-
ment. Yet, why would managed care companies be motivated to conformin
the other domains?

Trabin properly devotes much of his argument to the incentives that
spurred insurers, treatment providers, and consumers toward the current
state of affairs in managed care. However, he allots little space to the factors
that willmotivate change from this point. He said that the largest companies
might decide to take the “high road” by pursuing standardization and by
investing time and money to insure a “broad consensus” and “substantial
quality initiatives” (p. 158). Again, why would they do this? More generally,
what influences the decision-making of managed care companies?

Muchastreatment providers are governed by managed care, the decisions
of managed care companies are shaped by the contingencies put in place by
the regulatory and accrediting organizations. Internal review and quality
management practices are dependent on these external agencies. Since regu-
latory and accrediting agencies can influence managed care, influence should
be exerted on these agencies to help produce change at the level of organized
healthcare (and therefore the provision of quality treatment). These agencies
can influence the industry through report cards and audits to maintain the
credibility of the report cards. More importantly, these reportshold weight for
managed care organizations because their results dictate financial incentives
(or constraints).

Alastpointinvolves the targets of studies trying to establish anempirical
base to improve the quality and dissemination of report cards. The study
described in this chapter, conducted by the Institute for Behavioral Healthcare’s
National Leadership Council, presents an extensive and interesting ap-
proach. The researchers chose to begin the study by reviewing report card
injtiatives and surveying existing behavioral healthcare organizations. In
developing a survey instrument, the most commonly used performance
indicators were consistently chosen for inclusion. Although this is a reason-
able starting place, it necessarily limits the choices of respondents and
therefore the results of the study. Thisis a problem especially because, as stated
previously, internal review is influenced by external review procedures. In
other words, as was evidenced in the resulting correlations shown in Table
1, the respondents were essentially rating survey items on two dimensions:
(1) staff time/ costs and (2) value for quality improvement/external reporting.
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These results are confounded because the respondents are familiar with the
existing values of the external reporting agencies and the existing methods for
measuring and calculating staff time/costs. In a sense, then, the survey is
asking, “What parts of the status quo do you think are most relevant and
practical?”

Thisbias mighthelp toexplain the “low valued” indicators for prevention
(for which there were only twoitems included out of twenty-eight), because
as Trabin notes there are not currently sufficient perceived incentives to
promote prevention programs. It is quite possible that an empirical analysis
of prevention programs would demonstrate financial benefits for HMOs
(through fewer claims to be paid each year, for example) while maintaining
pragmatic approaches to treatment and assessment.

Another point thatis missed by the study involves the ability tomanipu-
late the factors thatare considered worthwhile and the effects of this manipu-
lation. For example, can we change the number of acute inpatient days per
year? If so,whatwould thelong-term consequences be? Itis certainly feasible
thatdecreased inpatientdays would lead to a greater utilization of outpatient
services, increased use of medications, orincreases in thenumber of individu-
als whoneed care but go without. The analysis of change and its effects is an
areathatseems well suited to the strengths of behavioral healthcare manage-
ment.

Again, managed care organizations are under pressure to consolidate,
reduce debt, and increase profit. It is unlikely that these organizations will
investenormous amounts of time, effort, and money in quality management
services that may or may not benefit them. Although the quality assurance
process willbe costly tomanaged care organizations, they willnotdisappear.
AsTrabinindicates, the timeisripe forascience of healthcare utilizationand
outcome. It would be ashame if we confused the goals of efficient, affordable,
effective healthcare with that which is easy and profitable.
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INTRODUCTION

Managed behavioral health care has brought about some fundamental
changes in the waybehavioral health careisdelivered. Most of the prominent
managed behavioral health care companies, several of whom whohavenow
beenmerged into the twolarge behavioral health care companies, were formed
in the early 1980’s. This chapter will review some of the history and practices
of managed behavioralhealth care. We will also explore the costimpact of this
changing health care system and some measures of its effectiveness. While
therehasbeenmuchrhetoricsuggesting that managed behavioral health care
has negatively impacted the quality of treatment, there is little evidence to
support that. There is a great deal evidence however to support the fact that
treatment is much more focused and targeted with providers being asked to
specifically state thenature of the problem they are treating, the treatment plan,
the goals of that treatment plan, the methods they will use to determine how
successful they are in meeting the goals, as well as acknowledging progress
along the way.

Training for most behavioral health care clinicians in the 1960’s and
1970’s and insome degree even to thisday, focused on meeting the individuals
and working throughissues that arosein therapy. Therapies tended to be non-
directive and issues evolved over time. Managed behavioral health care has
broughta fundamental change in that area, requiring that providers specifi-
cally determine through comprehensive assessments, the nature of the diffi-
cultiesin the plan. Moreover, withan expandingbase of knowledgeregarding
the problems and treatments that work for those specific problems, managed
careisnolongeraccepting of providers treating individuals according to the
philosophy upon which they were trained.

Pre-Managed Care Costs

Inorder tounderstand some of the costs prior to managed care; one must
understand the nature of the benefit plans that were available. Benefits for
behavioral health care were almost exclusively for inpatient treatment and
outpatient treatmentonly. The conceptof covering alternative levels of care did
notexist. Inthismodel, there were extremely high costs and lengths of stay in
the inpatient area with limited utilization of outpatient treatment. This was
very clearly incented by the nature of the insurance benefit plan. Inpatient care
was covered often at a minimum of 80% and in some cases at 100% of cost.
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Further, it was not uncommon forhospitals at that time to waive the 20%
co-pay, particularly given the fact that patients stayed in the hospital for an
extended period of time. Thus, individuals experienced no personal costs to
anextended inpatient stay for themselves oramember of their family. On the
other hand, there was limited outpatient coverage. Frequently, the coverage
was approximately 50% of an outpatient’s psychotherapy session. However,
there was also a limit on the amount of reimbursement, so in some cases for
example, one could see a benefit that reimbursed at 50% up to a session cost
of $50. Given that in early 1980’s, psychotherapy costs were in excess of $100
per session, a patient could easily be facing an out of pocket expense of $100
pereach outpatient psychotherapy session. Thus, when people werehaving
difficulties, it was financially easier to go into the hospital and experience no
outof pocket costs, than toenter outpatient psychotherapy where they could
face costs of $100 per week or more.

With the incenting of hospitalization and the rapid proliferation of
proprietary hospitals, employers began toexperience large annual increases
in their costs. It was not uncommon for employers to experience 15-20%
annual increases in the cost of their behavioral health care. Not only were
employers experiencing actual dollar increases on an annual basis, but also
behavioral health care was climbing in terms of the percentage of theirhealth
care dollarsexpended onbehavioralhealth care. When some of these employ-
ersbegan tostudy their costs, they found that thebehavioral health care dollar
represented in excess of 10% of the entire medical costs, while these funds were
being consumed by less than 5% of their population.

Emergence of Managed Care

One of the initial methods of containing costs was to limit behavioral
health care benefits. This began prior to the formation of managed behavioral
health care companies and occurred as employers had difficulty determining
how to contain these rising costs, that were experienced by many as out of
control.

As managed care grew on the scene; they began to focus on managing
utilization. This meant that clinicians were required to pre-authorize all
inpatient care and maintain continuing authorization throughout the treat-
ment process. Thismethod of concurrent review became increasingly popular
aftermany planshad utilized a retrospective review process. This retrospec-
tivereview processis extremely difficult for providers and consumers of care.
Providers have delivered care and expect to reimbursed. Consumers have
obtained care believing that their health care benefits would assist them in
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managing the costs. With retrospective review, consumers would face the
possibility thatan insurer would deny payment, and they would then be left
expected topay for servicesthathave alreadybeen delivered. In the prospec-
tive model, consumers could then decide whether they wanted to pay for
services out of pocket and would also have some information as to why
services were not being reimbursed. Over the fifteen years of evolution of
managed behavioral health care, plans have become much more sophisti-
cated in providing specific information to consumers when authorization for
benefit is being denied.

Managed behavioral health care is delivered in several models. Health
plans, such as Kaiser and Group Health Cooperative of Puget Sound, have
their owninternalbehavioralhealth departments that generally manage care
throughastaff model oranetwork model, but within their overall health plan.
On the other hand, many employers chose to utilize a managed behavioral
health care carve out company. In this model, the employer or health plan
carves outits benefits for mental illness and substance abuse treatment toan
entity that specializes in managing this component of health care. The carve
outcompanies have all developed anetwork of individual clinicians in most
major disciplines, as well as contracts with facilities and programs. Care may
bedelivered through this network or from outside thisnetwork, recognizing
that thereisadifferential in benefits to the consumer for utilizing the network
versus non-network coverage. The carve out company provides clinical care
management, where treatment is reviewed and authorization of benefit is
made. In a significant number of cases, the carve out companies will also
process claims for services and will directly reimburse the providers or
forward the payment information to the check processor.

There are a number of models within managed behavioral health care.
Large self-insured companies contract with these managed behavioral health
care carve outcompanies to provide administrative services. In thismodel, the
client company is at risk for their own health care costs. The managed care
organization provides thenetwork, the care managementand claims process-
ing. The carve outcompany is reimbursed on a peremployee permonthbasis
with performance guarantees most frequently in theareas of access to provid-
ers, responsiveness to beneficiary telephone calls and requests, and claims
processing. Itisimportant torealize in this model, a decrease in actual health
care dollars spent is a direct benefit to the self-insured company.

Inasecond model, the managed behavioral health care company accepts
therisk for health care costs. In this scenario, all of the services provided under
the administrative services model are present. Performance guarantees also
remain present usually for thesame key areas noted above. The key difference
here is that the client company, who engages an MBHO in this method, has
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fixed their costs, and the MBHO must manage the risk as part of the overall
contract. Inthismodel, companies are reimbursed ona permember per month
basis.

Another component of managed behavioral health care today is the
employee assistance programs. Early in managed behavioral health care,
employee assistance was separate and there was significant tensionbetween
EAPs and MBHOs. While some of this tension continues, it is important to
realize that many of these programs have worked hard todevelop an interface
and understand the components that each bring to the care of individuals.
Employee assistance programs can take a variety of forms. They can be a
telephonic service that refers individuals to treatment, after providing tele-
phonic counseling on one hand, to those that may provide as many as eight
sessions with an EAP counselor on the other. Anumber of companies have
made these EAP programs the front end of their behavioral health care
program. This can be done through their own internal EAP or in some cases
by purchasing an integrated behavioralhealth care program froman MBHO.
Inthismodel, the MBHO provides the EAP services as well as the fullmanaged
behavioral health care program. Generally consumers access the EAP for
initial assessment and treatment. Inanumber of cases, issues can be resolved
within the EAP and individuals donotneed to access their behavioral health
care benefit.

Costs and Managed Care

Asmentioned earlier, self-insured companies were frequently experienc-
ing 15-20% annual increases in their behavioral health benefit costs prior to
managed care. Many of these companies experienced cost decreases of 25-40%
inthe first year of implementing amanaged behavioral health care program.
There are a number of components impacting the overall decreasing costs.
With the precertification process for inpatient care, as well as the encourage-
ment of alternatives to inpatient care, there was a decreased likelihood that
individuals would enter acute care facilities. Moreover, when individuals did
enter thehospital, there was a decreaselength of stay. Over the past ten years,
there has been a steady decline in the average length of stay in acute care
hospitals. At the same time that the length of stay was decreasing, MBHOs
contracted with facilities to provide acute inpatient care. These contracts
frequently extracted 40-50% cost decreases and were developed on a full per
diem basis. Thus, all services provided by the hospital, were covered by a
single per diem rate. This significant decrease in unit cost further decreased
the total dollars spent. Finally, MBHOs developed fee schedules for outpatient



192 Shaffer

clinicians that developed some certainty in the overall unit costs for outpatient
care and this too impacted the overall costs. Figure 1 demonstrates that
inpatient costs dropped from 50% of the overall mental health costs in 1988
inonestudy, t022% of the costs in 1995. Itisimportant tounderstand that this
represents a dramatic decrease in funds utilized for inpatient care. In 1988,
that 50% of a dollar not only represented a higher percentage, but it also
represented ahigher unitcost. Thus, theactual dollar decrease is greater than
the differential, between the 50% and the 22% as the overall dollars spent in
1995 on inpatient care was significantly less than those paid in 1988.

Itisalsoimportant tonote, in one study, that costs between 1976 and 1982
increased onaverage 6.1% per year for inpatient care. Between 1982 and 1990,
there was a 20 decrease in the inpatient community hospital days. In 1990,
when you begin to look at this, combining the decreased utilization and the
decreased unit costs, the overall cost was about 20 billion dollars less than
would have been expected with the absence of these changes.

There was an impact on costs on the outpatient side as well. Within
disciplines, these were initially reduced 10-15%. At the same time, however,
there was increased use of masters prepared therapists. With this change in
discipline mix, companies experienced 20-30% decrease in costs because of
the fee differentials between the various disciplines. This was combined with
a decrease in the number of outpatient visits per thousand lives. Several
companies studied, experienced a 25-35% decrease in visits per thousand
lives. A significantcomponent of that was the fact that thenumber of visits per
episode of treatmentwas decreased. Itisimportant torealize thisbecause data,
later in this chapter will point out, that while costs were decreasing, the
number of people accessing care was increasing.

The employee assistance program
0] alsohad animpact. As mentioned, many
of these programs encouraged individu-
als to seek initial assessment and treat-
40%- ment through their EAP program. This
hasbeenshown todecrease costinbehav-
ioral health care programs by asmuch as
20% 25%.
10% One of the most significant contribu-
tions of managed care to the field of behav-
ioral health care delivery has been the
encouragement and reimbursement of
Figure 1 alternative levels of care. This not only
includestraditional residential treatment,
but also the use of partial hospitalization

50% 3

30%

Percent of
Mental Health Costs

T T T
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A 1995 study on inpatient costs.
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programs for acute care, day treatment centers fort the long term mentally ill,
and structured outpatient programs for substance abuse, eating disorders
and otherbehavioral problems. The presence of these alternatives has contrib-
uted to the decrease in inpatient care. Depending on the severity of an
individual’s condition, some were in a position to be directly admitted to a
partialhospitalization program and notenter aninpatient acute care facility.
Moreover, once stabilized in an acute care facility, patients could then be
transitioned toless intensivelevels of care tocontinue their treatment. Ata time
whenonly inpatientand outpatient care existed, there was aneed foramuch
higher level of clinical improvement because of the significantly less intense
treatment when comparing inpatient and outpatient care. However, those
individuals whonow could actively participate inan alternativelevel of care,
could return home to the support of family and friends, while attending an
intense program of treatment. Inreviewing several clients, we noticed that the
appropriate use of alternatives could lead to a decrease cost per inpatient
episode of treatment between 20-50%.

Figure 2 points the return on investment that several employers have
experienced through the use of managed behavioral health care programs.
This data hasbeenderived formself-insured companies whostudy the return
on investment they receive for the costs of their administrative services
program. This example demonstrates that this client company experienced a
savings of $3 in their behavioral health care program, for every dollar spent
with us. As you can see, by year four, they were experiencing a $9 return on
each dollarspent on the program.Inour global competitive economy, where

many of these self-insured companies are very concerned about their overall
costs, thisisa very powerful state-

ment. It is important to under- $10
stand at the same time, that many %
of these firms feel very strongly i: i
about their individual employees s |
and dependents of their employ- 55
ees receiving the care they need. 84
They arenot interested in denying o
access to careasameans of saving s ﬂ ﬂ
money. They are however, inter- B S T
ested in ensuring that the overall Year! Year2 Yeard Yeurd
health care dollar is utilized in a
meaningful way.

The presence of the cost con-
tainment that has taken place in
managed behavioral health care,

Money Saved

Figure 2

Client return on investment over
a four year period.
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has opened the door for a discussion on benefit parity. In 1996, the federal
government passed amental health parity act. This act requires thatemploy-
ersnot discriminate on annual and lifetime dollar maximums between their
generalhealth carebenefitand theirbehavioral health carebenefit. At the same
time however, there is no requirement that there be parity if the benefit is
described interms of hospital days and outpatientvisits. Finally, if employers
experience an increase in health care costs of greater than 1% that can be
directly attributed to mental health care parity, they can apply for and receive
anexemption from the parity act. Clients have responded in mixed ways, with
some changing their annual lifetime maximums to meet the general health
care dollars, while others by changing their benefits from dollars todays and
visits. Clearly the discussions regarding the behavioral health care parity,
could never have taken place when the costs of the treatment of mental illness
were escalating out of control. In the presence of the cost predictability
described above, employers are willing to engage in the discussion. At the
same time, there is significantamount of concern in the employer community,
astheyarestill unclear as towhether thisbenefit willbe manageablein a parity
environment.

A SAMHSA report on the impact of parity, notes that the cost increases
with parity inmanaged careare less than 1%. Moreover, theauthornotes that
implementing parity and a managed care program can frequently lead to
savings in excess of 20% of current costs. In summary, managed care has
clearly demonstrated its ability toreduce and stabilize costs. In the face of these
treatment and cost reductions, providers have proposed that the overall
quality of care has diminished. Unfortunately, little data to demonstrate
quality of treatment or the outcomes of treatment was collected prior to
managed care. As a result, it is difficult for us to make comparisons to what
occurred previously. In the next section, we will begin to discuss some
measures of the effectiveness of managed care and its impact on treatment.

Effectiveness in Managed Care

In this section, we are going to look at some of the impact that has been
measured inmanaged care programs. While thereis an ongoing debateas to
the impact of managed care on overall treatment, it is clear that there is no
debate about the fact that managed care has dramatically increased the
accountability of providersindelivering care. Itisimportant torecognize that
this accountability extends beyond the providers, to the managers of care.
Their client companies to ensure and thatservices meet timeliness standards
monitor MBHOs. With this increased accountability, providers have felt the
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intrusion of being questioned as to the nature of their decisions. While
providershave suggested that this intrusion is impacting quality of care, itis
clear that this oversighthasrequired providers tobemuchmore definitivein
what they are treating and what the goals of treatment are. Finally, if a disease
management program is involved, there is an increasing awareness of ac-
countability developing on the part of consumers of care. Itisimportant that
consumers learn about decisions being made with regard to their treatment
and actively participate. Along with this, there is an increasing recognition
thatourhealth care system mustmoveaway from anacuteillness toa wellness
system. This will necessitate an involvement of consumers in these wellness
programs. Weight loss programs and exercise programs are two examples of
the type of wellness programs being offered. Along with this, active partici-
pationin one’s treatment and adherence with agreed upon treatment goals
and activities is important.

In considering the effectiveness of a managed care program, there are a
number of domains that willbe addressed. Wehave already clearly addressed
the effectiveness of managed care in containing cost. At its initial inception,
managed care evolved as a result of costs that had escalated out of control.
Thus, it was clear that one of the early goals of managed care was to contain
costs. We have seen earlier in this chapter that this has been successfully
accomplished. The next goal is to focus on issues of effectiveness as it relates
to consumer of care rather than the payer of care.

In addressing these issues, we will look at five domains. These will
include access to care, the impact on unexplained treatment variability,
clinical outcomes, functionalimprovement, and consumer satisfaction. People
will argue that one or another of these domains is more important. For
example, clinicians will often focus more on clinical outcomes as the measure
of effectiveness in care. However, consumers inadvocacy groups, point to the
importance of consumersbeingsatisfied with the treatment that they receive
and that this treatment will lead to an overallimprovementin their ability to
function in their world. They point out that improvement of the clinical
situation, while important, is not an end unto itself and that we must pay
attention to the overall impact of treatment on the life of the consumer.

1. Access

Access to behavioral health care prior to managed care came in many
forms. One company studied itsemployees and dependents referral patterns
and found that the majority of decisions as to whom they would go to for
treatment came from studying the yellow pages. Also, as hospitals prolifer-
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ated in the 1980’s, they developed Year Penetration Rate
toll free help lines that individuals 1995 (Pre-capitation) 10%
could access. These lines were often 1996 (Post-capitation) 14%
marketed as a place where people 1997 (Post-capitation) 11.5%

could seekreferrals for whatevercare

they needed. Unfortunately, many  Taple 1

of these were used to encourage

hospitaladmissions. Inmany cases, Penetration rates in a medical
consumers were not aware that the population.

facilities were on the otherside of the

country. Some of these hospitals went so far as to provide airline tickets and
taxiservices in order to get consumers to come. With the arrival of managed
care, access included the presence of clinical referral lines that individuals
could call. These referral lines, manned by clinicians, would discuss the
individuals needs and make referrals as appropriate. A key component of
these referral lines was the ability to ensure that those with urgent and
emergencyneeds were seen promptly.

Other ways in which patients received access to care included referrals
from their employee assistance professionals, directly accessing providers
fromrecommendations from friends or family, or thereferralbya primary care
physician. While these types of referral had taken place prior to the presence
of managed care theemergence of managed care lead toa questioning of each
particularreferral as toitsappropriateness. Asaresult, somereferral patterns,
such as specific facility referrals by employee assistance professionals, was
changed. The overall goal, on the part of all concerned was to provide the
consumer with a prompt and appropriate referral.

Penetrationrates inbehavioralhealth care werenotwellknown. Itishas
beensuggested by some that the overall penetration rates were 2-4% prior to
managed care. Studies by some of the clients in a commercial population
suggest that these penetration rates are now between 6 and 9%. Another
critical factor inunderstanding access, was theimpact of the implementation
of amanaged care program by aself-insured company. As mentioned earlier
in this chapter, the companies experienced a 25-40% decrease in costs. At the
same time, during that first year, they generally experienced a 15% or greater
increase in the number of people accessing care.

Table 1 demonstrates the penetration in a Medicaid population in the
State of Colorado. You will note, as there is continuation in the treatment
program, that there has been an increase in the number of people accessing
care over three years. Table 2 also notes the length of time it takes to obtain
appointments. Access to care must not only represent the presence of an
adequate network, but also the ability to get an appointment as rapidly as
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possible. This data demonstrates Average Days Needed
. . 0 Obtain Outpatien
thatwith the ongoing management Appointments

of the Colorado program, therehas
beenasignificantdrop in thenum-
ber of days required to obtain ap-

Pre-capitation
(Pre-September 1995) 75

Post-capitation

pointments.
: i il June 1996 35
. While many clinicians will December 1996 >
point to the fact that the presence of December 1997 32

abenefit package and an adequate
networkwillnotnecessarilygetyou  Table 2

care because of the need for certifi-

cation. It is clear that absent this Average days to obtain outpatient
access, care cannot take place. An- appointments.

otheraspect of thisaccess is the fact

that individuals in increasing numbers continue to come for treatment,
suggesting along with the satisfaction data, that they are pleased with the
treatment they arereceiving.

II. Treatment Variability

One of the concerns that client companies have expressed with respect to
behavioral health care, is the marked variability in treatment. From abenefit
manager’s perspective, they see many people with similar illnesses being
treated in dramatically different ways. This is compounded by the fact that
they donotreceive any adequate explanation for the variability. This has the
result of raising questions from those benefit managers as to the specificity and
value of treatment.

The National Committee for Quality Assurance (NCQA) and MBHOs
recognize the importance of minimizing treatment variability. As a result,
those organizations seeking NCQA accreditation will need to develop and
maintain clinical practice guidelines. This actually follows aninitiative on the
part of anumber of companies, to develop treatment guidelines as a way to
address treatment variability. It isimportant to recognize that practice guide-
lines donotrepresentacookbook approach, which directs a provider tofollow
a very specific treatment protocol, for every patient. An effective treatment
guideline will delineate the types of treatment known to be effective for an
illness. To the extent possible, first and subsequent choice therapies will be
explained. A provider is not required to do everything within a treatment
guideline. However, if a provider is to vary significantly from that guideline,
that provider should be able to justify his or her treatment decisions. For
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example, ifa patientis profoundly depressed, and their level of concentration
issuch that they may notbe able to participate in psychotherapy, medication
should be considered. If medication is not utilized, then the provider should
have areasonablerationale toexplain that. A guideline should not mandate
theuse of such treatment, but must mandate thatevery element of a treatment
guidelinebe considered and effective decisions madebased on the guidelines
and the individual under treatment’s current clinical condition. The overall
impact of treatment variability clearly requires further study.

III. Clinical Implications

Managed care has brought about aseries of clinical considerations. First
and foremost, managed care has put upon the providers a demand for
individualized treatment plans. As has been stated in the past, there is no
magic to once a week psychotherapy. Patients may need to be seen more
frequently and less frequently, depending on their clinical condition. The key
component is the importance of making sure that each treatment plan is
focused specifically on the problems theindividual consumer is experiencing.

Another important aspect is the need for continuity of care. The Health
Plan Employer Data Information Set (HEDIS) report of NCQA asked that
MBHOs measure the percentage of patients who are seen following hospital-
ization. Given the level of acuity that individuals requiring hospitalization
have, combined with the fact that inpatient treatment is utilized for stabiliza-
tion, makes it clear that follow up is critical. By measuring this, health plans
are able to put into place a continuous quality improvement process to
increase the number of people seen.

Table 3 demonstrates the implications and importance of treatment follow
up. A1993 SAMHSA National Advisory Mental Health Council Report points
toasignificantincrease in relapse rate in Schizophrenia, Bipolar Disorderand
Major Depressive Disorder when follow up care does not take place. Table 4
points out some of the experience that we have had in the Colorado Health
Partnership, in developing follow up for adolescents in treatment. This table
clearly demonstrates the fact that in this managed care program; there has
been asignificantincrease inadolescent follow up. While some would argue
that the follow up measures by themselves do not demonstrate the overall
effectiveness of treatment, it is clear that in the absence of follow up, no
treatment can take place. Itis again, important torecognize thatmanaged care
hasbroughtan increased awareness of this data and need for us all to monitor
our effectiveness in this area.
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Relapse Rate Relapse Rate Managed care is also rais-

without Treatment  without Treatment . .
inganeed forincreased empha-
Schizophrenia 80% 25% sis on the coordination between
Bipolar Disorder 81% 34% primary care physicians and
Major Depression 85% 18% other health care providers. It

hasbeen reported that up to 60-
70% of visits to primary care phy-
sicians are by individuals for
Implications of follow-up. From whom there is no diagnosable

SAMHSA National Advisory Mental ~ Dbiologic disorder. The impor-
Health Council, 1993. tance of coordination of care in

assisting primary care provid-

ersand addressing thesebehav-
ioral health care issues, can lead to significant improvements as well as
medical cost offsets. Moreover, the coordination of care between primary care
and behavioral health care clinicians can assist in avoiding iatrogenic
illnesses that might potentially occur as a result of an inadvertent conflict in
therapy.

Another measurement that is receiving a great deal of attention is read-
missionrates. Hereagain, prior tomanaged care, the data is unclear as to the
hospital readmission rate in many commercial self-insured accounts. Man-
aged care organizations use this data tostudy thedrivers of readmission rates,
in an attempt to diminish those rates and improve overall clinical status for
individuals. In tracking some of the commercial data, we find that readmis-
sionrates frequently range from 5-15%. Table 5, shows thirty day readmission
rates in the Colorado Medicaid population. Here, the readmission rates areall
below 10%. It is important to point out that while there is not a great deal of
data on readmission rates that has been published, anecdotal data has
suggested thatreadmissionratesinan unmanaged Medicaid populationcan
exceed 25-30%. The current monitoring suggested by the table presented
indicates an awareness on the part of managed care to continue to monitor this
data actively and be as effective as possible in diminishing readmission.

These clinical issues have raised some significant questions. The key
question, thatremains tobe answered, is doesmanaged care lead to different
clinical results? The data suggested here would indicate that the likelihood
of people’s improvement is dramatically improved as a result of increased
access and attention to follow up and readmission rates. Providers on the
other hand, would suggest that quality has been negatively impacted by the
virtue of the fact that patients are receiving shorter treatments focused at
functional deficits. Managed care’s perspective is that these improvements in
process would put patients into a situation that increases the likelihood of

Table 3
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Percent of Patients
Receiving Recommended  Total Number

Time Span Stage Mental Health Care of Patients
1995 - 1996 Baseline 58% n=248
1996 - 1997 Year 1 86% n=127
1997 (6 months) Year 2 (in progress) 92% n=_84
Percent of Patients
Time S S Receiving General Total Number
ime Span tage Health Follow-up of Patients
1995 - 1996 Baseline 93% n=248
1996 - 1997 Year 1 100% n=127
1997 (6 months) Year 2 (in progress)  100% n=_84

Table 4

Development of follow-up for adolescants.

positiveresults. One of thearguments that is presented about these measures
is that they donot directly measure the clinicalimpact of the treatment. While
this point is well taken, and points to the fact that more study is needed, the
process measures represent an excellent proxy that demonstrates the clinical
improvements broughtaboutby managed care.

IV. Functional Improvements

The area of functional improvement is one that has not been focused on
agreat dealby clinicians. For the most part, prior tomanaged care, clinicians
focused on the signs and symptoms that were presented to them and utilized
psychotherapy in response. Consumers point out that the elimination of
clinicalissuesis only a partof whatisimportant. Ultimately for improvement
to be meaningful there must be an overall improvement in the individual’s
functional status.

The first area of functional status that must be focused on is that an
individual’sself care. Activities of dailyliving are frequently attended towhen
patients are in inpatient or residential treatment centers. However, it is
important that providers pay attention to an individual’s ability to maintain
activities of daily living and what theirliving arrangements are as part of their
overall treatment. If these areas can haveasignificantimpact on the outcome
of treatment, itisimportant that the provider address some of these during the
treatment process. An example here is one of those receiving treatment for
substance abuse that might be planning to return to a home where active
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substance abuse is continuing. The likeli- o
Readmission

hood of avoiding relapseissmall and these Year / Quarter Rate
issues must be addressed in treatment. 1996 - Quarter 3 9%
Consumers also point out that an 1997 - Quarter 1 6%
individual’s self-confidence s tied to their igg; ) gﬁzﬁz § ;z’%
improvement. Thusa providermustwork 1997 - Quarter 4 5%

to encourage an individual to move for- 1998 - Quarter 1 5:3%
ward in their life to the best of their ability. Note: Readmission rports e bigh as 80%inthe 1950's
Finally, there needs to be attention the fi-

nancial status of the individual. Devising Table 5

a treatment plan or goal that is not consis- Readmission rates in a
tent with an individual’s financial situa- medical population.

tion is doomed to failure. Even if the clini-
cianissuccessfulinremoving the clinical syndrome, the presence of these real
life concerns can undermine that progress and lead to prompt relapse.

The second area that becomes important is that of relationships. These
relationships need to be looked at in terms of the home, interpersonal social
situations, and work situations. These areas again, can have a dramatic
impact on the long-term outcome of the removal of any clinical syndrome.
Providers, while focusing on the clinical syndrome, must also focus on the
impact of these relationships in order to provide external support that can
minimize future difficulties. A supportive family and work situation can go
along way in assisting in recovery. On the other side, relationships that are
problematic can undermine progress. Inastudy at ValueOptions welearned
that the risk of suicide can be dramatically increased by anegative change in
anindividual’s relationships and that a number of serious suicide attempts
have followed these changes.

An area receiving increasing attention is that of the educational, voca-
tional component of an individual’s life. Employers are particularly inter-
ested inissues involving absenteeism or situations where individuals are at
work, butare functioning far below their capability. Anadditional component
of thisistheincreasing awareness of theimpact of disability onanemployer’s
overall benefit costs and ability to maintain function in theirwork. Employers
are moving forward with disability management, working to combine the
presence of disability within a treatment plan that is sufficiently intense to
assist the individual in returning to work as soon as possible, and also has
built within it, the return to work plan.

In devising treatment plans, clinicians are being asked now to focus on
theindividual inthe context of their work situation. Forexample, in devising
the treatment plan, patients arenow being asked tobe aware of the type of work
situation the individual is in. Individuals who work in safety sensitive
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positions or whose jobs are in jeopardy require specific attention within the
treatment plan, to addressing these concerns.

The data to date is largely anecdotal. There is an effort in education by
managed care organizations tohelp providers understand the importance of
workplace issues and to address them within the treatment plan. While the
overall impact has yet to be studied, and more specificity in this area is
required, itis clear from the anecdotal evidence thatlong-term outcomes for
consumers are significantly increased when these key components of an
individuals life are taken into account.

There are a variety of types of measurements that are beginning to take
place. Employers are increasingly measuring, with more specificity, the
impact of absenteeism and disability. Also, they are looking to understand
more about the impact of job performance for those who are in attendance at
work.

Another type of measurement that can take place is that of the physical
area. As suggested in work by Nicholas Cummings, targeted focused treat-
ment, addressing specific clinical disorders and stress can have a significant
impacton overall health care costs. At thesame time, ithas asignificantimpact
on individual’s overall functioning,.

V. Consumer Satisfaction

Consumer surveys done within many MBHOs reveal over 80% satisfac-
tionby the consumer. Consumers are asked torate the referral practice when
they have used the MBHO's referral line, their interaction with the MBHO's
staff, both clinicaland customerservice, the provider fromwhom they received
treatmentand their overall treatment. They are also often asked whether they
feel the treatment has resulted in positive change for them. Consistently, the
numbers come back above 80% satisfaction. This immediately raises the
question of reconciling that data to the managed care backlash and com-
plaints that are often presented by the lay press. It is important to recognize
thatashard as we try, there is always the potential for problems to occur within
treatment. This took place prior to managed care, and in fact, the concerns
about providers care and the malpractice suits pre-managed care, in many
states, lead to malpractice insurance crisis in the 1970’s. Since often these
issues related to single cases by individual clinicians, one would not see lay
press articles of this nature. However, one does see articles that talk about
overall rates of treatment that become questionable. For example, a recent
articlein the Washington Post, pointed to the fact that the Cesarean section rate
within the Mid-Atlantic geographic region was significantly higher than in
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other areas of the country. It is generally in this fashion, that one will see
questions about provider’s care.

Managed care on the other hand, is a larger entity and often viewed as a
concept, rather than a group of individuals, clinicians and administrators
who are advocating on behalf of consumers. Moreover, there are many
differenttypes of managed carebuttheyalltend to getlumped togetherinspite
of their differences some of which werenoted earlier in this chapter. When one
looks at the number of cases treated by managed care organizations, it is
unfortunately inevitable, that some problems will occur. The three largest
managed behavioral health care companies, manage in excess of 100 million
people, using over 60,000 network providers, with a penetration rate of a
conservative 6%. Itisimportant to see that over 6 million individuals will be
in treatment each year. Most of those cases go very well and require no
intervention from the managed care organization. Others go well with some
intervention on behalf of the beneficiary by the managed care organization,
and a few unfortunately, donot go well. The lay press would have us believe
that this is a function of managed care, and ignore the fact that from the time
of the Flexnor Report in the early 1900’s, there have always been situations
where cases did not go as well as one would have hoped for a variety of
reasons. Since managed care presents a fundamental change in the way
health care is delivered, it has become the entity upon which to focus wrath.
An example of this is an unfortunate case in North Carolina where a young
man successfully committed suicide. The individual had care not certified at
one pointbyhismanaged care organization. Overanumber of years, thissame
casehasbeenused as evidence for problems within managed care. While that
one case was being brought up over and overagain, managed care continued
toinvolve itself with successful treatment of over 6 million people per year.

Inthatcontext, one can clearly understand why satisfaction rates remain
high for the large bulk of consumers. One very important factor in managed
care is their desire for continuous quality improvement. Managed care
continually oversees itself, auditing its decisions and reviewing its clinical
guidelines. Thus, one of the most prominent aspects of managed care’s
effectiveness, hasbeen toraise awareness of the need to measure what we are
doing, holding ourselves all accountable, and working in a continuous
quality improvementenvironment.

IMPACT OF MANAGED CARE

Managed care has had an impact in three areas: the client company, the
consumer, and the provider. From the perspective of the client company, there
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hasbeen a decrease in their overall costs for behavioral health care services.
Moreover, there hasbeenadevelopment of some cost predictability, which has
lead to awillingness to enhance benefits. Many self-insured companies were
willing to enhance their benefits when they moved from an indemnity
program toamanaged behavioral health care program. Moreover, while there
is much anxiety about the concept of parity, more of these companies are
willing to consider parity because of the efforts of managed care in containing
costsand helping further clinical understanding. Finally, there isabeginning
to clinical predictability in treatment of a company’s beneficiaries.

The consumer now has increased access. They cannot only seek care, as
they did in the past, but they can now utilize the resources of the clinical
departments of MBHOs to find appropriate treatment providers. Along with
this, they have experienced a decrease out of pocketexpense for treatment. As
hasbeen pointed outin the Rand study on the utilization of medical services,
there is a significant decrease in the use of services as copayments increase.
The increased access and decreased out of pocket expenses have come with
some change. While access has increased to care, the number of clinicians that
one canaccess has decreased through the development of providernetworks.
However, these networks are sufficiently large to allow consumer choice, even
though that choice is not to everyone. Many plans however, have impacted
that by allowing open choice through a point of service plan, with increased
copayments for choosing outside the network. If one looks at the increasing
numbers of individualsreceiving care through managed health care, onecan
see that although there continues to be a great deal of anxiety and concern
about managed care, individual employees and their dependents are inter-
ested in managing their own health care costs and are willing to enter
managed care programs todoso. The negative component of all of this change
has been the fact that the health care system has become more complex for
consumers tonavigate. Managed health care programs must spend more time
helping consumers more fully understand the nature of these programs and
how they can function within them.

Themostsignificant change, as aresult of managed care, has taken place
from the perspective of the provider. The providerisnow being asked tojustify
treatment plans to the consumer and to a manager. When these treatment
plans demonstrate significant variability from standards, that variability is
being asked to bejustified. Many providers in the pastbased their treatment
onwhere they were trained. Now they arebeing asked tobe much morespecific
and select treatmentbased on consumer clinical condition, the other factors
that impact potential improvement, and the knowledge of the disorder and
treatments thatare effective. Providersunderstandably, resent this intrusion
and seemanaged care asresponsible. Itisimportant tonote thatmanaged care
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wasinresponsein escalating costs and treatment variability and the necessity
of treatmentjustification becomes a vehicle to assist companies inbecoming
more comfortable with the health care dollars they are spending. The provid-
ers arealso experiencingan increase their administrative work. Thejustifica-
tion of treatment plans will take place either through telephonic certification
reviews, outpatient treatment reports or electronic interactions. This new
record keeping endeavor adds time to the provider’s workload. Further, the
provider is being asked to maintain an appropriate clinical record and share
appropriate clinical information with other health care providers for that
consumer.

With all of this, one of the most important aspects is that there has been
asignificantdecrease in providerincome. The reduction inincome comes from
both a decrease in units of service provided and a decrease in the unit cost.
Managed carehasrequired providerstotreatindividualsinafocused manner
and utilize multiple levels of care as appropriate. This has led to shorter
lengths of stay athigherlevels of care and shorter episodes of treatment overall.
Somewould argue that these reductions havenegatively impacted quality of
care. Data to support that statement is lacking. In fact, the tendency by some
to question the overall value of treatment has led payers to push reimburse-
ment rates down. This push from employers and others leads to rate reduc-
tions which when combined with a decrease in units of service leads to the
income decreases.

This combination of an increased need for treatment justification, an
increased administrative workload, and a decrease in income, has lead toa
strenuous pushback by providers on managed care. Itis important for all of
us to realize that managed care is only a means to an end. That end involves
beingbetter able to define the nature and quality of treatment and indoingso,
reduce the variability and thereby improve results and contain the costs. It
behooves the providers to begin to find ways to work with managed care, to
assist the providers in dealing with some of these clear concerns thatarebeing
presented to them.

SuMMARY

This chapter has reviewed some of the history of the development of
managed care and the types of programs available. It has also looked a data
regarding costs before and after managed care. Prior to managed care,
companies experienced large, steady increases in the costs of behavioral
health care. They responded initially by limiting benefits and ultimately by
developing management programs. With the inception of managed care, an
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increased number of people accessed treatment, while the overall costs for the
company client went down.

Along with the focus on cost, there has been an increased focus on the
accountability of treatment provided to consumers. Providers are asked tobe
aware of treatment guidelines and to explain variability from the guidelines.
This is a very important issue. Managed care organizations do not propose
todictate and prescribe treatment. They will however, ask forjustification of
variability in treatment orjustification when current treatment is not effective
and the treatment plan is not being changed. Managed care has begun to
develop dataonvarious aspects of clinical care such as access, follow up and
readmission. This data collection must continue to expand beyond traditional
scientific research.

While the scientific research isimportantand must continue, itis equally
important for us tolearn what happens when treatment occurs in the general
population, under the care of a general clinician. Ourstudy of this information
providesus the opportunity to develop methods toimprove care provided by
practicing clinicians, by dealing in measures that are important for clinical
outcomes and meaningful to the consumer.
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Effectiveness and Cost in Managed Care
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Las Vegas and Reno

Managed careisnotamonolithic concept. Rather, the term encompasses
a continuum of organizational structures for the financing and delivery of
health care services. The various structures are most appropriately
operationalized according to the distribution of financial risk among the
payers (insurers, employers etc.), providers and facilitators (hospitals, bro-
kers, clinics etc.) thatare involved in the health care delivery system. Atone
end of the continuum there are managed care organizations providing
administrative support, suchas utilizationreview, to traditional insurers. At
the other end, there are organizations that have taken on the full risk of a
capitated insurance product. In either case, the advent of managed care has
profoundly impacted the UShealth care market. And, some say, nosegment
in that market has been affected more than the community of mental health
care professionals.

Managed care has greatly promoted the principles of evidence-based
medicine in the area of mental or behavioral health. Historically, patients who
came to see a mental health clinician could expect to receive treatment
according to the chosen provider’s expertise, not according to the needs
dictated by their clinical condition. The managed-care-driven emphasis on
outcomes has changed that. Providers have to justify their recommended
treatment vis-a-vis those who pay forit, and, if the treatment does not work,
they must expect to change it.

The vilification of managed care due to anecdotally reported adverse
resultsis uncalled for. What counts are aggregate outcomes. And in thisarea,
the introduction of managed carehas, indeed, most probably increased access
tomental health services and reduced their cost to those who ultimately pay
for it, namely the consumers. This observation has added powerful ammu-
nitionin the debate about “parity” formental health. Withadequate resource
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utilizationmanagement, itis argued, putting mental health services ona par
with medical or surgical benefits will not substantially add to the actuarial
risk of healthinsurers. Therefore, premiums would notdramatically increase.
The managed careindustry appears tobe emerging as an ally of the National
Association of the Mentally I1l (NAMI).

If managed careisso good, why domentalhealth clinicians cry foul? Why
are all the major professional organizations — the American Psychological
Association, the American Psychiatric Association, the National Association
of Social Workers — so unanimously and vociferously opposed? Anumber
of answers may be proposed to answer that question.

For one, there is a profound communicative gap between traditional
clinicians on one side and managed care organizations on the other. This gap
isbased on fundamentally different frames of reference. The clinicianis, and
must be, responsive to his or her client’s needs. The clinician must retain a
highly individualized perspective in order to function as his or her patient’s
advocate.

By contrast, managed care organizations deal in populations. The
manager of amanaged care organizationseeks improvementsinvalue for the
insured population atlarge—evenif the occasional individual care recipient
is unhappy with his or her benefits. This has, of course, always been the
insurance industry’s perspective. Buttraditionalindemnity insurance stayed
out of the doctor-patient relationship. By contrast, the utilization managers
of managed care organizations dare to intrude.

But there are also more substantive issues involved. Managed care is
obviously nota panaceatosolve the challenge of simultaneously optimizing
quality of care, access to health care and health care cost containment. Since
managed carestarted its meteoric risein the late 1980s, more Americanshave
joined the ranks of the uninsured whose number is now estimated at 43
million. The initial flattening of cost increases has begun to disappear. For
1999, at least seven percent increase in national health care expenditures is
forecast, almost three times the expected rate of consumer price index in-
creases.

The recent health care cost increases are, to be sure, partly due to
cumbersome governmentregulations and intrusive micromanagement. The
ever-increasing role of costly technology in our response to health careneeds
alsoplaysanimportantrole. Butthereisalsoa disturbing trend toward anti-
competitive consolidation on the vendors’ side of the managed care market.
The number of managed care organizations is decreasing, the average size of
managed care organizations, in terms of insured lives and in terms of
capitalization, is increasing, and in some geographic areas, the market-
sustaining phenomenon of competition has largely disappeared. Monopo-
lies invariably engender price increases to consumers.
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Related to this consolidation, there is a growing preponderance of for-
profit playersin themarket. Such organizations may be good at cost-cutting.
But the greater efficiency, which translates into income-squeezes on providers
(facilities as well as professionals), means reductions in “medical loss ratios.”
This term defines the percentage of gross income used to pay for care as
opposed to the portion that is returned to the managed care organization’s
shareholders. Inother words, part of the greater costeffectiveness takes on the
form of a shift of income from providers to shareholders.

The intrusion of profit motives is nothing new to health care: After all,
independent, licensed providers have, over many years, sought tomaximize
theirindividualincomes from patient care activities. However, the introduc-
tion of the profit motive ona corporate scale into the health care market does
change thehealth care market’s dynamics. Shareholders have, ultimately, no
professional accountability to sick people looking for help. And the actual
professional providers cannot forget that in their respective professional
codes of ethics the services they provide canneverbe reduced toacommodity.

Inthearea of care for the chronically mentally ll, the success of managed
care toreplace traditional models of behavioral health careis arguably mixed.
The conceptual model of mental illness in managed care is an episode-of-
illness concept. This model can be expected to work best for patients with
adjustment disorders or situational stress problems. It is more difficult to
apply to patients who suffer from schizophrenia or dementing conditions.
The implosion of Tennessee’s TennCare experiment, when applied to the
chronically mentally ill Medicaid beneficiaries of that state, may notbe typical.
Butitcertainly should be reason for caution in predicting success of transfer-
ring managed care results in the private sector to public health problems.

Certain principles of managed care arelikely toendure. These include the
healthy emphasis on accountability and the measurement of outcomes as a
function of cost: The concept of value—long appreciated in other areas of the
consumer market—has finally been brought tobehavioral health care, thanks
to the managed care revolution.

Otheraspects arelikely towash out. We are undoubtedly beginning tosee
the end of initial cost-savings due to eliminating certain ineffective practice
types. But regulatory limitations and monopolistic tendencies are exerting
their countervailing influences, and costs are beginning to rise again. The
administrative cost (“overhead”), associated with a proprietary and frag-
mented payer system, isnotbeing addressed by the managed care conceptas
itnow exists. Inthelong runit seemsillusory toattach hopes for realizing true
marketefficiencies toaproduct thatbynecessity can never meet economists’
specification foracommodity in a market operating under the conditions of
perfectcompetition.
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INTRODUCTION

Wehave three major purposes in this chapter. First, we want to convince
the readers that practice guidelines are not an arbitrary development in the
field. Ourlogic, in outline form, will be that managed behavioral care marks
the transition of this economic sector to full scale industrialization. Practice
gu:delines are anecessary component of anindustrialized behavioral health
care delivery system because they help ward off threats to successful indus-
trialization. Second, we want to convince the readers that practice guidelines,
done properly, hold out great hope for consumers, managers, payors, and
providersalike, butonly if they are properly done, with participation of all the
major stakeholders. We will describe the Practice Guidelines Coalition pro-
cessasa good example of whatneeds tobe done. Finally, we will discuss where
practice guidelines fit within an integrated system of evidence-based care.

The Non-Arbitrary Nature of Practice Guidelines
The Industrialization of Healthcare Delivery

There are not many times when you can see the future, but there is an
exception when the speed of change is so fast that the present and the future
are the same thing. You know you are in one of those times when you can say
the same sentence in the present or the future tense and makes equal sense
either way. The personal computer provides an example. At one point early
in the development of personal computers you could say “personal computers
will be big” or “personal computer are big” and it was just as sensible either
way. People who fully realized what that meant easily made successful
investments by betting on the future they could already see. Biotechnology or
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the internet provide otherrecentexample. The same applies, we would argue,
to clinical practice guidelines.

Inaspan oflessthanadecade managed care has risen from aminor player
to be the dominant force in private and public healthcare delivery (Frank,
McGuire, Notman, & Woodward, 1996). The essence of managed care is not
its form—there are many competing forms and new varieties are emerging
every few months—butitsnature. Managed carerepresents the industrializa-
tion of healthcare delivery (Cummings & Hayes, 1996).

Industrialization involves the systematized production of goods or ser-
vices in large-scale enterprises that are responsive to the enterprise-wide
bottom line. There are thus three defining characteristics of industrialization:
largesize, constant systematization, and the overall enterprise as the ultimate
economic unit. These three characteristics put the productivity of an indi-
vidualinto the contextof the productivity of anentireenterprise. The economic
unit of interest goes beyond the worker, the family, the cottage, or the manor,
tothat of the firm. Technical efficiency and productivity generally rises during
industrialization because tasks can become more systematized, worker skill
and training canbe better fitted to the tasks, mechanization and technical aids
canamplify theskillsand output of individuals, and efficiencies in the entire
system are refined through innovation and competition.

If anyone doubts that industrialization is the process that is impacting
healthcare delivery, consider this: the mental health needs of over 90 millions
Americans are today controlled by twofirms: Magellan and Value Options. In
the year 2000 each of these firms expects to add one to eight million more
consumers to their systems. There canbelittle doubt that we arealready inan
era where the delivery of behavioral health services resides in large-scale
enterprises that are systematized to provide these services in a fashion
designed to produceapositive, enterprise-wide bottomline. By definition, this
means that healthcare delivery is industrializing.

Opponents of managed care, and there are many, need to distinguish
specific forms of industrialization from the process itself. Specific managed
care arrangements can and will change. Some will die out over time. Butno
oneshould think that this means thatindustrialization per se willbe reversed.
Neverinhumanhistory hasamajor economicsectorindustrialized and then
deindustrialized. It is unlikely to happen in healthcare delivery.

The reasons for industrialization are many, but the single biggest factor
was the excess costs incurred by fee for service healthcare deliver. In fee for
service healthcare, insurance was an industry, but healthcare delivery was
not. Providers essentially ran their own “mom and pop” businesses. Health-
care delivery was very much like the small family farms so common in the first
half of this century, prior to the era of the industrialization of agriculture
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(Drum, 1995). Third party payers became increasingly subject to any escala-
tionincosts that occurred. Cost escalation was relatively unconstrained since
the contingencies operating in this system did not encourage efficiency or
effectiveness. If patients stayed in therapy as long as provider felt it was
necessary, providers would benefit since third party payers would usually
reimburse for this amount without information on the need for treatment or
its outcome. Providers learned to work the system. There was arapid prolif-
eration of private psychiatric hospitals and addiction treatment centers
(Cummings, 1995; Trabin & Freeman, 1995). The number of behavioralhealth-
care training programs also increased.

Indemnity based health insurance companies faced with escalating costs
were forced tomaintain their profits by charging higherand higher premiums
tobusinesses and individuals purchasing their policies. Costs for behavioral
healthcare began skyrocketing. Forexample, duringafive year period, from
1987 to 1992, the average yearly premium for mental health and substance
abuse paid by employers increased from $163 per employee to $318, an
increase of nearly 100% (Shoor, 1993; Strosahl, 1994). Both government payers
(e.g., Medicare and Medicaid) as well as business and industry were unable
to absorb any further increases in costs.

The industrialization of healthcare delivery has occurred so rapidly
because largescalemanaged care enterprises werereadily able toreduce cost
while maintaining reasonable quality, primarily by driving downboth unrea-
sonable utilization and the fees charged by facilities and providers. Value
Behavioral Health, for example, could reduce costs 40% while increasing
access by 25% during first year after they took over an indemnity-based
behavioral healthcare system simply by eliminating coverage for those who
had beenseeinga psychotherapist for years without clearjustification, cutting
therapists who tended to see the patients for years, and demand somewhat
lower payment of clinicians (Shaffer, this volume).

These changes gavebetter overall value to payers and consumers. As time
has gone on, however, the reduction in reimbursements has had serious
consequences for some providers, who are working harder forless, and there
is abroad perception that quality of care is beginning to suffer. Injust a few
years it seems that we have wrung out about all that we can using cost
containment mechanisms. The rise of public support for legislation and
regulation shows that MCOs are now cutting into the bone. Yet competition
has reduced profit margins to a sliver.

With costs down, the next major area of improvement has tobe value. In
theory an emphasis on value can cut costs by reducing per incident costs and
especially by reducing further demand for services through effective and
efficient services. As the industry consolidates, this begins to make good
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economicsense, since consumers stay with given firms for longer and longer
periods.

Stages in Industrialization

Industrialization tends to go through four stages, and these stages are
being followed quite closely in the industrialization of healthcare deliver
systems (Hayes, Barlow, & Nelson-Gray, 1999).

1. In the early stages of industrialization, vendors
proliferate and consumers are confused.

2.Inthe confusion, poor quality products succeed but then die
out as the overall quality of products increases.

3. As products become better understood, vendors and
product lines are consolidated and external review
increases.

4. Finally, in a mature marketplace, known firms offer
known commodities of known quality, cost,and valueina
stable external review environment.

Youcansee these stages inarecentexample: personal computers. Instage
one, hundreds of software and hardware firms competed, each one claiming
that their systems or programs were better. Customers were confused. Con-
sumers had a hard time knowing if an 8 bit operating system was better than
16bit, if Apple’ssystem wasbetter than IBM's; orif DOSwasbetter than TRS-
80. In stage two, computers began to get better and better. Some firms (e.g.,
Leading Edge) undercut the market with cheap clonesbut theylaterbegan to
fail under the weight of returns, poor service, and the poor reputation these
bred.Instage three, consolidation occurred. We went from dozens of popular
word processors, to one giant and two also rans. Half a dozen computer
makers survived with significant market share. Litigation and legislation
began tobe focused on the industry. People began to resent the hegemony of
MicroSoft. We arenow entering stage four. Variability in features, quality, and
cost, occur within a known range and provide choice to the consumer who
may, for example, choose slightly less sophisticated technology in exchange
foralower price. Changes in external review continue however (e.g., the anti-
trust suit against MicroSoft) which indicates that the marketplace is not yet
fullymature.

The health care delivery industry is proceeding through this same
developmental sequence and has recently reached stage three. Vendors did
indeed proliferate chaotically and consumers were terribly confused. Even
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three years ago a Louis Harris poll showed that a majority of US citizens did
not know that “managed care” meant or what a “health maintenance orga-
nization” was (Gannett News Service, 1996). Quality was uneven and some
vendors succeeded by cuttingneeded services (Manderscheid & Henderson,
1996). The industry has seen a tremendous degree of consolidation and a
major increase in external review as any glance at the newspaper will show.
Litigation, accreditation, legislation, and regulation arenow aninherent part
of thelandscape of managed care. Thehealthcare delivery industry is trying
to find ways toincrease quality and efficiency through means other than mere
costreduction.

The Enemies of Industrialization

There are fourbig enemies of success in this stage. Consumer confusionand
fear is one enemy. Fearful consumers are slow to buy and quick to complain.
Confused consumers willmake poor buying decisions that donotreflect the
real value of competing products or services, and thus maintain inefficiencies
in thesystem.

The second enemy is an unpredictable context that too rapidly alters the
playing field for competition. This slows industrialization because investors
become uncertain and because business errors are more likely. Challenging
contexts per se are not necessarily bad because they tend to weed out strong
and weak players. But unpredictability is another matter.

Athird enemy is the failure todemonstrate increased value. Value isameasure
of the quality and convenience of an item per unit of cost. Industrialization
tends tooccur when valueleaps forward as aresult of large scale, systematized
enterprises, by reducing cost, or by increasing quality and convenience, or
both. The personal computer industry, for example, has produced more and
more powerful computers, for less and less. Value thus shotup. Mechanized
production of shoes showed a different pattern. Quality did not necessarily
increase over the shoes made by a good craftsperson, but the cost of shoes
plummeted, and valuerose.If value is not demonstrated, however, the main
support for industrialization is removed.

A final barrier is unexplained product variability. Unexplained variability
leads to an inability to improve quality and efficiency. Suppose a manufac-
tureris making acar and thereis a poorly designed part. If the part varies too
much inways unknown tothemaker (e.g., through manufacturing tolerances
that are toolarge) the part mightbe fine in one car and a problem in others. If
the part was made with good tolerances its bad design would be much more
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easily detected. Any industrial entity must know what it is producing and
selling, and unexplained variability interferes with that knowledge.

Enemies of Behavioral Healthcare Industrialization

Each of these four enemies of industrialization currently exists in the
behavioral healthcare delivery sector. Consumer confusion and fear is exac-
erbated by the consumers perception of aloss of control. Thisis due in part to
the complexity and rapidity of the changes in healthcare delivery. Plans
themselves are confusing and difficult tounderstand. This perceptionis also
due in part to an actual reduction in the range of plans offered by employers
as they increasingly direct employees into lower cost options.

The context underlying managed care is relatively unpredictable due to
rapidly evolving business and political events. Legislation such as the
patients’bill of rights, lawsuits, or entirely new business models adopted by
competitors provide a constant threat of rapid change. Ironically, however,
some of these threats to predictability (e.g., suits over coverage practices) will
increase the predictability of thebusiness context in the long term because they
will weed out excesses that the public does not support. That has been the
experience in other sectors of the economy going through external market
regulation and litigation.

Thereisindeed awidespread belief that the healthcare industry has failed
toproduce or todemonstrate value. Outcomes are unclear and consumers are
increasingly beginning to believe the managed care reduces cost at the
expense of quality.

Finally there is huge unexplained product variability in behavioral
healthcare delivery. An enormous range of treatments exist for any disorder,
and clinicians factors (e.g., theoretical orientation), not patient factors, seem
to dominate as the source of variability in treatment decisions.

Thus, behavioral healthcare delivery faces every one of the major threats
to successful industrialization. The industry has a built in bias toward any
steps that will help solve these problems.

THE ROLE OoF PRACTICE GUIDELINES IN REDUCING
BARRIERS TO INDUSTRIALIZATION

Clinical practice guidelines are statements of the best available evidence
in specific practice domains for the purpose of advising practitioners in their
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professional work. Unlike standards of practice, guidelines encouragebutdo
notrequire that practitionersbe guided by this evidence. Guidelines serve as
summaries, reminders, prompts, and suggestions, not requirements.

Clinical practice guidelines have long existed in physical medicine, but
theiradventinbehavioralhealthcareis recent. Most of the activity in the area
datesback only into the early 1990’s. Some examples of developments in this
area include the development of a depression guideline by the Agency for
Health Care Policy Research (published in 1994), the recommendation in
support of clinical practice guidelines from the Second Summit of Applied
Psychological Organizations (1992), the formation of the Task Force for
Empirically Validated Treatmentby Division 12 (Clinical Psychology) of the
AmericanPsychological Association(1995), the convening of a Conference on
Scientific Standards of Psychological Practice (1994), the publication of the
first practice guidelines from the American Psychiatric Association (1992), the
formation of the Practice Guidelines Coalition (1996), or the requirement that
atleasttwobehavioral health practice guidelines be implemented in accred-
ited behavioral healthcare organizations by the National Committee for
Quality Assurance (1998).. It is fair to say that at the present time clinical
practice guidelines are only beginning to hit behavioral health in ameaning-
ful way.

Despite their recency, it seems that that clinical practice guidelines are
bound to develop inmanaged care organizations forasimplereason: Ineach
of the four areas that can slow industrialization, clinical practice guidelines
are atleast potentially helpful.Itis for thatreason that practice guidelines are
anon-arbitrary aspect of the current healthcare scene. Unless industrializa-
tion per se stops in the healthcare delivery sector, the growth of practice
guidelines will continue.

Consumer confusion and fear may be reduced by practice guidelines
because in principle they can provide a quality floor and a more known
product. If payers and consumers know that a system follows empirically-
based practice guidelines, itis less likely that untested methods will be used
before methods known tobe successful are tried. If delivering these methods
requires certain kinds of training or a certain number of sessions, payers and
consumers know that it is more likely that such resources will be made
available. Practice guidelines can reduce clinicians’ fear by providing more
protection again arbitrary and capricious reimbursement decisions.

Contextual unpredictability may be reduced by practice guidelines for
several reasons. Systems may beless subject to political battering if a credible
practice guideline isbeing followed sinceit provides a kind of empirical shield
against unwarranted criticisms and attacks. Practice guidelines can reduce
contextual unpredictability by reducing and channeling the pressure of
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regulation, legislation, accreditation, and litigation. If practice guidelines
were broadly implemented, they would help level the playing field and
preventcompetitors from succeeding by reducing the quality of care inareas
covered by guidelines.

The production and demonstration of value canbe increased by practice
guidelinesbecause evidence of compliance with practice guideline provides
evidence of quality of care. Further, if the guidelines producebetter, faster, more
long lasting desirable clinical outcomes, then they may produce cost savings
throughareduction of thedemand forservices. Atthe systemlevel, guidelines
could provideaprincipled basis for the construction of mentalhealth benefits
as helping to direct the pre-certification and utilization review process on a
case by case basis. Evidence-based practice guidelines could provide clini-
cians access to scientifically valid decision support tools that would help
identify the procedures mostlikely tobe effective. Finally, guidelinesmay help
companies better allocate professional resources by providing a better match
between the existing skills of clinicians and the types of core procedures
recommended in guidelines. Costly doctoral professionals, for example, may
be better suited to supervising a empirically supported protocol than in
delivering most of the services themselves.

Probably the biggest issue for clinical practice guidelines, however, is
whether they can reduce unexplained variability in treatment. In principle
this seems likely, since following a practice guideline, by definition, should
produce less variability than following nothing. Itisnot yetknown, however,
whether this theoretical expectation will be upheld. In all likelihood the
answer will be complex, since probably some guidelines in some areas and
in some formats will produce better outcomes than others. Focusing on a
reduction in variability leads to the conclusion that penetration, not perfec-
tion, is most important. Even a highly flawed guideline, it widely read and
followed, sets the stage for system improvement since these flaws can be
detected and corrected. Among other things, this means that guideline
acceptability to stakeholders is paramount, since resistance by any major
sector will tend to reduce penetration and recycling and improvement.

Practice guidelines so directly help with the major problems faced by
industrial healthcare delivery systems that they will be developed. And, in
fact, every large managed care firmis involved with guideline implementa-
tion. Manyhavebeeninvolved directly in developing them. But the guidelines
being developed are notideal.
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PoLiticAL PROBLEMS IN CURRENT CLINICAL PRACTICE (GUIDELINES

Probably thebiggestsource of clinical practice guidelines rightnow is the
industry itself. Unfortunately, those developed inside the industry tend tobe
proprietary and thus are not open to scrutiny and orderly change. They are
oftennotbased on thebestavailable evidence, especially those developed by
inhousestaff. Industry guidelines also tend to overemphasize cost-reduction
over quality outcomes and each firm has theirown, whichleads toanightmare
for clinicians working with several firms.

Those developed by specific disciplines or guilds tend not tohave broad
penetration, in part because they lead to professional in-fighting inside
managed care firms as, say, social workers resist being directed by psychiatry
guidelines. Guild guidelines tend also tobe narrowly focused, and are biased
by the values, goals, and roles of the specific guild or discipline. This isnota
problem if they are applied only within specific disciplines, but even here
guidelines not yet widely enough adopted that disciplines can reach their
members.

Those developed by the government or private foundations tend to be
dominated by professionals and scientists seeking comprehensive state-
ments, and asaresulttheyarelong, complex, and clinician unfriendly. These
guidelines are at a much level higher than that of the typical clinician, who
oftenis amasters level provider with fairly general training in mental health
treatments. Such guidelines tend to offer far toomany recommendations tobe
practical, instead of focusing on the few clinical procedures that empirically
areassociated with good outcomes. They are also characterized by expensive
and lengthy development cycles, taking a million dollars or more over a
multiyear period. They have often been biased by political and professional
in-fighting. Thus, almost all of the guidelines efforts now underway - indus-
try, guild, and governmental —have problems.

There are other challenges faced by guidelines regardless of where they
are developed. Many clinicians fear that these documents will be used as
standards that specify cookbook-fashion what professionals must do. Prop-
erlyimplemented, guidelines providea guide, butitis expected that often they
may not fit. When they do not, the clinician need not follow them, but the
clinicians may be asked whether the guide was considered. In essence,
guidelines target unexplained variability, not absolute variability. The fear is
nevertheless quitereal.

And there are many other barriers to overcome. Our most popular
diagnostic system is notoriously weak, especially inits treatment utility. We
have a very large weakness in specification of technology. A related problem
is that we often describe procedures in a way that makes theoretical orienta-
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tion a major barrier and source of conflict. There is a major divide between
psychosocial and biobehavioral approaches. And consumers willhave tobe
givenchoice or guidelines willnever be accepted. Most guidelines alsohave
not meaningfully integrated consumer and clinician views about treatment
acceptability and burden of receiving or delivering given servicesintorecom-
mended actions.

Problems in the Science Base for Clinical
Practice Guidelines

The final group of problems is in our scientific culture. Guidelines arenot
purely scientific documents. They are meant to provide clinical guidance.
They are not the place for scientific tomes and endless equivocation, and for
guidelines purposesscientists need tolearn tospeak withaclear voice. Yetwe
have very few one-handed scientists: almost always scientists say “on the one
hand this and on the other hand that.” That tendency is not helpful in
guideline development.

An even more serious problem lies in the scientific literature itself. Our
outcome research is also far too dominated by efficacy research. We have
hardlybegun to develop appropriate methods for effectiveness research and
toimplement them regularly. For that reason, data on clinician acceptability,
client acceptability, and system applicability, among others, is usually not
available. Evidence-based practice guidelines in the current environment
usually will not include some of the kinds of data that may most predict
whether the actual implementation of the guideline will lead to positive
change.

Our current models of treatment development and dissemination are
based on the FDA model of drug development. In this three-stage approach,
pilotwork is doneby the pharmaceutical company, testing specific drugs with
specific medical conditions. If the data are promising, large scale efficacy
testing is then conducted, often with federal dollars. Disseminationresearch
follows, especially to look for side effects, and continues following FDA
approvalas the delivery systemitself continues tomonitor impactand safety
factors. Practice guidelines would be one form of “stage three” dissemination.
The problemsin transporting thismodel tomental health are considerablebut
the federal government forced the issue in the late 1970’s and early 1980’s as
itbegan to fund only specific treatments for specific disorders. At the insis-
tence of the leadership of the National Institute of Mental Health, federal
funding was reorganized and proposals, reviews, and funding went through
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sections that were organized in terms of particular diagnostic categories.
Researchers were required tospecify their interventions in a technologically
precise manner. It is relatively easy to meet this requirement in pharmaco-
therapy, because it is easy tospecify apharmacological treatment, but psycho-
social interventions are another matter. Treatment manuals and extensive
adherence and competence measures became a virtual requirement for fund-
ing in the psychosocial area.

Compared to the state of the literature in the 1960’s and 1970’s, these
changeshavebeen positivein the main, atleast as considered fromascientific
point of view. Itis now possible to conduct treatment outcome researchina
fairly well controlled and replicable manner. This in turn has allowed us to
begin to sort out to the most effective approaches for particular kinds of
problems.

As more and more bells and whistles have been added to the typical
clinical researchstudy, the FDA model of treatment development has had the
undesirable effect of increasing the distance between some aspects of the
health caredelivery systemand ourexisting data. Letme give some examples.

Cost of Training

There is nothing in the current research system that demands that
treatment technologies be simple to train. Researchers generally refuse to
consider the cost of training as a significant component of their research
program. One can understand the rationale. Afterall, the researcher is first
attempting to determine whether a particular approachis effective. It seems
almost unfair to treat the extraordinary means that researchers might use to
make sure that therapists are well trained as a kind of “cost.” Efficacy is the
firstrequirementof the FDA model—in thisapproachwe canalways get tocost
in stage three dissemination research

But the health care delivery system does not have this luxury. Use of a
technology in their systems is inherently a matter of dissemination, and that
immediately involves cost considerations. Dissemination research, further-
more, is both largely absent and often ill conceived when it does occur.
Researchers think of dissemination research as proof of the transportability
and generality of impact of specific technologies—clinical efficacy writlarge.
Health care administrators think instead of fit within their systems. Imagine
the dismay of aclinical researcher whomightrealize thata favorite technology
mighthave tobe fundamentally altered tofitasystem. By therules of the FDA
maodel, thewhole process of treatment testing would thenhave tobeginall over.



Practice Guidelines and the Industrialization of Behavioral Healthcare Delivery 223

Broad Versus Narrow Focus

The FDA modelcalls for specific treatments for specific problems. If these
“problems” were functional entities that might make a lot of sense, but
practically everyone knows that syndromes are nosuch thing. Yet researchers
canonly secure fundingif they claim that their treatment technologies apply
to specific syndromes. Researchers become “experts” in these same narrow
areas. They writebooks about them; they given workshops on them. They sit
on review panels that are organized by these topographical entities.

Thehealth care delivery system viewsit differently. Clinics cannot afford
tohave “experts” in every syndrome and empirically supported technology.
They need broad approaches that are known to be effective, saving specific
training for fairly costly disorders (e.g.,borderline personality disorder; panic
disorder). But to make the claim that an approach is broadly applicable is to
fly in the face of both academic contingencies and the process of federal
funding. And without federal funding, clinical outcome research is now
basically impossible, since the FDA model has madeitenormously expensive.

Technique Proliferation and Fractionation

Researchers need to make a name for themselves in particular areas in
order to advance in the academy and to develop reputations that contribute
to their success in obtaining research grant funds. One of the best ways todo
this is to develop particular treatments that are “all your own”. This has led
to a proliferation of manuals, the full impact of which we are only now
beginning to feel. There are literally dozens of cognitive behavior therapy
manuals now available covering almost every conceivable syndrome. Many
of these manuals are quite similar and yet they go under different specific
names. Each has their own particular training methods, adherence measures,
competence measures and thelike. New researchers are scrambling to geton
the train. Unless something changes, the dozens of CBT manuals will be the
hundreds in a short time.

Clinician Acceptability
Clinician acceptability is one of the most fundamental areas where there

is a disconnect between your usual research methods and the health care
industry. In the typical research study therapists are selected for their
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willingness tobe trained in the methods of interest. Ifaclinicianhasa problem
with the underlying model in a particular technology, that person would be
unlikely to be selected to be trained. Yet that very person—or other like
persons—may need to be trained in the health care system as particular
technologies are disseminated. Behavior therapy carries a particularburden
in this regard because a behavioral model often flies in the face of the deeply
held beliefs of some clinicians.

Adherence and Competence

Adherence and competence measures, while of great use in a research
setting, are not necessarily directly applicable to the delivery system as we
have developed them. They are just too costly, intrusive, and complex. Yet
health caredelivery systems must know what treatment is being delivered in
order to improve their product. Researchers have to help provide simple
means of assessing whether given treatment technologies are being imple-
mented and properly used, but that need is not yet on the radar screen. As a
result, in the current phase of developmentin the delivery system, clinicians
merelyneed tolearn touse theright words withoutnecessarily changing what
they doin actual practice. For example, an astounding number of clinicians
claim tobe “cognitive behavioral therapists” despite the fact thatmanyhave
had notrainingin thisapproach and are not favorably disposed toit. Arecent
case in which psychoanalysts were using the term “relapse prevention” to
describe their usual psychodynamic approach to addiction is an example.

How to Combine Technologies

Everything we know about clinical practice in physical medicine or
behavioral health suggests that clinicians willmodify and combine treatment
technologies when they use them. However much the researcher might wish
itwere otherwise, it simply is not realistic to expect that this willnot happen.
Therecent Phen-Fen case provides aninteresting exampleboth of the perva-
siveness of this approach and of its problems. In this case, two medications
thateach worked separately and were approved for usein weight reduction
turned out to have serious health side effects when combined.

The lessons from this case are twofold. First, combinations will be used.
Second, they need to be examined empirically. In the behavioral health area,
unlike the Phen-Fen case, toxic combinations would problem go on indefi-
nitely because our means for detecting problems aresolimited. There may not
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be as many obvious examples of combinations that could be detrimental in
behavioral health, but the possibility must be explored.

Practice Guidelines and Effectiveness Research:
Finding a Solution to the Scientific Problem

Our currentapproach to effectivenessis a technique-oriented version. In
this approach, the central goal of effectiveness research is the unambiguous
statement of the relation between use of a technique or approach and clinical
impact in the context of existing healthcare delivery systems. In this kind of
effectiveness research, we try tolearn whether clinicians can be trained touse
agiventechnique properly, and if sowhetherit willitwillbe effective and cost-
effective on defined populations in real world settings. This is a straightfor-
ward extension of efficacy research that seemingly takes advantage of all that
we have learned to do there (e.g., defining technique and populations). The
problem is that precious few systems and clinicians will play along. Few
systems will demand that clinicians follow a given protocol with certain
cases, and certainly not with non-volunteer clinicians. Few system adminis-
trators will wantto face the political heat that would beneeded to implement
such aplan. Thus, perversely, the noisy real world context seemingly makes
controlled effectiveness research impossible, even though the whole pointis
to examine work in that context empirically. That is the basis on which some
haveclaimed that correlational research or evensimply post-hocsurveysare
the only alternative available (Seligman, 1995).

Asthisissueapplies to practice guidelines, if we donot change ourmodels
of effectiveness research we will not get the real world data we would like to
have as input to guidelines, nor will we have the ability to evaluate these
guidelines in effectiveness research. There is another approach to effective-
ness research, however (Strosahl, Hayes, Bergan, & Romano, 1998). This
approach seems tofit the empirical needsin the area of guidelines rather well.
Inthe “Manipulated Training Method” client outcomes are assessed inalarge
group of clinicians (say, pre-post measures on all clients starting treatment for
amonth or twoby every clinicianin the group), and then these clinicians are
randomly assigned to training and no training conditions. If thereis areason
todoso, there can alsobe comparison training or control training conditions,
much asinefficacy research. Client referral continues as before (a key point),
and outcomes are then assessed in the clients of subgroups of clinicians post-
training, including clinical impact and system impact (e.g., cost-effective-
ness). This method canbe focused onspecific populations (e.g., conductit with
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clinicians in an anxiety disorders clinic, or prescreen clients and focus only
of those witha given problem), butit can also be conducted with the kinds of
general clinical populations many clinicians deal with daily. Ideally (for
scientific reasons), some measures should be taken of what the clinicians
actually do in treatment, but in principle even this is not necessary. After all,
if clients get better faster after training we know that something important
changed in the clinician’s behavior as a result of training. In practical terms,
that is all we may absolutely need to know. Adherence and competence do
apply to the trainersbehaviors, however.

In our article (Strosahl et al., 1998), which was recently published in
Behavior Therapy, we gave an actual example of this effectiveness research
method. It did not have all of the bells and whistles of the method in the
abstract, but it had most of them and the results were interesting. Eighteen
clinicians participated—mostly master’s level with an average of 5.2 years
experience—from the Group Health Cooperative of Puget Sound (a large
regional HMO). Eight were trained in ACT, while 10 were not. All of their new
clientswere assessed foramonth, pre-treatmentand five months later (N=59).
Training consisted of a 2-day workshop, a 3-day intensive clinical training,
distribution of a detailed treatment manual, and 12 monthly 3-hour group
supervisionsessions. We told clinicians touse ACT methods only when they
seemed appropriate (specific guidance was given about the things that might
indicate usefulness of an ACT approach) and to feel free to combine ACT
techniques with other methods. After one year of training, their new clients
were once again assessed for a month, pre-treatment and five months later
(N=67).

After training, ACT trained therapists were farmorelikely tobe finished
with therapy at five months in the eyes of the client, and were more likely to
agree with the client’s assessment in that regard. Medication referrals were
reduced significantly,and client ratings of the degree towhich they could cope
with the problem thatbrought them in were significantly enhanced. Inshort,
clients got better faster, cheaper, and better following training.

This approachisrelevant in two ways. First, it shows something of what
should be donein the evaluation of practice guidelines. Itisnotenough towrite
them. They also have tobeimplemented, and doneso inaway that willmake
adifference. Ultimately, that difference must reside in clinical outcome or the
whole purpose of guidelines is unmet. The methods currently available for
dissemination research, however, are a poor fit to the needs of the heath care
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delivery system. Manipulated training studies provide amuchbetter fitand
one that could enhance the evaluation of clinical practice guidelines.
Second, if similar results were available in several areas, guideline
developmentitself would be greatly enhanced, since the task then would be
to describe the methods that had been shown to improve clinical outcomes
when implemented in specified training programs. Clinical improvement
frombeing guided by the literature would not merely be hoped for, butinstead
would be expected, since dissemination impact would already be known.

PracTIicE GUIDELINES DEVELOPMENT

The Bottom Up Approach: Simplify, Simplify, Simplify

When guidelines are thought of in industrial development terms, the
perfection of initial guidelines is far less important than their penetration.
Imagine that a fairly weak set of guidelines is developed, widely used, and is
evaluated. The places where the guidelines are helpful or useless would
quickly be known. This very information could feed into guideline improve-
mentwhen the guidelines themselves wererevised. Over time the guidelines
should do a better job and the quality of the system itself will improve as a
result. Now compare this situation to one in which a near perfect set of
guidelinesis developed and not widely used. The adequacy of the guidelines
willnotbe known, and problems in implementation will have no impact on
future draft of the guidelines. Even if future scientific progress leads to
guideline modification, no positive long term effects can occur until the
guidelines penetrate. Thus, while guideline quality is important, guideline
penetration is much more so. Guidelines are themselves a quality improve-
ment process that will be spread out over decades.

This has comforting implications. Empirical clinicians do not need to
wait forever to get perfect data (especially in the area of clinical effectiveness
or utility) since guidelines themselves will help produce the needed data. It
also means that two things are paramount: a) the acceptability of guidelines
toclinicians, systems, and consumers, and b) the ability torecycleand improve
guidelines over time.

We know only a little about how to improve acceptability, but it seems
logical that the guidelines have to be simple, short, clinician friendly, and
sensitive to client preferences and needs. In order to step around guild in-
fighting they should be multi-disciplinary, but yet not interfere with more
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focused discipline-oriented guidelines that specific disciplines are develop-
ing. Thatsuggests that guidelines should focus on core clinical processes that
everyoneagrees upon. They have tobe practical for systems touse, concrete,
and be readily available. To avoid political in-fighting they should be based
on a broad consensus about the best available evidence.

Toadegree, acceptability and quality may conflictin practice guidelines.
Guidelines of the sortjust described focus on the floor, not the ceiling, and for
that reason the improvements in outcome they are likely to produce will be
incremental. Conversely, detailed guidelines that suggesta change in practice
for most clinicians may have a greater likelihood of changing clinical out-
comes (if they are high quality) but a much lower change of being accepted.
Managed care systems with a great deal of control over clinician behavior
might think of “top down” guidelines for that reason, butin the vast majority
of clinical settings a more “bottom up” approach seems indicated.

Frequent recycling carries other implications: guidelines have to be fast
and inexpensive. A guideline thatcannotbe developed insixmonth and that
costs much more than $100,000 is one you cannot revise every two years.
Anything revised less frequently is old news. This precludes the gigantic
tomes some guidelines efforts have produced. Recycling also suggests the
value ofabottomup approach. Top down guidelines willalmost certainly cost
more to develop, maintain, and implement, than bottom up guidelines be-
cause the formeris more detailed and intrusive. Bottom up guidelines aims for
evolutionary not revolutionary change. Their simplicity makes them less
expensive to develop and easier to implement.

Producing Clinical Guidelines

Whowill produce evidence-based clinical practice guidelines and how?
The mostlogicalimmediate answer is the government, buthistory hasshown
that government cannot do it. A federal agency designed to dojust that (the
Agency for Health Care policy Research) self-destructed in the attempt when
back surgeons disagreed vehemently with a back pain guideline issued by
AHCPR and took their objections to Congress. This was an object lesson for
federal bureaucrats, and there islittle chance that other federal agencies will
now travel that same path.

Specific managed care companieshave ahard time gettingenough access
toenough expertise, gettingbuy-inby diverse constituencies and stakehold-
ers, and producing guidelines thatare notbiased by the economic motives of
the company. Specific disciplines and guilds tend to produce guidelines that
are just too narrow tobe adopted by other disciplines.
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Research scientists have a hard time being practical and succinct, and
their literature review processes tend to be too broad and unfocused to be
efficient. Consumer and advocacy groups tend to overemphasis the views of
members and leaders, even if the literature does not agree with these biases.
Furthermore almostevery development process currently availableis either
too inefficient, too narrow, too expensive, too top heavy, too closed, or too
lengthy. All of these problems increase as the number of guidelines increases.
Wesimply donot yetknow how todevelop guidelinesinaway that will work
at full build out.

THE PrRACTICE GUIDELINE COALITION EXPERIENCE

The Practice Guidelines Coalition (PGC) experience provides a possible
approachtoguideline development that mighthelp move the field ina positive
direction. PGC is a developing organization launched by two national
meetings called the National Planning Summit on Scientifically-Based Behavioral
Health Practice Guidelines. The meetings, held in Orlando in November 1996
and Minneapolis in June 1997, gathered together over fifty representatives
frommanaged care associations, otherbehavioral health care provider groups,
behavioral science associations, professional groups, consumer groups, and
the government. A list of organizations that participated in the National
Planning Summits is shown in Table 1.

Therepresentatives met toconsiderhow besttowork together to promote
better behavioral health care delivery throughevidence-based practice guide-
lines. The meetings were sponsored by the Association for Advancement of
Behavior Therapy (AABT) and the American Association of Applied and
Preventive Psychology (AAAPP), and were funded by grants from the Office
of Behavioral and Social Sciences Research at the National Institutes of Health
and by the Substance Abuse and Mental Health Services Administration. The
meetingsidentified the central mission of a possible coalition, laid out the core
interests of the various constituencies, and resulted in a unanimous decision
to launch a development process that could lead to a membership based
Practice Guidelines Coalition.

Initially, attendees at the November meeting had a hard time being
comfortable with each other. The atmosphere was respectful, but the tensions
were palpable. One professionally oriented representative, for example,
introduced herself by saying that she welcomed the opportunity to work
together to fight managed care. The managed care representatives wondered
aloud if the scientists wereivory tower eggheads and the professionals were
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Academy of Psychological Clinical Science

Agency for Health Care Policy Research

American College of Mental Health Administration

American Academy for Child and Adolescent Psychiatry
American Association for Marriage and Family Therapy
American Association of Applied and Preventive Psychology
American Managed Behavioral Health Association

American Psychiatric Association

American Psychological Association

American Psychological Society

American Society of Addiction Medicine

Association for Advancement of Behavior Therapy
Association for Ambulatory Behavioral Health

Association for Behavior Analysis

Association of Child and Adolescent Psychiatric Nurses
Center for Mental Health Services

CHAMPUS

Consortium for Clinical Excellence

Council of Behavioral Group Practices

Department of Defense

National Council on Quality Assurance

Division 12 (Clinical) of the American Psychological Association
Division 17 (Counseling) of the American Psychological Association
Division 33 (MRDD) of the American Psychological Association
Expert Consensus Consortium

Gerontological Society of America

Institute for Behavioral Health Care

International Society of Psychiatric Consulting Liaison Nurses
Mental Health Programs

NAMI

National Association of Psychiatric Health Care Systems
National Association of Social Workers

National Council of Community Behavioral Health Care
National Institute on Drug Abuse

OBSSR Comunittee on Use of Behavioral Procedures

Office of Behavioral and Social Sciences Research, National Institutes of Health
Park Nicollet Guideline Project

Society for a Science of Clinical Psychology

Society for Behavioral Medicine

Society for Education and Research in Psychiatric Nursing
Society for Social Work and Research

Substance Abuse and Mental Health Services Administration
The Health Maintenance Organization Group

Veteran’s Administration

Table 1

Groups with Representatives Participating in the National Planning
Summit Process (Either Meeting)
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mere protectors of the guild. The hard core scientists sat back, arms folded,
taking a skeptical eye on every statement.

But then something quite remarkable began to happen. First, the group
began to listen. David Barlow gave a brilliant talk on the history of efforts to
link science to practice. Clarissa C. Marques, then of the American Managed
Behavioral Health Association (AMBHA), captured the attention of the group
as she talked about how the industry was trying to link quality care to an
empirical base.

Next, then the group began to talk to each other. A series of break out
discussions putall thebarriers the group would have toface on the table, along
with the possible benefits of cooperation. The participants began to take each
othermore seriously. Theybegan tolet go of the cardboard cutout views they
had of each other.

The group began toidentify what they needed, and then what they needed
of each other, and in so doing, they began to identify possible benefits of
cooperation. For example, the flip chart that the group generated in the first
meetingabout thekinds of guidelinesneeded from aninterdisciplinary group
such as the one that was assembled said the following (edited only for reader
understanding):

Target high need areas.

We need ultra-brief guidelines in some settings.

Should identify consensus.

Should be based on overlap between existing guidelines.

Should include guidelinesin clincal problem areas (e.g.,
suicide; compliance), notjust syndromes.

Some guidelines may need to be expansive, others not.

Multidisciplinary guidelines should not interfere with
disciplinary guidelines.

Need both minatory and hortatory guidelines.

Guidelines should be reverse engineered from outcomes.

Should have goal of increase functionality and quality of
life, botjustsymptom reduction.

Should mesh with best available evidence.

Should be user friendly.

Must have significant input from practice base (field
developed and tested).

Should have criteria for entry and exit.

Should have adherence tools.

Should have indications for pharmacology.

Should be revised continuously.
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Connected toentire system (primary care, etc.).

Should address treatment failure options.

Should fosterempowerment and self-help.

Should include psychoeducational and self-management.

Should include indicators for consultation.

Should be oriented toward community.

Should have validation program linked to it.

Should start with high priorities, such as (in adults)
anxiety, depression, substance abuse; (in children)
ADHD; (in adolescents) Substance abuse or eating
disorders.

Should include prevention, v-codes, growth issues.

Dependent variables (processes, outcomes and
measurements of them) should be attached
to guidelines.

Ethically, clinicians should inform patients of
guidelines-driven treatment plans and of the
evidenceforit.

Guidelines thatactually meetall of these requirements simply donot exist,
and the group realized this immediately as the list was generated. As the
groups began todiscuss theirhopes and fears, representative from opposing
groups began to see the issue is anew way:. It is useful to examine the hopes
and fears of each group. What follows is that list, brainstormed at the first
meeting, and formally presented at the second, broken downby stakeholder.
Behavioral health systems and managers emphasized the following points:

Clinical practice guidelines developed via cooperation
between theindustry and key scientific, professional,
and consumer associations is a very attractive
product

The development of clinical practice guidelines should
involve the active participation of a variety of indus-
try constituencies (AMBHA, THMOG, IBH,
CentraLink, Council of Group Practices, Association
of State Directors of Mental Health, Veteran’s
Administration, etc.).

When target areas are identified, clinical practice
guidelines have tobe developed quickly (within 3-6
months) and renewed regularly to keep pace with
developmentsin the industry.
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Practically useful clinical practice guidelines have to be
simple and focus on the “critical few” core clinical
processes.

Clinical practice guidelines need to focus on processes
and procedures, noton the discipline of the provider.

Clinical practice guidelines must avoid any appearance
of proprietary, discipline, profession, guild or
self-servinginterests.

Clinical practice guidelines should focus on the evidence
and avoid any attempt to dictate health care policy
per se at the industry level.

Professional associations and guild had a quite different list:

Clinical practice guidelines must be not be academic
tomes, but products designed to help practitioners
make decisions in the context of daily clinical
practice.

Clinical practice guidelines mustbe user friendly in how
they present core clinical concepts.

Clinical practice guidelines cannot become a “straight
jacket” that supplants individual clinical decision
making and the development of new and creative
clinical approaches.

Clinical practice guidelines are the mostapplicable when
they focus on thebroad context of clinical assessment
and decision making and leave the details of clinical
implementation up to the practitioner.

Clinical practice guidelines cannot appear to reflect
specific guild or association interests.

Clinical practice guidelines cannot favor any particular
type of treatment (i.e., drugs versus psychotherapy,
long term versus short term psychotherapy), unless
there is a clear and agreed upon evidence basis for
such a recommendation.

Scientific associations had a different set of concerns:

Scientifically based clinical practice guidelines must be
grounded in a systematic and careful method of
assessing and interpreting the existing research base.
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Clinical practice guidelines should focus on effective
assessment, treatment, and prevention processesand
procedures, not on disciplinary interests.

Clinical practice guidelines should incorporate
recommendations about how to assess clinical
functional outcomes and over what time frames.

Clinical practice guidelines must be based in a coherent
mechanism for describing the “strength” of a clinical
practicerecommendation, based upon the available
evidence.

Clinical practice guidelines can include expert opinion,
when the clinical topic is critical and the evidence is
either scant or inconclusive, but these
recommendations mustbe clearly distinguished from
those based on scientific evidence and steps should
be taken to subject such recommendations to
empirical test as soon as possible.

Clinical practice guidelines should have aself correcting
function that is tied to research in the field.

Clinical practice guidelines should be updated
periodically based upon changes in the evidence
base or in expert opinion.

Consumer and advocacy groups had other concerns:

Clinical practice guidelines need to be built to attend to
thebestinterests of the clientand his or herimmediate
family members.

Consumers of behavioral health services must be a
significant source of information about preferred
outcomes of those services.

Clinical practice guidelines should not make treatment
recommendations that place undue hardship on
significant others as a part of treatment.

Clinical practice guidelines should not make
recommendations that in effect deny a client access
tocare, evenifthereisnoeffective treatmentavailable.

Clinical practice guidelines should state clear
parameters for appropriate assessment of clinical
and functional outcomes and recommend
procedures for assessing those outcomes.

Federal and foundation entities added a few additional points:
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Clinical practice guidelines must be built through a
consensus process that includes all of the major
constituencies in the behavioral health industry.

Clinical practice guidelines must be developed in a cost
efficient way that includes the option of
incorporating existing practice guidelines.

Clinical practice guidelines musthelp with the process of
dissemination of science regarding effective
behavioral health procedures.

Clinical practice guidelines should exist in some type of
national center or clearinghouse, whose main goal is
to coordinate development, refinement and
dissemination.

Clinical practice guidelines should be developed by the
behavioral health constituencies, not by
governmental agencies per se.

What can be seen from these lists is that the concerns of stakeholders are
legitimate and understandable. Furthermore, these imply enormouslinkage
betweenstakeholders. Forexample, thebehavioral healthcare managers want
cooperative, evidence-based guidelines, but they alsowant them tobe devel-
oped ina cycle that takes no more than six months. The latter figure stunned
the scientists in the room, who wanted evidence-based guidelines as well, but
were notsureif such ashort development cycle was possible. Between each
pairof stakeholders there was abi-directional set of interests, worries, needs,
and a prod to change. To consider another example, the consumers wanted
evidence-based care where possible, but wanted more attention to function-
ality, which was a bit of a challenge to the more purely syndromal thinking
of many research scientists, practitioners, or funders.

By theend of the meetings, there was genuine enthusiasm for theidea that
abridgeneeded tobebuiltbetween theindustry, science, and the professions,
with the active involvement of consumers, government, and other interested
stakeholders. The PGC was born.

The central mission of the Practice Guidelines Coalition is the develop-
ment of a multi-disciplinary, multi-organizational partnership that is dedi-
cated to better behavioral health care through the dissemination and imple-
mentation of non-proprietary clinical practice guidelines for behavioral
health providers thatare based on abroad consensus about the bestavailable
evidence. Participants generally agreed that credible non-proprietary prac-
tice guidelines are best fostered through abroad, consensus building process
based on a working partnership among all the key constituencies in behav-
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ioral health, avoiding any hint of disciplinary, professional, corporate, or
guild bias. It was broadly agreed among the participants that the Practice
Guidelines Coalition will be open to all major organizations relevant to
behavioral health care who wish to foster the goals of the Coalition. The
Coalition intends to develop clinical practice guidelines that are brief, evi-
dence-based, readily understandable by practitioners, focused on core clini-
cal processes and measurable outcomes, nationally disseminated, multi-
disciplinary, and available in the public domain. The coalition is attempting
to construct processes of review and development that are empirically sound,
efficient, open, and participatory.

These PGC processes of guideline development are worth describing. The
PGC guideline panel itself consists of eight members:

First, there are two respected scientists who are not strongly identified
with a treatment or assessment model in the area of the guideline. They
functionmorelike “jurors” as in the NIH consensus conference model. Their
role is to sort through the evidentiary summaries, articles and narrative
summaries and organize their response to the core clinical and assessment
questions, along withastatement of scientific confidence in each recommen-
dation. Normally, one of these scientists will be non medically trained; the
otherwillbemedically trained. Thesescientists willexpected toseek counsel
from their colleagues in the event critical data is missing from the evidence
reviews or when the evidence is hard to sort out and more expertise may be
required.

Second, there are two behavioral health practitioners from different
disciplines, whose role is to review and incorporate statements of expert
opinion/best practice innovationinto the guideline, to provide the panel with
perspective about thelikely practice impacts of scientific recommendations,
toreview their ease of application during anormalbehavioral health service,
and to review the user friendly attributes of the guideline format. These
representatives do not represent an association point of view, but rather the
practitioner point of view. Up to this time, each PGC panel has had one
doctoral and one master’s level practitioner.

Third, there are two behavioral health industry representatives, one
public sector and one private sector, whose role is to address the implemen-
tation aspects of the guideline as it is being developed. This may involve
questions around comparative costs of two treatments with equal efficacy,
feedback whenrecommendations are becoming too esoteric or specialized to
be feasible in a typical delivery system, etc. In their industry representation
role, theseindividuals should interact with industry members in the Coalition
to assure that all viewpoints are being considered.
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Finally, there are two consumer advocates, onebeing a direct recipient of
careand onerepresenting thelargeradvocacy community such as significant
others impacted by a behavioral health condition and the demands of
treatment. These consumer advocates keep the panel focused on consumer
and family needs and preferences, they help construct meaningful consumer
information that would be attached to the guideline, and they look at feasibil-
ity in terms of personal cost, retention in treatment, burden of care placed on
the family and so forth..

There are five possible sources of data input into the scientific review
process:

1. The most published and most cited authors in the area
over thelastten years (outof both PsychLit/MedLine)
are asked to nominate what they consider to be the
three most important articles in the area

2.The top 25 highest citation impact articles over the last
ten yearsin this area from the Science Citation Index
and the Social Science Citation Index.

3. Limited numbers of raw articles submitted from
participant organizations as representing important
findings (limit of five)

4. Evidence tables, conclusions, and supporting articles
from participant organizations. Existing guidelines
may be part of this form of evidentiary material,
provided that they arebased onidentifiable evidence
tables and scientific review.

5. Articles suggested by the panels themselves.

Several articlesare weeded out that come in through this process, namely,
purely theoretical articles that donotreview existing literature, animal studies
without clearlinks to human concerns, and articles not focused primarily on
the content area. If need be, the scientific subcommittee further weeds out
articles on the basis of relevance or quality to limit the input tono more than
approximately 50 articles. The goal of this process is to filter out relatively
unimportant articles from ever being considered rather than doing a more
comprehensive literature search and then using quality ratings as the filter.

Thesearticles are examined by ascientific sub-committee, thatis advisory
to the scientists on the main panel. The scientific subcommittee is composed
of4-5expertsin the particular area Each must have excellent credentials, and
must represent a range of constituencies and competencies. The scientific
subcommittee essentially combines the scientific input into evidence tables
and conclusions, for use by the main panel.
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Each member of the subcommittee reviews 10-20 articles, and completes
anevidence evaluation form for each. The key section of the evidence evalu-
ation form is the “Conclusions and impact” section. In this section the
subcommittee scientists are asked to examine the list of questions being
considered by the guideline panel, and tolist conclusions that they draw from
the article thatspeak to the guidelines questions. The subcommittee members
try to state conclusions in terms of core clinical procedures and processes,
where possible, and avoid phrasing statements in terms of discipline or
orientation.

The guidelines questions addressed include the following;:

Whatis thebestestablished and mostappropriate method
of assessment for this condition? Are there
assessment methods that should not be used?

Arethereany age, sex, racial, ethnic, religious, economic,
disability, social / familial or work setting factors that
might mitigate how this problem presents or might
influence treatment selection, likelihood of response
or retention in treatment? Are there functional
outcomes in any of these areas that should be
measured?

Whattreatments have beenshown tobe effective with this
problem? What core interventions in this treatment
are most associated with positive clinical response?
Is there evidence regarding the acceptability of
recommended treatments with providers? What is
the probability of positive treatment response based
upon a review of “completers” data? Are there
treatments with more variable or poorer outcomes
thatshould notbe employed? If there ismore thanone
effective treatment, is there a significant cost
differential between the two? Is this cost differential
mitigated by other factors, for example, reduced
relapse rates?

What are the consumer acceptance data like with the
recommended treatment (s)? Are there differential
drop out rates that might effect the population
effectiveness of the treatments? What information
should consumers receive regarding the risks and
benefits of this treatment? Are there potential side
effects that might affect treatmentacceptability?
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What is the estimated time frame for positive clinical
response? What assessment procedure is
recommended for measuring clinical response and
when should it be used? What should be done if a
patient is not responding as expected to the
treatment? Whenshould an alternative treatmentbe
added or substituted for the existing treatment?

What are the most commonly occurring co-morbid
conditions? How do they influence treatment
selection and prognosis? Are there functionally
distinct subgroups within this problem area, either
diagnostically orin terms of underlying etiological or
maintaining processes? Are there differential
treatment considerations related to subgroups?

Is thisarecurring problem thatis subject torelapse? What
istherelapse rate in patients whohaveresponded to
the preferred treatment (s)? What methods should be
employed topreventrelapse?

Is there evidence that primary prevention or health
promotion interventions can forestall the
appearance and/or progression of this condition? If
s0, what are the core components of such effective
interventions?

The main panel then works through this same list of questions, this time
benefiting from the give and take from the different stakeholders they repre-
sent, and from the different data they bring to the table. The goal is to whittle
down theinputto the core clinical issuesinvolved. The resulting product (and
anassociated consumer guideline) is shared among a broad range of constitu-
ent groups for input.

AN ExXAMPLE OF THE REsSULTS OF THE PGC PROCESS

Two demonstration guidelines projects, in panic disorder and the man-
agement of chronicback pain, havebeen conducted by PGC. The panic process
is instructive and will be described here.

From the nominations submitted by participating organizations, the
eight-member main panel was formed. The panel was composed of:
Twoscientists, for whom panic disorder was not their main area of research:
G. Terrence Wilson, PhD, a psychologist from Rutgers University and Gail
Stuart, RN, PhD, from the Medical University of South Carolina;
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Twoindustry representatives: Gary Mihalik, MD, MBA from the private
sector (Greenspring of Illinois) and Wendy Wade, PhD from the publicsector
(South Central Community Mental Health Center in Bloomington, Indiana);

Two consumers: Cyma Siegel, RN, aconsumer herselfand founder, editor,
and publisher of the National Panic/Anxiety Disorder Newsletter , and
JerilynRoss, MSW, President of the Anxiety Disorders Association of America;
and

Two clinicians: Cheryl Al-Mateen, A Virginia psychiatrist, and Deborah
Jackson, MA, a counselor in the Washington DC area.

Thenextstepinvolved inthe development of the panic disorder guideline
was the selection of the scientific subcommittee. Again relying on the
recommendations of participating organizations and associations, a six-
memberscientificsubcommittee was formed. This subcommittee consisted of
the two scientists nominated to the main panic disorder panel, as well as
Michele T. Laraia, PhD, RN, CS, Medical University of South Carolina, W.
Stewart Agras, M.D., Department of Psychiatry, Stanford University, William
Sanderson, Ph.D., Albert Einstein College of Medicine, and Kathy Shear, M.D.,
Department of Psychiatry, University of Pittsburg. Thearticles gathered in the
data collection process were thendistributed to these subcommittee members,
suchthateacharticles wasindependently reviewed by atleast two of the panel
members. The committee members thenmetforaone-day meetingin New York
City, where they created a cohesive document of the state of the science, that
was then passed on the main panel. The main panel met a short while later,
and in just under two days, came to consensus.

By focusing only on the relatively black and white areas that are clearly
known and are agreed to through a multi-discipinary process emphasizing
consensus and clear evidence, a remarkably brief and clinician-friendly
guideline resulted. The draft guideline is shown in Table 2. In small type
format the primary document can fit on both sides of a legal sized sheet of
paper. The guideline lays out a working definition of panic disorder, issues
relating to the assessment of panic disorder, as well as recommendations for
psychosocial and pharmacological treatment, and the selectionbetween, and
combination of, the two types of treatment. Additionally, the guideline
addressesissues of comorbidity, prevention, typical length of treatment. Tobe
of use when there is not enough time even to read four bulleted pages,
individualemboldened words in the guideline provide a quick overview. This
overview version can be read in about a minute.

The guideline also has two appendices: amedicationappendix delineat-
ing various pharmacotherapy types and dosages, and an appendix expand-
ing on the psychosocial components laid out in the guideline. A consumer
guideline was also developed, containing similar information as the main
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WHAT Is PanNic DISORDER?

Recurrent, unexpected panic attacks—a discrete period of intense fear or
discomfort, in which four (or more) of the following symptoms develop
abruptly and peak within 10 minutes:

Palpitations, pounding heart, or accelerated heart rate

Sweating

Trembling or shaking

Sensations of shortness of breath or smothering

Feeling of choking

Chest pain or discomfort

Nausea or abdominal distress

Feeling dizzy, unsteady, light-headed, or faint

Derealization (feelings of wunreality) or
depersonalization (being detached from oneself)

Fear of losing control or going crazy

Fearof dying

Paresthesias (numbness or tingling sensations)

Chills or hot flushes

1 month or more of persistent concern about having another attack or

Worry about the implications or consequences of panic
(e.g., fear of loss or control, going crazy, or social
humiliation).

or

A significant behavioral change related to the attacks
(e.g., agoraphobic avoidance of panic producing
situations).

What Should be Ruled Out?

Direct physiological effects of asubstance (e.g., Caffeine
Intoxication).

General medical conditions that can cause panic-like
symptoms.

Notbetter accounted forbyanother mental disorder (e.g.,
PTSD).

Figurel
Draft PGC Panic Disorder Guideline.
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Basic Facts About Panic Disorder:

Tends tobe chronic

Co-Morbidity is common. Usually at least one other
disorder is present, including;:

Depression
Substance abuse
Other anxiety disorders
Personality disorders
Associated with notablesuffering, disability,and functional impairment
(e.g.,social withdrawal, employmentor school difficulties).
Lifetime prevalence rates (With or Without Agoraphobia)between 1.5%
and 3.5%. One-year prevalence rates between 1% and 2%.
Age:

Occursacross theagerange. Children maybe as respon-
sive to treatment as adults.

In the elderly panic can be complicated by the normal
aging process, medical co-morbidities, and
concomitant pharmacological therapies, and thus
may be misdiagnosed or left untreated.

Gender:

More prevalent in women, particularly panic with
extensiveagoraphobia.

Symptom severity worsens during the menstrual cycle
and may improve during pregnancy in some women.

Racialdifferences:

Seems associated with hypertension and with sleep

paralysis in African Americans.
Belief systems:

Incidenceand prevalenceseems consistentacross ethnic/
racial groups.

Presentationand interpretation of symptoms is affected
by ethnic, racial, religious, and family belief systems.

What Goes Into Effective Clinical Assessment?

Consider using a screening questionnaire instrument
for detection.

Figure 1(continued)
Draft PGC Panic Disorder Guideline.
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Conductathorough clinical interview assessing history
and currentsymptoms—consider using astructured
clinical interview to guide you.

Assess initially and on an on-going basis for:

Number and severity of panic attacks
Severity of anticipatory anxiety
Severity of agoraphobicsymptoms
Suicidal ideation and attempts

Panic attacks

Missed work/school
Underachievement at work or school
Self-care

Routine social behavior

Quality of life

Assess for co-morbid conditions initially and on an on-going basis
(particularly depression, substance abuse, agoraphobia, other anxiety dis-
orders, and caffeine use). To rule out medical conditions that mimic panic,
consider medical history with appropriate laboratory tests.

What Assessments Are Not Helpful?

The MMPI, projective tests, and neuropsychological
testinghavenotbeenshown tobe particularly useful
indiagnosing panic disorder or measuring response
totreatment.

There is no medical test that diagnoses panic disorder.

What Treatments Are Helpful?

Effective Psychosocial Treatment
The strongest evidence supports the effectiveness of a psychosocial
interventions that include the following (see AppendixI):

Psychoeducation about the symptoms, the disorder, and
the specific role of fear of bodily sensations.

Exposure to the interoceptive reactions that comprise
and cue panic attacks.

Figure1(continued)
Draft PGC Panic Disorder Guideline.
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Cognitive restructuring tochangemaladaptive thought
processes.

Trainingin properbreathing, toavoid hyperventilation,
breath holding, shallow breathing, and other
common breath problems occasioned by anxiety

Invivo exposure to phobicsituations.

Effective Pharmacological Treatment

Thestrongestevidencesupports theeffectiveness of SSRIs, TCAs, MAOlIs,
and high potency benzodiazepines (see AppendixII). There is comparable
efficacy among these medications. The effectiveness of maintenance medica-
tion to prevent relapse has not been firmly established.

How Do Effective Treatments Compare?

The clear majority of patients show a positive response
to eitherpsychosocial or pharmacological treatment.

Both are equally effective in acute phase (12 weeks)
treatment.

Effective psychosocial treatmenthas greater durability
than pharmacotherapy.

Instudies comparingeffective psychosocial treatment to
asingle form of effective pharmacological treatment
(imipramine), dropout rates for pharmacotherapy
are higher.

Are Combining These Two Forms of Treatment Best?

The data show that combining benzodiazepines with
effective psychosocial treatment reduces treatment
efficacy when compared to psychosocial treatment
alone.

There aren’t sufficient data to evaluate the combination
of psychosocial treatment with SSRIs, TCAs , and
MAOIs.

Effective psychosocial treatment has been shown to
reduce relapse following discontinuation of
benzodiazepines.

Figure 1 (continued)
Draft PGC Panic Disorder Guideline.
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Overall Clinical Management is Important

Anessential component for either general form of effective treatment
is psychoeducation for the patientand, when appropriate significant others,
covering;:

An explanation of the basis for panic and anxiety.

The nature and course of panic disorder.

Rationale for the treatment, likelihood of a positive
response, and expected time frame for response.

Likelihood of experiencingsome residual anxiety in the
course of treatment.

If there is an inadequate response after an adequate trial of a first line
treatment, switch toanotherevidence-based treatment. Atthis timeitmaybe
important to obtain a consultation and /or refer the patient to a specialist or
subspecialist.

If panic disorder is more severe than other co-occurring conditions (as
determined by impairment or interference with daily living, and distress from
symptoms), panic should be the initial focus of treatment, regardless of
chronological onset.

The presence of severe agoraphobia and certain personality disordersis
anegative prognostic indicator, while co-morbid depression has no consis-
tenteffect.

Issues in Managing Psychosocial Treatment

A positive response typically occurs within 6 to 8 weeks.
A typical course of treatment in research protocols is about 12 sessions.
However, in clinical practice, more or less time may be required.

Some patients require only a few sessions tounderstand
that panic is not dangerous, and improvement
continues naturally from there.

Othersmay require substantially longer than 12 sessions,
especially if agoraphobia is severe.

Issues in Managing Pharmacological Treatment

A positive response typically occurs within 6 weeks
(response to benzodiazepines occurs considerably

Figure1(continued)
Draft PGC Panic Disorder Guideline.
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faster) but additional time may be required to
stabilize the response

Because there is comparable efficacy, issues related to
safety, tolerability, price, simplicity, and ease of
discontinuation should guide clinician choice
amongeffective medications

Medications, especially benzodiazepines, should be
discontinued gradually, as it may be difficult and
may provoke relapse or even rebound panic

If a patient has an inadequate response or is unable to
tolerate the side effects of the medication, the
potential difficulty in discontinuing the medication
should be carefully considered

Switching medications, usingaugmentation therapy, or
treating medication side effects may be effective

When used alone, SSRIs, TCAs, and MAOIs should be
continued foratleast 6 months following symptom
remission, and longer if fullremission does not occur.

Some clinicians advocate stopping medication only when
the patient is in a stable life situation.

Longeruse of medication mayreduce therisk of relapse
following discontinuation.

For patients with several episodes of panic, each
responsive to medication, chronic medication use
may be indicated.

Panic disorder patients may require lower beginning
doseand slowertitration of SSRIs, TCAs,and MAOlIs
compared to other patients receiving those
medications.

How DoISelect Among Treatments?

We cannot predict which individual will respond best to which
treatment. The following factors should be considered:

Suicide risk

Availability of provider expertise
Previousresponse

Concomitant medical conditions

Figure 1{(continued)
Draft PGC Panic Disorder Guideline.
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and pharmacological treatments
Psychiatricco-morbidities,

including substance use disorders

Patient preference

Chronic psychosocial problems
Risk/benefitratio

Cost

Differential compliance totreatment modalities
Potential for pregnancy

Level of support from significant others

What About Prevention?

Early identification and treatment of the disorder is important in
secondary prevention.
No known data exist on primary prevention of panic disorder.

Figure 1(continued)
Draft PGC Panic Disorder Guideline.

guideline but with language designed for patients, and with a list of patient
resources.

THE ROLE OF GUIDELINES IN ORGANIZED
BEHAVIORAL HEALTHCARE

A self-amplifying loop betweenscience and practice has neverexisted in
behavioral health in the way thatit has in some other areas of practical work.
Behavioral health services are often delivered withoutsignificant regard for
the nature and quality of the existing evidence. On the reimbursement and
delivery systems side, sometimes cost containmenthas been moreimportant
in what services are paid for than clinical quality as defined by evidence of
effectiveness and efficiency.

Practice guidelines, in combination with the industrialization of health
service delivery across the spectrum of public and private agencies, hold out
hope to change that picture. On the one hand, the combination of consolida-
tion, accreditation, legislation, and regulation is increasingly linking the
financial success of the health care industry to the production of quality
outcomes. On the other, the behavioral sciences and professions seem finally
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ready to cooperate innon-proprietary efforts tocreateevidence-based practice
guidelines. For thefirst time the elements for an evidence-based revolutionin
quality of care is in place.

Integrating science with practice in organized behavioral healthcare
delivery has two components: drawing on the existing science to contribute
to the effectiveness and efficiency of healthcare delivery, and developing new
scientific knowledge in the context of managed care. In both areas, practice
guidelines could form the warp and woof of such an integration. The firstarea
is obvious (using practice guidelines as a means of drawing on the existing
science) but the second could be even moreimportant. Properly done, practice
guidelines could create this exciting loop:

1) Implementation of practice guidelines leads to both
clinical success and clinical failure.

2) Clinical work with treatment resistant population
leads to

3) Clinical innovation leads to

4) Preliminary intensive testing with individualsleads to

5) Development of formalized treatment protocols leads
to

6) Formal testing in defined populations leads to

7) Inclusion of these innovations into practice guidelines
leads to

8) Implementation by managed care leads to

9) Training in guidelines with the practitioner base lead
to

10) Assessment of penetration of guidelines in delivery
systems leads to

11) Assessment of outcomes produced by guidelines
leads to

12) Accreditation and quality care standards based on
successful training and implementation, which hope-
fully leads to

13) Better quality healthcare care overall, at lower cost,
and thus toeconomicsuccess of theindustry, butalso
leads to

14) Success with some clients and failure with others,
which leads to

15) #2 above

This isaremarkable possibility and one that could fundamentally change
behavioral health carein this country. Yetitis easy to overstate the relevance
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of practice guidelines. At present no one knows how to develop and imple-
ment them in a way that will produce changes in clinician behavior and,
furthermore, it is not known if they will contribute to clinical outcome.

Atpresentclinical practice guidelines inbehavioral healthcare are more
afocusof accreditation activity than of clinical excellence. But the possibility
is there. Clinical practice guidelines, done well, could be a vital step toward
amore empirical approach to behavioral healthcare delivery.
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Discussion of Hayes and Gregg:

Comment on Practice Guidelines

Duane L. Varble, Ph.D.
University of Nevada, Reno

Hayes and Gregg outline three major purposes in their chapter. Namely,...
“to convince the readers that practice guidelines arenotanarbitrary develop-
ment in the field”...to convince the readers that practice guidelines, done
properly, hold out greathope for consumers, managers, payorsand providers
alike...”and “finally discuss where practice guidelines fit within an inte-
grated system of evidencebased care” (Hayes and Gregg page 1 of chapter9).
This discussion will examine how well these three purposes are carried
out. Inadditionspecificissues of concern tobehavioralhealthcare providers
will be highlighted.

THE NONARBITRARY NATURE OF PRACTICE GUIDELINES

Hayes and Gregg provide excellent examples of how industrialization
works inmanufacturing systems to produce cheaper costs and better quality.
Their arguments that the industrialization of health care and especially
behavioral healthcare, by means of managed care, will ultimately result in
better quality for consumersisless convincing. Most of the empirical evidence
to date indicates managed care has grown because of increased cost cutting
measuresnotincreased quality. In fact the perception that decreases in quality
are occurring as a result of managed care has many consumers putting
pressure on their congressional representatives to pass a patient’s bill of
rights.

Hayes and Gregg address this problem in their discussion of the indus-
trialization processin terms of stages. Their contention is thatmanaged health
caredelivery isnotatamature level yetbut will reach maturity in the future.
The fact thathealth care delivery is changing s certainbutitis notsoclear that
practice guidelines or even managed care will be major components in the
future.

Integrated Behavioral Healthcare: Positioning Mental Health Practice with Medical/Surgical Practice
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Hayes and Gregg’s argument that practice guidelines will help ward off
threats to successful industrialization makes sense if their scenario that
consensually based guidelines can be developed that will actually guide
practices across professional disciplines is achievable. Not only are there
substantial problems with developing meaningful diagnostic systems that
have treatmentimplications but the history of mistrust and poor cooperation
among the major behavioral healthcare professional disciplines makes such
consensus unlikely at the practice level. What seems more probable is a top
downapproachwhere thebehavioral healthcare turfis carved up by legisla-
tion based on the desires of special interest groups and/or a few very large
managed care organizations reaching an agreement about who will treat
whatproblems and what the reimbursementrates willbe. EAP programsand
preauthorization requirements already serve some of these functions and
could easily be expanded. No consensus building is required under this
scenario and those providers who are in the medical fields with prescription
privileges, such as nurse practitioners and physician’s assistants as well as
physicians will be doing the lions share of treatment. This saves money and
hasalready started to occur insome settings such as Veteran’s Administration
Medical Center Mental Health Clinics.

In concluding this section, Hayes and Gregg have made convincing
arguments that practice guidelines are not an arbitrary development in the
field if industrialization of behavioral healthcare occurs in the way they
envision. Theirassumptions thatindustrialization will occurin the relatively
smoothstraight forward fashion they would like are not convincing. Unfor-
tunately, there are good reasons to predict that there will be preciouslittle that
will be behavioral in behavioral healthcare delivery. This point will be
elaborated on in the next section.

If Done Properly, Practice Guidelines Hold Out Great Hope
for Consumers, Managers, Payors, and Providers Alike

Hayes and Gregg let their idealism run wild in this regard. There is
general agreement that the presentbehavioral healthcare delivery systemis
inefficientand only marginally effective. There is confusion among consum-
ers, managers, payors and providers alike. Consumers do not know what
benefits are available for what problems and have norational idea whoisbest
trained todeliver specific treatments. Managers are focused on keeping costs
to a minimum by limiting the types and lengths of service. Payors have
inadequate systems for handling changing benefits, variable benefits and
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multiple options for different companies. Providers magically appear and
disappear on provider lists as managed care companies buy and sell each
other. Almostany change wouldbeanimprovementifit produced stability
and predictability.

Hayesand Gregg persuasively argue that practice guidelines could help
provideneeded predictability if they are done properly. The first question is:
if done properly by whose definition? The key concern here is whether itis
realistic to assume that meaningful practice guidelines thatincorporate more
than pharmacological treatments can be developed and put into practice.
Hayes and Gregg describe the enormous difficulties of achieving the neces-
sary cooperation among a diverse group of stakeholders to arrive at some
generic guidelines for two sets of symptoms, anxiety and back pain, in their
discussion of the Practice Guidelines Coalition process. To achieve consen-
sus these guidelines are sobroad that they are minimally helpful to providers
in addressing individual cases.

Consumers are not likely to consultbehavioral healthcare providers for

suchsymptomsbecause whattheysee advertised tells them otherwise. Open
any magazine, butespecially any magazine targeted to women and you will
find advertisements for Prozac, Paxil etc. “Having troublesleeping? Justdon't
enjoy your job anymore? Feeltired? This medication may help you getback
ontrack” One of the advertisers for the NBC Today morning news show, the
televisionindustryleader, is the company thatmakes Buspar...” feeling upset
lately? maybealittleanxious? Ask your doctor about Buspar, research studies
show that it is not addictive or habitforming...” They are not talking about
seeing your psychiatrist. “Ask your doctor” means see your primary care
physician or his/her nurse practitioner or physician’s assistant and they will
likely prescribe Buspar if that is what you as the consumer patient requests.
Ifyou,asaconsumer, requested that yoube referred toa psychologistorasocial
worker the referral might be made but where are the advertisements for
systematic desensitization or exposure and response prevention? The phar-
macological companies have the money, the public acceptance of the biologi-
calmodel-based on “scientificevidence” and ahuge headstart over any kind
of behavioral healthcare. Furthermore, it is in the managed care companies
cost cutting best interest to utilize pharmacological treatments whenever
possible because it is faster and cheaper, at least in the short run.
In conclusion, I agree with Hayes and Gregg’s contention that practice
guidelines, if done properly, could benefiteveryone involved in the provision
of behavioral healthcare eventually. However, it seems very unlikely that
practice guidelines that have an important role for the behavioral in behav-
ioral healthcare services will be developed and utilized in the foreseeable
future.
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The Fit of Practice Guidelines Within a System
of Evidence Based Care

Justasin thelastsection the paramount questionshere are what evidence
and whose is it? Hayes and Gregg do an excellent job of pointing out the
difficulties of obtaining agreementbetweenscientifically oriented researchers
who want tolimit uncontrolled variables and providers who are faced daily
with fuzzy diagnostic categories, overlapping symptoms and multiple influ-
ences of cultural and environmental factors. Researchers tend to frame the
issuesin terms of treatments for disorders while providers typically frame the
same issues in terms of treatment of clients or patients. This variant of the
debate aboutnomothetic versusidiographicemphasishasalonghistory and
there are good arguments that the disorder treatment focus and the patient
treatment focus arenot mutually exclusive philosophically. The implications
in practical terms are important, however. Hayes and Gregg present the
dilemmawell, i.e.,in order to obtain thenecessary money do the research the
experimental model, including strict adherence to treatment manuals, is
required but providers who are responding to the life event changes in their
clients or patients find the inflexible treatment manuals to be inadequate or
inappropriate and do not use them.

Hayesand Gregg provide someinteresting strategies for dealing with this
dilemma, namely, implement the practice guidelines in specific settings and
evaluate client outcomes. Their example of the “manipulated training
method”(Strosahl, Hayes, Bergan and Romano, 1998) offered a glimpse of
how this could be done. Positive client outcome data from general clinical
population studies would be the most convincing to the clinicians who are
providing services today. Future generations of providers may be less
influenced by theoretical orientation Ioyalties and more by the practicalities
of pocket book issues based on what treatments are reimbursed. This trend
isalready underway. Evidence of effectiveness would help providers, payers
and the managed care companies reach agreement about which practice
guidelines to apply. Evidence of effectiveness does not yet seem to be that
importanttoconsumersbased on their willingness to pay large sums of money
for alternative treatments such as herbs, vitamins, extracts etc.. Advertising
and testimonials seem to drive these purchases notevidence of effectiveness.

The important point that Hayes and Gregg make, with regard to the
evidence of effectiveness issue, is that practice guidelines that achieve suffi-
cient penetration tobe evaluated and modified in an ongoing improvement
process could have much wider impact on evidenced based behavioral
healthcaredelivery than the more pure experimentalmodels can everachieve.
I'would argue that for such penetration to occur direct marketing including
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advertising to consumers has to be a part of the package. This means
rethinking the ethical guidelines of the professional disciplines involved in
behavioral healthcare delivery.

Inconclusion, Hayes and Gregg make a good case for therole of practice
guidelines in integrated evidence based behavioral healthcare. In fact,
adoption of practice guidelines could make the evaluation of client outcomes
in general clinical populations possible, which in turn, makes the acceptance
of evidence based care by providers more likely.

Specific Issues of Concern to Behavioral Healthcare Providers

Behavioral healthcare providers did not receive much emphasis at this
conference. They were not considered to be unimportant but the specific
concerns of providers other than shrinking incomes as a result of managed
care cost cutting did not get considered adequately in my opinion. Two
managed care practices that are considered tobe coreissues formost of today’s
behavioral healthcare providers are non-clinicians making the decisions
about the type and length of treatments through pre-authorization and re-
authorization requirements and perceived interference in the relationship
between the patient and the provider. Practice guidelines donotbear directly
ontheseissues aslongas they remain as guidelines and not standards of care.
The fear of some providers is that practice guidelines will be portrayed as
guidelines but acted upon as standards of care. In other words the provider
who does not agree to follow the guidelines will be dropped from provider
panels by the managed care companies. Most providers who deal with
managed care companies on a regular basis have had some firsthand expe-
rience of disagreements between the company’s case management plan and
the clinician’s. The pressure to comply with the company’s planisnotsubtle
and if compliance is not perceived to occur the provider may notbe dropped
from the panelbutdoes notreceive any further referrals. The client or patient
is often caught in the middle of such conflicts.

Insummary, Hayes and Gregg doan excellent presentation on the benefits
of developing and adopting practice guidelines for behavioral healthcare.
The task is a difficult one. This discussion has attempted to point out some
of the more germane issues and pitfalls.

If practice guidelines based on consensus are developed and imple-
mented everyone in behavioral healthcare will be better off. If a top down
approachisused pharmacological treatments and notbehavioral treatments
are likely to be the result. Prescription privileges for psychologists would
almost be a certainty.
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Managed care has brought about substantial change in the cost of
healthcare, in the ways healthcare providers practice medicine, and how
healthcare providers are reimbursed for their services. The growth rate and
consolidation in managed behavioral healthcare in the 1990s has been
remarkable in the United States. Managed behavioral healthcare organiza-
tions are now involved in the management of mental health and substance
abuse coverage for over 176 million Americans. Inmost settings, behavioral
healthcare services are provided “off-site” from primary medical careand are
considered specialty services. However, there is an increasing trend towards
theintegration of behavioral healthcare services in primary care settings. This
paper will examine some of the supporting reasons behind this integration,
and explore some of the financial, risk and structural issues related to such
integration under managed care.

WHY INTEGRATE?

Why evenconsiderintegrating behavioral healthcareservices in primary
caresettings? Afterall, aren’t mostbehavioral healthcare services inmanaged
care plans provided through managed behavioral healthcare companies on
a“carve-out” basis? By design, doesn’t this structure separate the delivery of
primary medical and behavioral healthcare services and make such integra-
tion extremely challenging, if not practically impossible?

Onedriving forcebehind integration initiatives is the return of a challeng-
ingissue formany employers and payers-healthcare costsareback on therise!
Afterseveral years oflow ornoincrease in the cost of employers’ health benefit
plans, costs rose byover 7% in 1999, by over 8% in 2000, and are expected to
riseby even larger percentages in the year 2001 (average increase expected at
11%). Perhaps most significant is that the cost of managed care plans may
grow as fast or even faster than the cost of traditional indemnity medical plans
as insurers try to recover from under-priced plans in previous years.

Employers drive what happens in healthcare through their purchasing
decisions. They are beginning to demand that healthcare providers focus on
maintaining the health of their employees rather than on simply treating
diseases. Interest is rising on how much health plans spend on disease
treatment vs. early detection of disease and identification of people at risk for
early symptoms. Tobe closely aligned withemployers’ desires and objectives
isnotonly abusiness opportunity for healthcare providers, but an opportu-
nity to influence benefit design and purchasing decisions for the good of
consumers.
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Consider the following statistics relating to medical and behavioral
healthcare treatment in primary and specialty care settings:

60% to 70% of all medical visits have no medical or
biological diagnosis which can be confirmed.

Anestimated 25% of patients seeking primary care treat-
ment have anxiety and depressive disorders.

HMOmentalhealthspecialty providers (innon-integrated
settings) see only 3% to 6% of covered membersinany
given year, whereas at least 15% of all covered
members are known to suffer from some type of
psychological disorder during the year.

More than 50% of patients with mental health problems
are seen only in the general medical sector.

Approximately 67% of all psychotropic medications are
written by nonpsychiatric physicians.

Primary care patients are non-compliant withbehavioral
healthcare referrals by anywhere from 50% to 90% of
thetime.

Undiagnosed and untreated anxiety and depressive
disordersresultinsignificantly greater (up to2 times)
medical costs and greater social and vocational
disability.

Diagnosisand detection of behavioral disorders is missed
in 33 to 50% of PCP outpatient cases.

Common symptoms of patients in primary care settings include:

Chest Pain Fatigue Dizziness
Headaches Edema Back Pain
Dyspnea Insomnia Numbness
Abdominal Pain

The University of Wisconsin School of Medicine reports the following
statistics related to the percent of certain symptoms that initially had no
medical orbiological explanation, but were subsequently found toberelated
to depressive or anxiety disorders (See Table 1).

These data clearly indicate that somatization (the translation of emo-
tional problems into physical symptoms, or the exacerbation of a disease by
emotional factors or stress) is prevalentin primary care settings. Such soma-
tization inevitably results in overutilization of healthcare services, potentially
evenoverloading the system.
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Age-Sex Adjusted
Prevalence of

Unexplained  Depression  Anxiety Chronic Condition  pg hological Miness
Headache 48% 23% 44% Arthiritis 25%
Stomach Pain 46% 66% 50% Cancer 30%
Dizziness 39% 66% 44% g:;‘:fgsisem gg?;
Chest Pain 36% 66% 66% Hypertension 4
Back Pain 30% 53% 40% Chronic Lung Disease 31%
Joint Pain 26% 58% 48% Neurological Disorder 38%
Dyspnea 25% 64% 44% Well (Baseline) 18%
Table 1 Table 2
Findings from the University of Wis- Prevalence of comorbidity in age-
consin School of Medicine. sex adjusted studies.

Besides the prevalence of psychological disorders among somatizing
patients, there are observed levels of psychological illnesses among patients
with chronic physical disease. Epidemiologicand other studies have reported
the following age-sex adjusted (normalized) prevalence rates of comorbidity
between psychological illness and chronic physical disease (See Table 2).

These data and observations provide supporting evidence that integra-
tion of behavioral healthcare services in primary care settings, where struc-
turally possible, may have great potential for reaching and treating more
patients with behavioral disorders, providing more appropriate healthcare
services for the underlying illness or disorder, increasing awareness of
behavioral disorders, increasing both medical and psychological wellness,
and reducing medical, vocational and social costs.

What Could the Integration of Medical
and Behavioral Healthcare Include?

The integration of behavioral healthcare services in primary medical
settings could include orinvolve afairly wide range of potential objectives and
structures. The following list provides examples of what an organization
could include in their integration of behavioral and primary medical care
services:

Mental health professionals arejust “one of the docs”, as
on-site members of the medical care teams within the
medical care plan.

Use of behavioral professionals as on-site consultants to
PCPs.
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Smooth transition between the medical and behavioral
health portions of care.

Coordination of separate but related behavioral health
and medical agendas and care (inter-departmental
and inter-clinic care planning, case management,
and program development).

Behavioral health therapy groups run in primary care
settings (e.g. adolescent psychotherapy groups run
in pediatric as opposed to mental health settings;
newly pregnant, substance abusing women treated
and educated in OB clinics).

Creation of innovative care programs toincrease patient
self-managementand awareness (e.g. hypertension
management, asthma self-management, “skills not
pills” and reconditioning exercise programs).

Multi-departmental treatment of chronic pain or ADHD,
allowing providers to see amore global approach to
care of patients, decreasing the possibility of certain
treatmentelementsbeing overlooked.

Case-finding programs - the process by which certain
cases or illnesses are sought out, with the idea that
early intervention will prevent more costly caredown
theroad (e.g.inpatient medical and surgical patients
with evidence of alcohol or drug problems; ER
patients seen for symptoms of panic disorder).

Joint staff meetings between medical and behavioral
healthcare professionals.

Increased use of technology and online medical
information.

Video conferencing teaching sessions related to
behavioral healthcare for PCPs.

Integrationneed not involve the primarybehavioral healthcare providers
onafulltimebasis. However, there is aneed for flexibility on their partin order
to“capture the moment” when amedical PCPneeds the behavioral provider.
Many of the behavioral providers may spend only part of their day in the
primary integrated care offices and the rest in their own personal behavioral
healthcare practices. The behavioral healthcare provider would normally
have a professional degree, state licensure, and be a member of important
provider panels.
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Behavioral Healthcare Service System Pricing:
Traditional vs. Integration

The pricing of behavioral healthcare services in an integrated setting
involves many new considerations beyond those typically found in pricing
traditional carve-out services. The traditional way of providing segregated
behavioral healthcare services primarily has an illness treatment focus. The
development of expected costs related to these services include using histori-
cal utilization rates and referral patterns of PCPs and, at times, specialists to
behavioral healthcare providers. Expected utilization rates of the various
alternative modalities along the continuum of availablebehavioral healthcare
services are also developed (i.e., inpatient acute, residential, day treatment,
intensive outpatient, outpatient therapies, medication management, etc.).
Demographic adjustments are considered, as well as considerations for the
potential impact of Employee Assistance Programs.

Reimbursementrates for facilities are developed for the various inpatient
and acute alternative services (per diems, case rates, program rates, or
discounts to fee-for-servicelevels), and professional fee levels are alsodevel-
oped. Professional rates commonly vary by type of behavioral healthcare
professional. Occasionally, professionals accept case rates for therapy or
specialized treatment programs, butsome type of fee-for-service reimburse-
ment structureis the norm.

Risk-sharingarrangements arenotcommonamongbehavioralhealthcare
providers, between behavioral healthcare providers and the managed care
organization, orbetween the behavioral providers and themedical providers.
Thebehavioral providers themselveshavehad little financial incentive (other
than being removed from managed care provider panels) to manage utiliza-
tion, develop wellness and prevention programs, and reduce medical or other
costs through their healthcare and other activities. Risk-sharing consider-
ations in traditional pricing are essentially nonexistent.

In an integrated behavioral and primary medical structure, there are
many new considerations for the development of expected costs, including:

Theexistence of primarybehavioral healthcare providers

Anincreased prevention and wellness focus

Treatment pattern and service shifts fromhistoricallevels

Potential medical cost offsets

Financial risk-sharing and other revenue sharing
arrangements
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Primary behavioral healthcare providers could be teamed with medical
PCPs and be responsible for a selected predetermined profile of services,
which could include diagnosis, brief testing, brief therapies, patientand PCP
education, and referrals to other behavioral specialists. Behavioral healthcare
PhDs and, in some cases, MSWs could serve in this capacity, with service
profiles appropriate for their training and expertise. They would be actively
involved with the early identification and treatment of behavioral healthcare
disordersin the primary care setting alongside the medical PCPs. They could
be considered as “partners” to the primary care providersin the treatment of
all patients receiving care.

The integrated system has a greater focus on behavioral wellness and
illness prevention. Education programs and materials are more proactively
developed to inform covered members on various topics, including stress,
depression, anxiety, alcoholism, chronic illness, and workplace and family
relationships. Interventionand case-finding programs could be developed in
emergency rooms, acute inpatient settings, schools, and OB/Gyn clinics.

Treatment patternand service delivery shifts from historical levels must
be considered in the pricing process. There will likely be changes in the
following pricing factors:

Diagnosis rates of behavioral disorders

Average lengths-of-stay for inpatient and acute
alternative services

Averagelengths-of-treatment for outpatientservices

Rx vs. therapy service shifts

Case management

Referral patterns and patient flow among providers

Overhead costs

Case-finding results

Professional provider mix in service delivery

Education and prevention costs

The contract period is also a very important consideration in pricing.
There will likely be start-up costs, which could be considerable in size,
resulting from the integration process. The contract period needs to be long
enough for the potential savings in medical costs to materialize and offset the
start-up costs.
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Potential for Medical Cost Offsets

Variousstudiesrelated to the potential for medical cost offsets of effective
behavioral healthcare service delivery and interventions continue toemerge.
These studies on the effects of mental health and substance abuse treatment
on medical and surgical utilization date back to the 1960s and can readily be
found in the behavioral and medical journals and literature.

One particular recentstudy by Ron Z. Goetzel and colleagues examined
how health risks affect medical costs and whether behavioral modification
canproducesavings. Thestudy found that the tworisk measures thathad the
largest percentage differences inmean annual medical expendituresbetween
high and low risk levels were depression and stress level. Employees deter-
mined to be at high risk for depression had mean medical expenditure that
were 70% higher than those of theemployees that were determined tobe atlow
risk for depression. In 1996 dollars, this translated to an annual difference of
about$1,200 peremployeeafter adjustments for group differences. Employees
confronting high levels of stress had mean medical expenditures that were
46% higher than those of the employees that had low levels of stress. This
translated to an annual difference of more than $700 per employee.

Thestudyalso found that multiplerisk factors were extremely significant
for costlevels. Individuals athigh risk for psychosocial problems (high stress
and depression) had predicted annualmedical expenditures thatwere 147%
higher than individuals without these risk factors.

The data from this study suggest that potential exists for reducing
healthcare costsbyimplementing programs which address these two psycho-
social factors which accounted for the greatest difference in healthcare costs

between the high and low risk individuals.
Medical cost offsets are

Treatment Category Reduction emerging and being reported
Total ambulatory care visits 17% throughintegrated programs that
Office visits - minor illness 35% have been recently developed_
Office visits - acute asthma 25% The achieved reductionsinvari-
Office visits - arthritic patients 49% i .
Pediatric acute illness visits 40% ous medical costs and utiliza-

Average inpatient surgical length of stay 1.5 days tion rates for one particular ag-
Cesarean section delivery rates 56% gressive program fora large em-

Epidural Anesthesia 85% . .
i ’ ployer are summarized in Table
Table 3 3. .
These offsets or reductions
Reductions seen in various medical costs were developed from the differ-
and utilization rates. ences in actual utilization rates

of various medical and surgical
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services for a given group of cov- PMPM
ered lives after the integration of Service Category Cost Savings
behavioral healthcare services as

compared to rates prior to such  Medical Office Visits. $1.10
. X ) . Emergency Room Visits $0.60
integration. These mgdlcal/ SUIgi-  1p Surpical Days $1.30
calutilizationreductionstranslate  ¢_gection Deliveries $0.40
to the following per member per  Anesthesia - Labor/Deliveries $0.05

month costreductions fora typical

managed care planunderrelatively Table 4

conservative actuarial assump-

tions (See Table 4). Various programs and their utilization
The total savings for these reduction rates.

medical and surgical service re-
ductions amount to $3.45 per member per month. This is larger than the total

amount of expected behavioral healthcare costs of between $2.00 - $3.00 for
the typical managed care carve-out plan.

However, medical cost offsets through increased orintegrated behavioral
healthcare interventions are by no means guaranteed. The HCFA Hawaii
Medicaid Project reported remarkably differentimpacts of increased mental
health treatments on medical care costs. When such increased mental health
treatments were unmanaged, nontargeted and unstructured, medical costs
increased by 17%. However, when these increased mental health treatments
were targeted, focused and brief, and delivered in a managed caresetting, the
cost of creating the managed behavioral healthcare system was recovered by
medical-surgical savings within 18 months, and the significant reduction in
medical interjection continued thereafter withnoadditional behavioral care
required to maintain the cost savings.

The keys to obtaining real medical cost offset savings have been proven
toinclude:

High specificity and focus in psychological
interventions

Proper training of behavioral healthcare professionals

Organized settings for healthcare delivery

Collaboration with primary care providers

Reimbursement and Risk-Sharing Models for Integration

Theselevels of potential medical and surgical cost savings for integrated
programs suggest that new models for reimbursement and risk-sharing
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arrangements willbeneeded for successful integrated systems of care tobetter
align the incentives between the behavioral and medical healthcare provid-
ers.

The reimbursement and risk-sharing arrangements for the behavioral
and medical providers under an integrated scenario should be designed to
motivateall providers todeliver cost-effective and efficienthealthcare. They
should also encourage early diagnosis and appropriate treatment of behav-
ioral disorders in the primary care setting, provide for educational and
prevention programs related tobehavioral and medical wellness, and be fair
to all participants. A few examples of potentialintegrated reimbursement and
risk-sharing models for various provider risk arrangements are described
below.

Example 1 - Integrating Full-Time Behavioral Healthcare Into a Heavily
Capitated PCP Group that Participates in Risk Pools in a Mature Managed
Care Marketplace

Amedical PCP group receivesa capitation forall covered members within
their group and participates in risk-sharing of surpluses and deficits of
external facility, nonbehavioral physician specialty, and prescription drug
pools. There are 20 PCPs in the group. They receive capitation revenues of
$5,000,000 per year covering 30,000 commercially-insured and Medicare
members based onactuarially calculated rates from health plans. The medical
PCPsareall salaried, receive payment adjustments for certain high member
risk (via risk adjusters) as well as productivity-related adjustments, and
participate in the risk-pool sharing.

Two full-time primary behavioral healthcare providers (PBCPs)join the
primary care team, each with theirownservice profiles forbehavioralhealthcare
services. The integrated group receives $300,000 per year in additional
capitation payments from the health plans for these primary behavioral
healthcare services for their existing capitated members. The primary behav-
ioral providersare given asalary consistent with their service responsibilities
and the new capitation revenues. They also participate in member risk
adjustments, productivity adjustments, and risk-pool sharing in the same
way as themedical PCPs. They will eachhave service responsibilities for the
covered members of 10 medical PCPs in the group. Referrals to other behav-
ioral providers outside of the primary care group are treated like any other
professional specialty cost. Funding for new educational and prevention
programs and materials may be taken from thejointrevenues received by the
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integrated group, ormay be negotiated with themanaged care plan or payer
under the premise of future medical and behavioral cost savings.

In this example, both the medical PCPs and the primary behavioral
providers participate in allhealthcare cost results through the risk pools and
through their own capitationstructure. Any medical cost offset savings would
naturally flow through these pools. Additionally, “saved” medical PCP
serviceswould free up the PCPs to potentially take on more covered lives under
the per member per month capitation arrangements, which would also
increase the capitated revenue for the primary behavioral healthcare services.
Anactuarial analysis produces the following summarized business model for
theintegrated group (See Table 5).

The business model that was developed projected that the PCP group
would receive nearly $665,000 in the first year and nearly $1.2 million in
additional revenues in the second year after the primary behavioralhealthcare
integration. Thisamount, arising fromadditional covered capitated livesand
risk-sharing revenues from medical cost offsets paid through the risk pools,
would be available to fund the start-up costs of the integration, educational
and prevention programs and materials, compensation to the primarybehav-
ioral healthcare providers, and additional profits for the entire integrated
group.

The integration will likely result in more behavioral services being
provided per member in the initial stages due to increased awareness,
diagnosis, education, etc. Careshould be exercised to properly reimburse the
behavioral providers for this productivity, as well as any associated reduction
inmedical services per member provided by the medical PCPs.

Before Year 1 After  Year 2 After

Item Description Integration Integration Integration
Number of PCPs 20 20 20
Number of Full Time PBCPs 0 2 2
Capitated Lives 30,000 31,500 33,000
PCP Capitated Revenue $5,000,000 $5,250,000 $5,500,000
PBCP Capitated Revenue $0 $315,000 $330,000

Risk Pool Sharing:
Facility Pool $250,000 $300,000 $500,000
Specialty Physician Pool $250,000 $275,000 $300,000
Prescription Drug Pool $0 $25,000 $50,000
Total Revenues $5,500,000 $6,165,000 $6,680,000
Increase in Revenues 50 $665,000 $1,180,000
Table 5

A summarized businees model for the integrated group.
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Example 2 - Integrating Part-Time Behavioral Healthcare Into a Mixed
Capitation and Fee-For-Service PCP Group Without Existing Risk-Sharing
Arrangements in a Less Mature Managed Care Marketplace

In this example, the 20 medical PCP group receives a straight capitation
per member per month for their managed care business, and does not
participateinany otherrisksharing arrangements. They alsohave a substan-
tial amount of fee-for-service (FFS) business. They are salaried and receive
high member risk adjustments and productivity-related adjustments within
their group.

Four part-time behavioral healthcare providers join the PCP group and
the group’s capitation payment for their managed care business is adjusted
by the health plan (payer) for the service profile responsibilities of the
behavioral providers. They are paid salaries by the PCP group for these
servicesbased on thenew capitated revenues and their part-time nature. The
integrated group negotiates with the managed care plan (payer) for a new
risk-sharing arrangement related to specificmedical and surgical utilization
and cost targets. Instead of broad-based risk pools, specific targets are agreed
to for selected services such as inpatient surgical days, C-section rates, ER
visits or psychotropic prescription drugs. They will then share in any savings
that result from these specific services, presumably partly, or even substan-
tially, due to theirefforts and interventions. They will also share in any losses
that arise due to cost increases in these service areas.

Thebehavioral providers alsonegotiate an arrangement with themedical
PCPs in the group related to reduced office visits for primary medical care
services to the managed care members. If such reductions result and the
medical PCPs can take on more covered members, the behavioral providers
will share in the additional capitated income to the group from these new
members. Additionally, if the behavioral providers bring in fee-for-service
medical business for the PCPs arising from their own private behavioral
practice patients, they will share in the additional medical fee-for-service
income of the integrated group from these referrals. Expenses foreducational
and prevention programs would likely be shared within the new group.
Anactuarial analysis produces the following summarized business model for
the integrated group (See Table 6).

The business model that was developed projected that the PCP group
would receive nearly $240,000 in additional revenues in the first year and
nearly $500,000 in the second year after the primary behavioral healthcare
integration. This amount, arising from additional covered capitated lives,
fee-for-servicerevenues and risk-sharing revenues from medical cost offsets
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Before Year 1 After  Year 2 After

Item Description Integration Integration - Integration
Number of PCPs 20 20 20
Number of Part Time PBCPs 0 4 4
Capitated Lives 6,000 6,300 6,600
PCP Capitated Revenue $1,000,000 $1,050,000 $1,100,000
PCP FFS Capitated Revenue $5,000,000 $5,100,000 $5,250,000
PBCP Capitated Revenue $0 $315,000 $330,000

Risk Pool Sharing:
Inpatient Targets $0 $20,000 $50,000
Specialty Physician Targets $0 $5,000 $10,000
Prescription Drug Targets $0 $2,000 $10,000
Total Revenues $6,000,000 $6,240,000 $6,486,000
Increase in Revenues $0 $240,000 $486,000

Table 6

A summarized businees model for the integrated group.

paid through the specificrisk-sharing targets, would be available to fund the
start-up costs of the integration, educational and preventive programs and
materials, compensation to the primarybehavioral healthcare providers,and
additional profits for the entire integrated group.

Example 3 - Integrating Full-Time Behavioral Healthcare Into a Multi-Specialty
Group With a Global Cap in a Moderately Mature Managed Care Market

Here, full-time primary behavioral healthcare providers join a
multi-specialty group and work alongside the medical PCPs. The entire
multi-specialty group receives a global capitation payment for all profes-
sional services as well asall Rx costs. They also participate in an external risk
poolfor facility costs. Themedical PCPs and primary behavioral providersare
salaried and have their ownservice profile responsibilities. Other specialists
are salaried or paid on a discounted fee-for-service basis. Like in example 1,
the PCPs and the primary behavioral providers participate in all of the risk
pools, with the difference being that the specialty and Rx risk pools are internal
within the group, rather than external. This provides more flexibility for the
group to determine the specific details of the risk-sharing arrangements.
Expenses for new educational and preventive behavioral programs may be
funded out of the global capitation amounts.
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Psychotropic Drug Risk Issues

Therisksrelated to the assumption of risk responsibilities for psychotro-
picdrugs among the medical PCPs and the primary behavioral providersin
an integrated setting should be carefully considered. The integrated group
may believethatthey mayinagood position to controlappropriate utilization
and costsrelated to these drugs withmore hands-on input from thebehavioral
providers. They would be well-served to analyze the expected impact of
several factors on historical cost and utilization levels:

Thehigh cost of new and improved drugs with reduced
sideeffects (e.g. genericdrugs for treating depression
may cost aslittleasa few dollars permonth...toafew
dollars per day for Prozac, Paxil, Zoloft or Wellbutrin
... to even more for new drugs like Luvox, Celexa,
Effexor or Serzone).

The impact on consumer education and self-selection of
drugsfrom increased activities of direct-to-consumer
advertising from pharmaceutical companies

Theimpact of managed care plan activities tolimit access
tonewerdrugs

The trade-off of medical (medication) vs. therapeutic
treatment approaches to behavioral disorders

Benefit plan specifications related to drug co pay
differentials, and benefit limits on generic, brand and
mail order scripts.

Trends have continued to increase regarding psychotropic drug use.
Costs typically exceed $1.00 pmpm in a managed commercial population
group, and in many loosely managed groups may approach or even exceed
$2.00 pmpm. This may berelated to the prescribing patterns of non-behavioral
physicians, the desire among the user population for “feel good” enhancers,
and the exclusion of psychotropic drug costs in most behavioral healthcare
carve-outs (managed and reduced therapy services typically leads tohigher
medical/psychotropic treatment costs). Consideration should be given to
such ongoing trends in any analysis of psychotropic drug risk responsibili-
ties.

Challenges with Integration

While there is ample evidence that the integration of behavioral health-
care into primary medical settings may have significant potential, as de-
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scribed above, many challenges may exist which could make suchintegration
very difficult to achieve. These challenges could include the following:

Start-up costs. Who will provide the funding for the implementation
expenses associated with the integration? Evenif the model does pay foritself
“down theroad”, if the managed care plan or payer will not provide capital
forimplementation costs with the anticipation thatit willlead tolower future
healthcare costs, do the behavioral and/or medical providers have the
resources to handle these expenses?

Aligning physician incentives.Itisusually noteasy toimplement financial
incentive structures which will be perceived to be win-win among all the
participants.

Changing management thinking. Integration typically has toovercomea
few, if not many, hurdles in the thought and management processes of
managed care plan executives, payers, and providers.

Marginalization of behavioral healthcare. There is still a prevalent ten-
dency among managed care plans, payers, and medical providers towant to
marginalize and separate the cost and delivery of behavioral healthcare.

Mental health vs. substance abuse fragmentation. Thereis still disagree-
mentand friction within thebehavioral healthcare community between these
twosegments.

Need forintegrated technologies. The current technological capabilities of
themedical and behavioral providers willlikely be quite different, yet theneed
for common, integrated technological systems exists.

Need for co-location. Willitbe easy tomove primarybehavioral providers
into the bricks and mortar environment of the medical PCP group (evenif it
isnotona full time basis)? Are high front-end overhead costs associated with
the co-location, and who will handle any such costs?
Twodifferentdepartments, two different organizations. Can yousuccessfully
bring together members of twoentirely different organizations or departments
for the sake of the common good?

Provider credentialing. Medical PCPs may have difficulty determining the
skill levels needed by behavioral healthcare professionals. They may be
uncertain on how to identify and select behavioral healthcare professionals
who would have the capabilities to make the integration effort successful.
Outcomes tracking. This necessary capability is still not present in many
behavioral healthcare practices.

SuMMARY

While the focus of this paper has been on managed care plans and
capitated PCPstructures, many of the issues also apply, with some variation,
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to fee-for-service systems. For example, psychoeducational programs and
publicstress screenings may be provided direct toconsumersby the integrated
providers at very low or no cost to the public in order to increase awareness
and potentially lead to more fee-for-service business in the integrated setting.
While many challenges may exist that may make the integration of behavioral
healthcare services in primary medical settings a difficult and, perhaps,
seemingly impossible task, such proactive activities may lead tomuch higher
degrees of medical and behavioral healthcare wellness in our population than
exists today. A more seamless system of meeting both primary medical and
behavioral healthcare needs may be just what the some employers and
patients are seeking. Motorola, for example, has been going straight to
healthcare providers for these services, bypassing the health plans. Patients
seem to like the “one-stop shopping” aspect of the integrated programs.

Behavioral health prevention programs that integrate medical and be-
havioral health are on the rise. Quaker Oats has launched their “Live Well Be
Well” program, a risk appraisal program, and integrated behavioral and
physical health prevention efforts. Group Health Cooperativeis integrating
behavioral and general health prevention by identifying high-risk popula-
tions and by merging depression and anxiety screening/treatment with
general health maintenance. Digital Equipment has mandated that preven-
tion and early intervention services be included in the behavioral health
servicesitpurchases. And Kaiser isimplementing a major redesign project to
integrate behavioral care in primary care settings. These are but a few
examples of the trend towards increased attention to prevention, early treat-
ment and integrated behavioral healthcare in primary care settings.
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Discussion of Melek:

Integrated Care:
Potential Disaster or Golden Opportunity?

Jeanne Wendel
University of Nevada, Reno

Stephen Melek examines the implications of the trend toward increased
integration of behavioral health care and primary care services and addresses
the question, does this trend present potential disaster or a golden opportunity
for behavioral health care providers?

Melek begins by noting that some innovative providers have produced
good patient outcomes by integrating behavioral health care into a primary
care setting. To the extent that behavioral health care providers can success-
fully reduce patient medical expenditures via improved mental health, im-
proved compliance with medical care instructions, and improved manage-
ment of chronic diseases, behavioral health care providers may offer the
solution to the fundamental dilemma posed by managed care: how can
medical costsbe managed and reduced without reducing the quality of patient
health outcomes?

WiLL INTEGRATED CARE SUCCEED IN EFFICIENT DELIVERY
ofF HiGH QuALITY CARE?

The potential role for integrated care in the nation’s health care system
will be defined gradually as providers, managed care organizations and
researchersbegin toanswer detailed questions about theimpact of integrated
care. Which types of patients benefit sufficiently from behavioral health care
toexperience sizeable medical cost offsets? What treatment programs impact
patientbehavior consistently and effectively? Whose costs will be reduced by
behavioralinterventions?Is the time between delivery of thebehavioral health

Integrated Behavioral Healthcare: Positioning Mental Health Practice with Medical/Surgical Practice
Copyright © 2001 by Academic Press. All rights of reproduction in any form reserved
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careserviceand themedical cost reduction short enough tojustify provision
of theseservicesby managed care companies oremployers with high turnover
rates? How should riskbe shared among providers, insurers, employers, and
households? How should incentives be structured to induce optimal actions
by members of these groups?

Melek assumes that continued exploration of integrated care will yield
positive results. He assumes that providers and insurers will develop treat-
ment patterns, organizational structures, and risk-sharing arrangements to
develop the potential for quality and efficiency offered by the concept of
integrated care. These assumptions raise a broad range of questions. If the
trend to integrated care continues, how should providers respond? What
public policy issues mustbe addressed in response to this trend ? How should
educational institutions adjust their programs to prepare new providersand
veteran providers for the emerging market?

How Should Providers Respond to this Trend?

Successfulintegration of behavioral healthand primary care will require
business acumen as well as innovative clinical approaches. Managed care
companies and providers are increasingly utilizing contracts that shift risk
to the provider. This presents aspectrum of opportunities to providersranging
from traditional fee-for-service to case reimbursement, in which the provider
ispaid agivenamount per case treated, and further to capitation, inwhich the
provideris paid agivenamount perenrolled member. Providersmay contract
withmanaged care companies directly, or as members of integrated primary
and behavioral health care groups. Providers facing this broad spectrum of
contract options, or - in the short term — facing a decision of whether to sign
a given contract, must assess whether the specified services canbe delivered
at the contract price. Thoughtful analysis of this question requires in-depth
understanding of the contract population, the distribution of potential service
utilization rates, and service delivery costs.

Since actuarial analysis of these issues typically relies on historical cost
and utilization patterns, cost and pricing analysis is problematic during
periods of rapid innovation. Providers currently face an environment of
ongoingshiftsin treatment patterns that may affect diagnosesrates, average
length of inpatient stays, and tradeoffs between alternate treatment ap-
proaches. Assessing the potential impacts of new risk-sharing arrangements
is also hindered by the sizeable gaps that exist in the body of scientific
knowledge about the relationships between patient characteristics, provider
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interventions, and patient health outcomes. Analysis of price, risk, and
contract terms in this environment requires particular care.

Inaddition, Melek advises providers to give careful consideration to the
non-price contract specifications such as the length of the contract. A contract
period of several years may beneeded torecoup the program’s setup costs, but
a lengthy period of contractually-fixed price increases the risk posed by
uncertainty about pricing and utilization.

Tobuild the capability to assessnew programs and understand cost, risk
and price, providers (whotraditionally treat one patient ata time and record
the results of that treatment in individual patient files) must develop new
methods for efficient analysis populations of patients. While such analysis
has traditionally been conducted by researchers, innovative risk-bearing
providers will find it useful as well.

Developing a computerized infrastructure for collecting and analyzing
outcomes data is essential for such analyses. Without computerized medical
records, collecting sufficient data on ongoing outcomes tracking is problem-
atic: information about large groups of patients that is stored in individual
patientchartsisonly accessible athigh cost, while electronicinformation can
beretrieved readily if anappropriate system hasbeenset up. Designing such
a system requires thoughtful consideration of the types of information that
may be useful.

First, if the expected benefit of behavioral health care includes reduced
utilization of physician office visits, medications, and hospital services, for
example, the data tracking system must be sufficiently comprehensive to
encompass care obtained at all of these sources.

Second, effective programs reduce utilization of medical services while
improving patient health outcomes or, at minimum, without impacting
patient health outcomes. The outcomes tracking system must therefore be
sufficiently comprehensive toinclude data on relevant dimensions of patient
health status, both medical and psychological, to assess the quality of
innovative programs.

Third, meaningful outcomes assessment must include consideration of
variations in initial health status among different patient groups. If patients
participating in a weight-loss program, for example, make fewer appoint-
ments with primary care physicians, it is important to assess whether the
program effectively improved their overall health status or whether we are
simply observing fortuitous selection of relatively healthy patients. This
raises the complexissue of risk-adjustment. Development of meaningful risk-
adjustment systems is not inexpensive, and use of partial risk-adjustment
mechanisms creates opportunities to earn profits via clever patientselection
rather than delivery of quality health care.
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Finally, if variations in patient characteristics exert significantimpacts on
program outcomes, large samples may be needed to understand the impacts
of alternate treatment protocols on patient outcomes. Insuch cases, itmaybe
difficult to assess program innovationsundertaken by small organizations or
innovations that target small patient groups. Program assessments in these
cases may require analysis by an independent researcher who collects
comparable data from several cooperating integrated care groups.

The Federal Trade Commission (FTC) has explicitly recognized the
importance of computer information system infrastructure as akey strategy
for increasing efficiency in physician networks. The FTC’s fundamental
antitrust question regarding physician networks is: will thenetwork succeed
as a profitable business venture because the network structure facilitates
efficientdelivery of quality health care or because it increases the physicians’
bargaining power as they deal with employers, insurers, hospitals, and other
health care entities? Networks whose profit-potential stems from increased
bargaining power may be challenged as unlawful mergers, while networks
whose profitability stems fromincreased efficiency willnotbe challenged. The
FTChorizontal merger guidelines for physician networks identify investment
incomputer infrastructureasevidence that thenetworkis working toimprove
coordination and efficiency among providers.

How Should Policy Makers Respond to the Trend
Toward Integrated Care?

Policy makers will face at least two issues as managed care plays an
increasingrole in the provision of behavioral health care. How will cost-based
competition among providers and managed care organizations affect the
quality of patient care? Will providers have sufficient information and re-
sources tonegotiate reasonable contracts with managed care organizations?

How Will Cost-Based Competition Among Providers and Managed Care
Organizations Affect the Quality of Patient Care?

Several conference participants expressed deep concern that cost-based
competition in the health care industry is driving high-quality care from the
market. If hourly reimbursement rates continue to decline for behavioral
health care providers, traditional one-on-one care may be substantially
replaced by group treatment programs. This concern raises two questions.
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First, how can high quality products survive in markets dominated by price
competition? Second, how are the reimbursementrates set? Domanaged care
companies enjoy sufficientmarket power todictate reimbursementrates that
are insufficient to cover providers’ costs?

The potential trade-off between cost and quality is not unique to behav-
ioral health care or to the broader health care industry. Consumers face this
trade-offinawide array of markets. More powerful computers costmore than
less powerful models. Expensive new cars may be safer than cheaper used
vehicles. Airline passengers can buy higher-price first-class tickets if they
valuetheextraleg-roomenoughto pay the higher price. Incompetitive markets
inwhichbuyers can accurately assess product quality, firms frequently offer
a variety of models, with higher quality models tagged with higher prices.
Each buyer is free to decide whether the additional quality offered by the
luxury modelis worth the higher price. While some firms offer a full range of
price/quality combinations, other firms fill specialized niches, offering only
luxury products or serving only the bargain-hunter market. Competitors are
free to test whether consumers would prefer new combinations of price and
quality. For example, the Wall Street Journal reported recently on anew chain
store thatplans to target customers whoprefer tobuy products thatare cheaper
and lower quality than the products typically sold inexisting discount stores.
One potential customer of the new chain reportedly explained that she does
not want to pay for long-wearing fabrics for children’s clothes that will be
outgrown in a few months.

Government policy dictates the level of quality for some goods. Prior to
1977, federal regulation of airline pricing and routes essentially required
interstate airlines to provide high cost/high quality service. The success of
Southwest Airlines in the interstate market in Texas during the 1970’s offers
an interesting example of consumers choosing, instead, to forego some
convenience in order to obtain lower prices.

Concern about price/quality choices made by consumers generally
focuses on markets in which buyers cannot readily assess the quality of the
goods offered for sale. Economists use the term, search goods, to denote goods
that can be inspected and assessed before purchase. Buyers can easily make
informed decisions about price/quality trade-offs for these goods. Buyers
cannot assess the quality of experience goods, in contrast, until they purchase
theitem and experienceits use. Restaurant meals, used cars, and hair cuts are
experience goods because thebuyer cannot inspect the quality of these goods
until they have been purchased and experienced. Some goods, such as
vitamins, are even more difficult to assess. Buyers are still unsure about the
quality and impact of these goods after they purchase and use them.
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Despite the difficulty of assessing product quality, high quality products
frequently compete successfully against cheaper/lower quality competitors.
The key tosuccess for the higher quality productsis that the extra quality must
be valued by consumers enough toinduce some of them to pay thehigher price.
Consumers assess product quality with a variety of market-based and regu-
latory consumer information and consumer protection strategies. Buyers
obtain additional information from second opinion experts, from quality
reporting services such as Consumer Reports, and informal word-of-mouth
sources. Buyers reduce their risk of purchasing alow quality item via product
warranties, department store return policies, and repeat purchases from
known suppliers. Government policies assist purchasers via legal liability,
safety standards, and regulations requiring government approval for items
such as prescription drugs.

Applying this combination of market and government strategies tohealth
care is problematic for several reasons. First, the employers who purchase
health insurance and the employees” households who utilize the health care
may notagree on the optimallevel of quality tobe purchased. (In assessing this
problem, we should not rush to conclude that employers have no interest in
providing quality health insurance and quality health care. Sinceemployers
offer health insurance as one component of a total compensation package,
theyhavea profitincentive toconsiderhousehold satisfactionand employee
willingness to foregowage increases in order to obtain more comprehensive
health insurance coverage.) Second, provision of multiple levels of health care
quality present complex ethical issues. On the one hand, consumer selection
of alow price/low quality option raises concerns about equity, the degree to
which the choice was informed and voluntary, and the impacts of this choice
on the consumers’ family members. On the other hand, insistence on provision
of only onelevel of quality may price some consumers out of themarketentirely.
For employees with automatic employer-provided coverage, mandating a
single (high)level of quality will reduce employee wages. Some low-wage
workers mightbe better off if they could reallocate some of their total compen-
sation towages by accepting lower quality health care. Third, itis difficult for
employers or households to assess the quality of alternate treatment pro-
grams.

We will focus here on the third concern: can employers or households
assess the quality of care offered by competing managed care companies? If
quality cannotbe assessed, buyers willnot be willing to pay higher prices for
higher quality services, and high quality providers will disappear from the
market. More costly /higher price services will only be offered in a competitive
market if providers, provider organizations, researchers, or government



Discussion of Melek 279

agencies demonstrateand /or guarantee the value of these services. How can
providers help consumers and employers assess the quality of care?

The computerized data needed by providers to assess program quality
and assume and price risk may also provide the basis for demonstrating
program quality toemployers and households. Since itis difficult forbuyers
to compare idiosyncratic pieces of information produced by individual
behavioral health care providers, standardized “report cards” that provide
comparable audited data forall providers may help buyers compare alternate
plans. The difficulty in developing useful report cards lies in determining
exactly what pieces of informationare both availableand useful tobuyers. For
example, it is relatively easy to report the proportion of HMO patients who
receive anti-smoking counseling, butit mightbe more meaningfuland more
difficult to report the proportion of smokers who actually quit smoking in
response to the counseling,.

Development of meaningful and useful report cards will require a two-
pronged effort. Providers and managed care companies must strengthen the
infrastructure to support better data collection and analysis. Providers,
consumer groups, and employers must also give thoughtful consideration to
the dimensions of quality that are valued by consumers and the measurement
of health outcomes.

Psychologists may make a particularly valuable contributionin develop-
ing an understanding of consumer perception and valuation of health care.
One example of the stumbling blocks inhibiting development of meaningful
quality measures is that consumer attitude surveys seem to indicate that
consumers value the warmth and friendliness of the providers’ office staff. If
a consumer selects a physician whose office staff seems caring and support-
ive, without considering the physician’s performance in producing health
outcomes, is this consumer necessarily making a “wrong” choice? If asmoker
understands the health impacts of smoking, but does not want to give up the
pleasure of smoking, is a “quality” provider one who respects this choice or
one who continually works toinduce the smoker to quit? It willbe difficult to
assess the impact of innovative healthcare delivery programs until we have
abetter understanding of the consumers’ concept of “quality healthcare”.

Will Providers Have Sufficient Information and Resources to Negotiate with
Managed Care Organizations?

Some conference participants expressed two concerns about the relative
bargaining power of providers v.-a-vie managed care companies. First, pro-
viders may negotiate with managed care companies from weak positions if
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managed care companies have greater resources for collecting and analyzing
outcomes, risk, and financial data. Second, managed care companies may
present contracts to providers on a “take it or leave it” basis, rather than
negotiating amutually-beneficial contract if providers must compete vigor-
ously to obtain managed care contracts.

The first concern raises two issues: Do managed care companies have
access to better information than providers? Can the larger managed care
organizations analyze data at lower cost per enrollee than the smaller
provider organizations? Large size may confer significant efficiency advan-
tages for tworeasons: developing computerized medical records systems will
require significant capital investment and larger organizations are more
likely tohave large enough patient samples to obtain statistically significant
conclusions. The viability of small provider groups in the managed care
marketplace may depend on their ability to obtain data collection and data
analysis services at competitive prices.

The second concern focuses on the impact of cost-based competition,
which places providers under intense financial pressure. Asin any industry
with excess capacity, competitive bidding pushes price down near average
variable cost, which implies reimbursement rates that are not sufficient to
cover average total cost. This type of intense competition is often described
with the terms, “destructive competition” or “cutthroat pricing”.

Should providers expect reimbursementrates to continue to decline? This
vigorous competition, with reimbursementrates below providers’ traditional
average cost, resulted from decreased demand for behavioral health care
services. With pricesbelow traditional average cost, fewer students will earn
the degrees necessary toenter the field and some providers will exit via early
retirement or career changes. For areas in which traditional treatments
continue tobe the norm, this decrease in the supply of behavioral health care
services will permit reimbursement rates to stabilize at levels that cover
averagecost.

This process is expected to occurinany industry in which demand for the
product decreases; itis thenormal processby which supply adjusts tothenew
level of demand. Destructive competition and cutthroat competition pose
particular problems, however, inindustries characterized by high fixed costs,
large infrequent contracts, and fluctuating demand. Behavioral health care
does not appear to meet the first or third criterion of high fixed costs and
fluctuating demand, but increasing penetration of managed care may intro-
duce the second characteristic to this industry. If providers feel pressured to
successfully bid for one of a few large contracts, they arelikely to feel pressured
to ensure that the bid is low enough to obtain the contract. In this situation,
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they may bid at prices thataresufficient tocover variable costs (i.e. direct costs
of providing patient care), but not total costs.

Forareas of behavioral health carein which group treatment or integrated
behavioraland primary care are successful in reducing cost, the introduction
of anewer lower-cost production technology will lead to prices that approxi-
mate the average cost of delivering care via these new methods. Traditional
methods will only be marketable in these areas if the providers can demon-
strate that the extra cost is justified by higher quality outcomes. The burden
of proof, in this case, will lie on the shoulders of providers who wish to
continue using traditional treatment patterns.

How Should Educational Institutions Respond?

As managed care plays a growing role in the behavioral health care
industry and primary and behavioral health care develop new models of
integrated delivery, provider organizations will need to assess the results of
innovative programs, develop computer infrastructures to support data
collectionand analysis, decide how muchrisk tobear, and evaluate alternate
pricing methods. New graduates and continuing practitioners may require
increased financial, business, and computer literacy. They may need addi-
tional quantitative and research methods skills todevelop systems for analyz-
ing outcomes data and cost data for populations of patients.

Educationalinstitutions therefore face theage-old dilemma: if new topics
are added to the curriculum, the institution must either reduce the time
devoted to traditional topics or lengthen the course of study. Graduate schools
may explore the possibility that students might study business, computer
information systems, and quantitative methods as undergraduates. Alter-
nately, it may not be efficient or effective for every behavioral health care
provider to undertake outcomes studies, risk assessment, and cost analysis.
Some providers may opt for overview summaries of these fields, and contract
with consultants or hirebusiness managers to provide these services. Confer-
ence participants, however, repeatedly returned to the question of how
providers can exert more control over industry pricing and patterns of care.
Providers in leadership roles area may require in-depth understanding of
these additional subjects. Educational institutionsmay respond to the variety
of provider preferences by offering specialized study tracks.
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CONCLUSION

Do the increasing roles of managed care and integrated primary and
behavioral health care present health care providers with potential disaster
or agolden opportunity? Answers to this question depend on many factors,
including the future evolution of the health care industry and the extent to
which behavioral healthcare providers step into leadership roles.

Conference participants focused largely on the potential to exercise
leadership in developing integrated primary and behavioral health care. If
integrated care can consistently generate sufficient medical cost offsets to fund
the cost of providing the behavioral care, these programs will help managed
care organizations solve the fundamental problem of delivering cost effective
plans to employers without sacrificing health outcomes.

In addition, behavioral health care providers may offer the expertise
needed by managed care companies tounderstand consumer perceptions of
health care and consumer values. It is clear that automobile manufacturers
understand consumer demand in great detail. One manufacturer recently
announced thatitbelievesits target consumers are now more concerned about
safety thanstyle.Itis designingitsnew cars tospecify deliver higher levels of
safety. This firm is responding to its customers’ definition of “automotive
quality”. Current discussions of health care report cards indicate that health
care providers donot have this type of sophisticated understanding of their
customers’ values. Behavioral healthcare providers maybeideally positioned
to help managed care companies develop this understanding.
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THE CHANGING PROFESSIONAL WORLD ORDER

The last decade has been witness to a dramatic revolution in health
services organizationand financing in the U.S. (Broskowski, 1995; Cummings,
1996; Shueman, Troy, & Mayhugh, 1994). The signal manifestation of this is
the current dominance of organized systems of care, known generically as
managed systems, as the prevailing medium through which health services
are delivered. These systems differ in essential ways from the traditional
models, a vast majority of which operated under fee-for-service reimburse-
mentapproaches.

Traditional models have been characterized by acute care services in
physician-dominated hospital settings with their attendant dependence on
technology and associated high costs. The new systems involve decentraliza-
tion of services embracing community models of care, acknowledgment of the
criticalnature of disease managementapproaches to deal with chronicity, and
aclearrecognition of the roles of prevention and health promotion. They also
requirenew approaches toclinicalmanagement, including the application of
new, more cost-effective technologies, and increased inter-professional col-
laboration.

Aboveall, however, thesenew systems are based onan essential tripartite
set of concepts related to professional service provision. These concepts are
professional responsibility, competence, and accountability. They arebased
onacore set of attitude/value, knowledge, and skill competencies, and they
lieattheheart of training program redesign. Attention toall threeis required
if purchasers, consumers, and other stakeholders are to be assured by the
professions that providers have been prepared to plan, deliver, and evaluate
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in a consistent manner the quality of care under a significantly changed set
of professional imperatives (Troy, 1994).

The changes in health services create significant opportunities for psy-
chologists and other behavioral health professionals interested in exploring
new professional roles (Broskowski, 1995; Cummings, 1996). At the same
time, these role demands present significant challenges for professionals
wishing tocontribute to thesenew models of service delivery. Few behavioral
health professionals have had opportunities to obtain the knowledge, skills,
and values necessary to adapt to these new work environments, let alone
exposure to the essential health care policy issues framing them. For many if
notmost, training has reflected anormative stance essentially antithetical to
the needs of multi-disciplinary, comprehensive, and integrated systems of
care.

Fouraspects of new service models account formost of the variance in the
challenge facing psychologists. These are: (1) human diversity; (2) chronicity
aspects of disease and disability; (3) preventive approaches; and (4) alterna-
tive deliverymodels. Roles—but, particularly, new and emergingroles—derive
from these challenges.

Characteristics of Managed Systems

Because the managed care industry is still in a formative stage of devel-
opmental, the financing and delivery systems representing the industry
reveal a great deal of heterogeneity. These systems do, however, ascribe toa
great extent to a common normative approach. Consequently, they tend to
share certain features of structure and process (American Psychological
Association, 1996). These include:

Largehighlyarticulated, integrated systems of care which
include mechanisms for quality management and
improvement.

A blurring of the distinction between purchaser/payer
and service planning/delivery functions.

Multi-disciplinary work force involving routine
inter-disciplinary collaboration.

Formal mechanisms for process and outcome evaluation.

Large management information systems supporting fi-
nancial, clinical, and personnelsubsystems.

Minimal use of hierarchical modes of organization with
differentiation of function across separate
organizational sub-units.
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Focus on prevention and wellness.

Emphasis onconsumer empowerment.

Population-based approach to services planning and
delivery.

Erosion of thebarriersbetween publicand privatesector
patients and facilities.

Increasing use of lower (training) level services
personnel.

Emphasis on primary (non-specialist) services.

Functional linkages between behavioral health and
primary medical care.

The service requirements of these new models, with an emphasis on
providers’ working effectively as interdependent elements of integrated
systems, have developed well beyond the current capability of academic
programs to prepare clinicians for the current, let alone emerging systems of
care (Shueman, Troy, & Mayhugh, 1994). The failure in preparation can not
be attributed to training programs alone, however. On the contrary, related
developments within the federal government and professional associations
have resulted in a reduction in the capacity of these groups to offer their
traditional support for the development and implementation of innovative
training programs (Troy & Shueman, 1996).

Diminished Role for Traditional Sanctioners of Behavioral Health

Three stakeholder groups — academic training programs, professional
associations, and the federal government — have long been the primary
advocates, agents, and resource bodies for the science and practice of behav-
ioral health (Troy, 1997). Through policy development, advocacy, funding,
and training activities, they have traditionally assumed the responsibility for
ensuring that professionals in training are appropriately prepared to work
within existing health systems. Foranumber of reasons, however, the changes
inhealth care have far outstripped their capacity and, in some cases, willing-
ness torespond to the currentand emerging system needs. In particular, three
sociopolitical developments severely threaten the capacity of this larger
training community to achieve educational innovation and appropriate
training program redesign.

Reductionsin government support for training. The federal government as
afundingagenthashad asignificantinfluence in the of training of the health
care work force, including behavioral health professionals. Federal budget
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pressures of recent years havesignificantly and negatively affected the direct
financial support the governmentcan provide for training —even formedicine.
More importantly, funding level reductions severely threaten the continua-
tion of demonstration projects that serve toenhanceinnovationin the training
models and mechanisms for service delivery.

Diminished impact of professional associations. To the uninformed ob-
server, managed care appears to have caught professional associations and
the practitioners they representby surprise. The truthis, however, thatinternal
conflict over participation in managed care has resulted in the various
associations being unable to capitalize on the admittedly limited opportuni-
ties to shape the policy agenda. Furthermore, the associations have promul-
gated policiesinconsistent with sound health care managementand, through
internal and external guild-focused lobbying efforts, have given professionals
themessage thatitisbetter tofight thesesystems than toadapt to them. Because
of themulti-disciplinary emphasis of organized care systems, single-profes-
sion associations, particularly non-medical professions, have also found
themselves significantly restricted in their ability toinfluence developments
in the field.

Disjunction within academic psychology. The education and training of
professional psychologists has for decades been characterized by a disjunc-
tion between psychology’s scientific foundations, on the one hand, and its
emerging practical orientation, on the other. Academic psychologists, whoare
scientists as well as educators and trainers, reflect an ambivalence about
training for practice. Professional psychology’s most developed and preva-
lent training model, scientist-practitioner, has traditionally demonstrated
more support for the scientist side of the training. Lacking medicine’s and
law’s comfort with training for professional roles, psychology hashad great
difficulty developing and supporting an enduring model which acknowl-
edges the practical while incorporating the scientific. This problem is inten-
sified by the negative attitudes toward managed care held by many training
faculty and to their lack of knowledge about these new models of service
delivery (Troy, 1994; Troy, 1997; Troy & Shueman, 1996). Ironically, more recent
education and training models generally associated with schools of profes-
sional psychology appear to have been no more effective in bridging this
disjunction. Practitioner-scholar and practitionerhave remained operation-
ally distant from the world of health policy, public health concepts, and the
vagaries and challenges of integrated systems of care.
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A Serious Consequence: Degraded Infrastructure for Supervised Training

One of the most serious consequences of reduced government support
combined with changesin methods of paymentunder managed systemsiis the
increasing shortfall in the number of health service programs and sites that
canbe used for supervised practical training. This holds for internship level,
post-doctoral, and post-licensure training sites. The problem is seriously
exacerbated by the current American Psychological Association accredita-
tion criteria thatarebased onan anachronisticmodel of practice. Theinherent
inflexibility of these criteria with regard to structure of and supervisory
process within training sites, makes it difficult for trainees to acquire the
competencies appropriate for the professional challenges facing them during
their sanctioned training experiences (Troy, 1997).

Because themanaged careindustry isrelatively immature, changes will
continue and will affect professionals long after their training years have
concluded. The roles and skills acquired by current license holders during
graduate and post-graduate training will become increasingly irrelevant.
Consequently, the professional who wishes to continue functioning effec-
tively must make a true functional commitment to his or her lifelong profes-
sional development.

Post-licensure continuing education of professionals typically occurs
independently of the training establishment described above. Such training
has traditionally been ad hoc, directed toward the individual, and not
organized to prepare providers fornew professionalroles. Tomeet currentand
future demands of health services, training needs to be conceptualized ona
pre-doctoral/post-doctoral / post-licensure continuum that draws for its de-
velopment upon work force studies (Biegel, 1994) identifying emerging
professional roles and the knowledge and skills supporting those roles.

The New Imperatives

What are the demands associated with the new systems that so signifi-
cantly challengeservice providers inbehavioral health? From the perspective
of behavioral health professionals, the current workplace environment re-
quires understanding (although not necessarily mastery) of a variety of
competency areas outlined below. These competency areas subsume atti-
tudes/values, knowledge, and skills. (Note that these are generic factors,
affecting all disciplines equally.)
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The elements of health care organization, financing, and
provision.

The associations among provider, payment, and service:
the elements of services management.

Principles of comprehensive services development,
coordination, and continuity.

Health policy issues.

Essentials of community welfare, organization, and
intervention.

Population-based services planning and organization.

Structural and role interdependence in integrated care
systems.

Technology for effective clinical management.

Technology for quality assessment and management.

Outcome evaluation and heaith services research.

One of themostdifficultaspects of training for thenew world orderrelates
to the fact that psychology training programs, with the possible exception of
community psychology, have tended notto deal with the more macro, system
issues in health care. This would include, for example, financing, services
organization, and population-based planning. Suchissues tend tobe seen as
the concern of managersrather than clinical professionals. The new demands,
then, will require that these professionals adopt a broader perspective on
health services (or at least understand the “big picture”).

Observations on the Current Status of Professional Training

Itisclear that psychology training programs have not demonstrated that
they can be appropriately responsive to the changing requirements for
professional competencies in the dynamic world of health care. The gap
between competencies required and competencies acquired is wide, raising
concerns that we are training professional psychologists for aworld thathas
largely ceased to exist. Programs certainly have the capacity to evolve,
however, but psychologists who are involved in training need to be increas-
ingly sensitive to theeducational requirements inherentin the new health care
delivery systems. Accountability to their consuming public, other stakehold-
ers, and their own students demand it.

The essential challenge to training in professional psychology is to
develop providers who can work effectively as salient elements of service
systems characterized by accountability and interdependence of roles. This



290 Troy

requiresasignificantcommitment to the induction and supportof anappro-
priate values stanceas well as to the acquisition of anew technology of generic
practice. A reflection of such a values stance might, for example, include an
emphasis onand understanding of the necessity forbalancing quality of care
issueswith limited resources, quick response times, working within interdis-
ciplinary teams, and utilizing family members as primary service providers.
Dealing effectively with cognitive and attitudinal resistance to change on the
part of providers (and faculty) will remain a challenge into the foreseeable
future. In addition, the necessary retraining requires a commitment to a
training sequence in order to master a new set of skills associated with a
different kind of work life: a set of demands both strange and alienating to
many solo practitioners. Investment in such retraining is often more than
providers wish to give, and the change in daily work is not what they would
chose.

Many providers have professional concerns (e.g., the quality “trade-off”
madein theinterest of cost-effectiveness) thatare as yet unanswered. A major
task, then, is to overcome this resistance to change. Not insignificant numbers
of independent practitioners have already chosen, and will continue to
choose, to work outside the world of health care. For those who see for
themselves as true health service professionals, the appropriate training
sequences referred to above need to be developed and they need to have the
capability to flexibly acknowledge the professional role requirements of these
personnel. The challenges to those charged with designing and implementing
post licensure professional development are very real indeed.

New Roles for Professional Psychologists

Inthissection we takea closerlook at therole demands that willbe placed
on psychologists now and in the future. These roles are best seen as a mix of
the traditional, the new, and the emerging which, collectively, reflect the
challenges and imperatives of the changing professional world. A reformu-
lation for professional roles is outlined below, using the tripartite division of
traditional, new, and emerging (see Table 1).

It is important to note that there is a generic (core) component to roles
within each classification. This core component reflects the changing struc-
ture of health services and involves the capacity tounderstand and contribute
to the realities of large integrated systems of care which emphasize intra-
system linkages and interdisciplinary collaboration. The successful psy-
chologist, therefore, mustbe equipped toengage in acombination of coreand
specialized roles through the acquisition of generic competencies. Indeed, the



Program Restructuring and Curricular Enhancement for Accountable Training 291

Traditional Role Function New Role Function Emerging Role Function
- Testing and assessment - Health systems design and monitoring - Quality management
- Specialties and proficiencies - Development and use of clinical protocols - Disease management
- Alternate treatment modalities - Development of profiling techniques - Development of MIS
- Case formulation and clinical - Develop of oriented - Strategic planning
- Special populations treatment materials
- Consumer education and advocacy - New program development

- Consultation and supervision

Table 1

Traditional, New, and Emerging Roles for Psychologists in
Managed Health Systems

modern psychologist’s ability to exercise the specialist roles —many unique
to psychologists — depends upon his or her full understanding and accep-
tance of the realities and imperatives of these role functions within highly
articulated systems of care. This is the essence of the “generic” role component.
It is the key to operational fluency and influence for psychologists in a
changing professional world.

Traditional Role Functions

Some of the traditional role functions discussed below are typically
viewed as unique to psychologists (e.g., traditional psychodiagnostic assess-
ment), while some are responsibilities shared with other behavioral health
professionals (case formulation and clinicalmanagement). Asbecomes clear
inthe discussion, managed models of health services organization, financing,
and delivery willhave asignificant effect not only on the creation of new roles
but also on opportunities for behavioral health professionals to continue to
engage in these traditional activities.

Assessment. Traditional psychodiagnostic assessment as well as the
routine administration of test batteries are much less likely to be supported
under new and emerging delivery and financing systems. Skills in the
functional assessment of disabilities as well as those involved in behavioral
assessment will be critical, however. The utility of assessment in treatment
planning will be the critical factor. Ad hoc testing which does not directly
inform treatment planning will rarely be endorsed, while regularand ongoing
targeted assessmentnecessary for treatment planning and outcomes monitor-
ing will be. In addition, with the increasing recognition of the mind-body
connection, the role of behavioral health in physical health, the focus on
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prevention, and the need for competent biopsychosocial assessment will be
paramount in both primary health care and behavioral health care.

Specialties and proficiencies. Within the framework of organized health
care services, open-ended psychotherapeutic services have only a marginal
place.On the otherhand, services planned, provided, and monitored by well-
trained health psychologist sub-specialists and those with proficiencies in
behavioral medicine will constitute an integral part of behavioral health,
medical-surgical rehabilitation, and preventive care. Itis likely that opportu-
nities for doctoral-level clinicaland counseling psychologists as direct service
providers in the developing health system will be increasingly restricted to
professionals with formal preparation in clinical health psychology orbehav-
ioral medicine.

Alternate treatment modalities. This function hasbeen associated largely
with organized care settings, particularly public sector and community-
based programs. Operationally, the emphasis here is on the development of
programs, rather than one-on-oneinterventions, which are organized in ways
the t maximize efficiency of service delivery (i.e., the ratio of service units to
resources used to provide services). Maximizing service access while mini-
mizingservice costs through use of efficient modes of delivery isa goal as well
as a constant challenge for organized delivery systems. Again, the skills
involved are technical: the use of media or indirect targets which maximize
service outreach or case finding; the developmentand utilization of psycho-
educational programs; use of treatment groups, workshops, handbooks/
manuals, and electronic products for self-management; use of mutual support
groups, etc.

Case formulation and clinical management. This critical clinical service
functionisrelated to, but notidentical to, traditional assessment and diagnos-
tics. With the increasing accountability focus of service delivery, optimizing
the incidence of desired outcomes is critical. The capacity to employ assess-
ment findings in case formulation, to monitor with precision the course of
treatment, and to fine-tune inputs in ways that maximize outcomes have
always been central components of effective clinical work. Clinical health
psychologists must avail themselves of the growing technology supporting
clinicalmanagement.

The currentmove away from fee-for-service payment to “atrisk” arrange-
ments will place inordinate emphasis on the effective use of empirically-
supported, replicable clinical protocols. Case formulation, treatment plan-
ning, and monitoring will increasingly take into account the use of such
protocols as well as provider competence in the identification and use of
collateral resources. This role function willbecome the arenain which the true
clinical decision-making skills of the specialist psychological provider will
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be on display for other disciplines to see, and can only be validated by the
achievement of specific outcomes associated with improved health status.

Special populations. This speaks to the capacity of professional psycholo-
gists to plan, provide, and monitor interventions which reflect sensitivity to
the needs of a variety of special populations. Such populations include
traditionally under served and at-risk groups. Persons with disabilities,
including those with severe mentalillness, are examples of vulnerable groups
whose health benefit will increasingly move from the public to the private
sector as publicservices become increasingly “privatized.” And, as thelarge
pharmaceutical companies and health plans continue to differentiate and
increase theirinvolvementin, for example “disease management,” psycholo-
gists who have acquired knowledge-skill-value based professional compe-
tencies which focus on the concerns and resources of consumers with special
needs will play significant roles in service planning and delivery, at both
individual and program levels.

Consumer education and advocacy. The accountability imperative so
central toemerging health systemsembraces fiscal and professional respon-
sibility as well as acommitment to the patient as anempowered consumer. The
model holds that the delivery system is accountable to the purchaser of
services who, in turn, represents and is influenced by the consumer. The model
alsoholdsthat, as the consumerbecomes increasingly discriminating through
education and empowerment, health plans will increasingly incorporate
consumer preferences in the benefit package. Whilea full implementation of
such a model is most unlikely, an informed consumer empowered by a
collaborative partnership with his or her provider, plays a critical role in the
generation of desired treatment outcomes in the longer haul.

Itisimportant tonote the essentialrole of psycho-educational services in
the behavioral health-physical health link. With the increasing awareness of
the role of psychological processes in physical health and the focus on
prevention, patient education will become increasingly important and psy-
chological interventions which increase patient awareness and treatment
compliance will be highly valued.

Professional consultation and supervision. Thisheterogeneous mixof role
functions, long associated with professional psychologists working within
and outside of organized systems of care, is likely to assume a much more
structured and less opportunistic form in the years ahead. Increased oppor-
tunities for intra- and interdisciplinary activities provide, in turn, increased
opportunities for consultation and supervisionby psychologists. Again, the
focus ofintervention canbeatboth theindividualand the system level. Finally,
professional preparation for activities subsumed under this general role
function will come to utilize a far more formalized and strategic approach to
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skills development than has generally been true for most training to date in
this area.

New Role Functions

New roles exist on a continuum with the “traditional” role functions
previously considered. The difference is that these “new” roles generally
derive from, and are embedded in, the imperatives of the new, accountable
health systems. At the same time, this set of professional role functions also
invokes generic aspects of the established roles for psychologists as previ-
ously considered. A degree of speculationis involved in the identification of
thesetofroles, particularly with those considered emerging. Further, insome
instances the inclusion of role functions in a particular category is arbitrary.

Health systems design and monitoring. Core aspects of the training
curricula of community, clinical, counseling, and I/O psychology programs
would seem to prepare certain psychologists well for this function. For the
more immediate future, much of the content, as opposed to the conceptual
formulation and understanding of system processes, will necessarily be
acquired on the job.

Development of clinical protocols. This is becoming an increasingly
important function as organized systems of care attempt to reduce uncon-
trolled variation in interventions across providers and thereby enhance the
probability of obtaining desired outcomes for particular disorders. Scientist-
practitioner trained psychologists have already contributed to the develop-
ment of evidence-based clinical protocols for specific disorders. The critical
thinking skills and analytic abilities developed through psychologists’ re-
search training is invaluable in this area.

Development of models of provider profiling. This functioninvolves the
development, and implementation of empirical models permitting the evalu-
ation of the “success” of individual providers or practice groupsin providing
cost-effective care across a variety of behavioral health disorders. Atitsbest,
this involves the integration of clinical research into clinical practice, with
documented outcomes associated with providers and their treatments. In-
creasingly, as therole of integrated practice groups develops, this function will
beroutinely incorporated within the practice group itself rather than remain-
ing a “control mechanism” currently associated with managed care organi-
zations.

Development of consumer-oriented treatrent materials. As more efficient
means of service delivery are used, and access to what might be called “non-
traditional” service modalities increases, psychologists who can develop, for
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example, manuals for client self-assessment and self-management, or mate-
rials involved in psycho-educational program development will be valued.

New program development. Central to this functionis theincreasing need
for preventive services, partially involving outreach and health promotion
activities. Community-clinical psychologists have traditionally been involved
in the development and implementation of primary and secondary preven-
tion programs for at-risk persons. In this regard, inter-system linkages —
involving, for example, schools, housing, and income support — constitute a
core component of successful program planning and implementation, par-
ticularly in community settings. As the public-private sector linkages in-
crease, with private sector providersinvolved inwhat previously havebeen
publicservices, the need fornew programs and for linkages between service
sectors will increase dramatically. In addition, the use of community-based
interventions is likely to increase, requiring new approaches to problem
resolution.

Emerging Role Functions

The bulk of these role function opportunities involve specialist, techni-
cally-oriented competencies and their applications within changing health
care systems. Since a number of these functions can be discharged by disci-
plines other than psychology, the challenge to our professionis todemonstrate
our effectiveness by targeting such role functions and providing the compe-
tencies associated with their appropriate realization.

Quality management. There exists a great variety of mechanisms associ-
ated with these critical areasincluding quality assessmentand improvement,
utilization management, and outcomes monitoring. Since the behavioral
health care industry will increasingly be called upon to compete on quality
rather than price, the systems-oriented psychologist with applied science
skills is in an advantageous position to contribute to the process rapidly
becoming an industry rallying cry—continuous quality improvement.

Disease management. This function requires the application of behavioral
science to problems of patient compliance with drug or treatmentregimens,
secondary prevention, and rehabilitation. It has multiple foci including
applied research, human diversity, consumerempowerment, preventionand
health promotion, and inter-professional collaboration. The wider issue
involved in any consideration of this role function is health care’s most
significant challenge: the displacement of acute care services by services
oriented toward the clinicalmanagement of chronicity. Disease management
is an exciting and rapidly developing field which offers challenging profes-
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sional opportunities for psychologists with specialist or proficiency prepara-
tion in community clinical, health/behavioral medicine, applied social,
applied developmental, and counseling psychology.

Development of management information systems (MIS). An effective
MISis anindispensable precondition to a service system’s capacity to accept
financial risk, whether itbe capitation, case rate reimbursement, or any other
paymentarrangement. The MIS serves clinicalmanagementneedsas wellas
other functions including human resource managementand accounting. The
key to successful role involvement in this area is the capacity to work with
computer systems personnel on the designation of criteria for clinical out-
comes monitoring as well as on processes to maximize user friendliness and
efficiency of data retrieval. Psychologists are also well qualified to assist
organizations in evaluation and interpretation of data.

Strategic planning combining needs and resource analysis. These and
related functions, such as organization development, are endemic to the
operational effectiveness of complex systems such as large organized care
settings. The challenge, particularly for organizational psychologists, is to
increase the penetration of their specialty as systems managers and consult-
ants.

Obstacles to Reform

Above,weidentified a setof imperatives with which professional educa-
tion and training needs to contend. Also discussed were some of the chal-
lenges facing training programs in professional psychology. Before progress-
ing to an analysis of prerequisites for training program redesign, we revisit
some of the obstacles that stand in the path of training reform and training
programredesign.

Itis surely more than the claimed indifference of those in academia to the
“outside world” or the bureaucratic inertia common tolarge institutions that
makes change difficult. Likewise, there is more to it than the prevailing
conflicts academic training programs have had with the notion of applied or
professional endeavors. Whatever the complex of explanations - including
the general absence of formal academic contingencies supporting external
outreach and other program development activities by program administra-
tors and core faculty - the time is long past for the training community tobegin
aprocess of significant programredesign. Nonetheless, it seems incontestable
thatacademics tend to view the marketplace, even the non- corporate world
of organized care settings, with significant unease: they don’t know much
about it, nor care to learn much; and they know they feel out of place in
or near it.
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Costs of Professional Training “Non-Compliance”

There have been costs associated with the prevailing absence of formally
accountable training in behavioral health other than the critical failure of the
larger profession adequately to serve sanctioners. These costs have accrued
to both the behavioral health workforce and the profession. Although the
economic costs to practitioners arising from the vagaries of managed care
arrangements have been high, another cost has been higher and far more
serious. This is the cost of under preparedness — a significant threat to the
collective efficacy of the profession.

Itis little wonder that rank and file behavioral health practitioners have
for the past decade exhibited confusion, helplessness, rage, and lack of
strategic competence in the face of the cataclysmic changes withinhealth care.
Absent an understanding of the new world of health care, the bulk of the
behavioral health care workforce had no capacity to control or adapt to, let
alone influence, a game (they claimed) whose rules had changed after ithad
commenced. This state of powerlessness was exacerbated by the exceedingly
ambiguous attitudes held by so many providers toward the world of health
care. Drawn into and trained in traditional psychotherapy rather than as
health care providers, per se, these practitioners utterlylacked anarmamen-
tarium permitting them some realistic chance of both negotiating the labyrinth
of the (non) system of health carein the U.S. and of playing a constructive and
enduring role in it.

Accountable Education and Training in Behavioral Health

Itwould seem axiomatic that professional education and training for the
behavioral health workforce, to be deemed truly accountable, would take
direct account of professional role imperatives derived from the current
environment of health care organization, financing, and provision. It would
also seem reasonable for such programs to explicitly acknowledge the sub-
stance and pattern of the changes confronting health care systems, payers,
providers and consumers. Professional preparation across the behavioral
health disciplines has acknowledged neither. While there has been episodic
attention given to individual issues, professional education and training
have seen no true systematic incorporation of either of the above within the
broad scope of its programs.

Again, there are good reasons why this hasbeen so, not theleast of which
is the pragmatic one of sheer difficulty. Dealing effectively and in an intellec-
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tually honest fashion with either of the above, requires both aknowledge base
and an operational infrastructure significantly beyond the province of the
vast majority of professional training programs. Also lacking is a policy-
oriented vision of the scope and pattern of health care in its emerging state.
Such vision can not reasonably be expected of program leadership in tradi-
tional academic settings sustained by traditional contingencies.

Nonetheless, these issues must be confronted if the behavioral health
workforce is ever to acquire the appropriate professional armamentarium.
This target involves the wherewithal, not only to effectively adapt to a
changing world, butalso toactively contribute tosuchaworld - oneasreplete
with professional challenges as perplexities. If, then, this is the general way
to operational accountability in professional training, what might the road
looklike?

Recognizing Accountability in Training Programs

Achieving accountability requires the identification of professional roles
appropriate tothe demands, orimperatives, of acomplexhealth care environ-
ment, as well as program redesign which anticipates and provides for the
establishment of a framework for a changing professional world. These are
our twin criteria earlier identified.

In this context, accountability also involves responsibility to multiple
stakeholders. And these include not only consumers and their careers, but
payers, health plans, provider organizations, state and federal governments,
non governmental organizations, professional organizations, licensing and
credentialing authorities, consumer advocacy organizations, and the com-
munity atlarge.

Accountable professional education and trainingis also characterized by
avaluesstance thatexplicitly acknowledges the program’s responsibility for
its products, within both proximal and distal time frames. Indeed, this is one
of the ways in which the autonomy traditionally accorded professions is
repaid to their stakeholders and sanctioners. Finally, in the accountability
criteria outlined above, there is no place for the narrow guild interests of the
professions or of academia, and none for the economic welfare of the provider
community. Professionalshave obligations to their sanctioners and those they
serve, and accountable education and training programs seek to reflect this
routinely, and in multiple ways, both formally and informally.

In the next section we present the substantive elements of accountable
training program redesign. A normative approach is proposed, one that
providesa platform for incorporating the criteria for the design of accountable
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training programs discussed above. What follows maybe regarded as akind
of template for education and training for the behavioral health workforce.
Importantly,however, itis also designed tobe directly responsive to theneeds
ofavariety of stakeholders. We hope that this product mightbe useful asaroad
map of sorts for program redesign in clinical health and community psychol-

ogy.

A Template for Training Program Redesign

In this section, we identify core instrumental approaches to training
program redesign. These are essentially the prerequisites for a true strategic
approach onwhichenduringaccountable program redesign must bebased.

Beyond Curriculum Development

Innovationin programdesigninvolvesa greatdeal more than curriculum
and instructional design work. Collaboration with sanctioners (including, for
example, formalalliances with consumer advocacy groups), new models for
faculty roles, recruitment, and performance assessment, service and training
network development with community based organizations, faculty practice
plandevelopment, risk contracting, and alliance building with health plans,
are only some of the activities associated with the strategic planning enter-
prise at the program level. In this latter guise the proposed platform is a
structural, generic approach useful forlinking present and emerging profes-
sional role imperatives. It also provides a framework for the essential conti-
nuity of pre-doctoral education and training and post licensure competency
development. Nonetheless, curriculum development is at the very core of
program redesign and a framework for itis suggested below.

Curriculum redesign: Four approaches. There would seem to be four
essential approaches to curricular innovation in the interest of accountability.
The first involves the identification of a foundational normative stance: a
professional values base which overtly acknowledges certain core impera-
tives guiding accountable training. The second approach seeks to identify a
core set of formal competencies sufficiently generic to serve professional
roles - traditional, new, and emerging. Central to our third approach to
programredesignis aformal treatment of the complex context of health care
- its developmental path, characteristics, and policy content. The fourth
approach involves a clear recognition of the centrality of collaborative and
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enduringrelationships with the multiform world of health care. The strategic
incorporation of all four approaches would seem indispensable to the devel-
opment of behavioral health education and training programs that can truly
be said to be accountable.

Generic Foci for Education and Training

The foci that are the elements of the following classification scheme are
extremely broad content areas incorporating a combination of professional
knowledge, values, attitudes, and skills with implications for training pro-
gram development. As identified below, the foci are those substantive areas
whichneed tobe designated as the content targets for professional education
and training programs seeking to become accountable. Deriving from a
normative base and reflecting the changed characteristics of U.S. health care,
these imperative based foci collectively indicate the road along which profes-
sional preparation for the behavioral health workforce mustnow travel, and
for the foreseeable future.

These foci can also serve as the source for professional roles, new and
emerging. Taken together, they constitute the general content mix towhich
trainees and professionals need tobe formally exposed in orderto interpret
their professional world, to practice responsibly and effectively,and to exert
aconstructive influence upon the behavioral health field. These fociare the
very issues to which the vast majority of trainees and practitioners inbehav-
ioral health have been thus far so inadequately exposed through formal
training and supervision.

In summary, these generic foci are intended to perform a conceptual
servicerole that, over40yearsago, the greatcognitive theorist, David Ausubel,
referred to as “advance organizers.” Alternatively, the entire set of foci,
organized by domains, may be seen as constituting a kind of professional
world view —a glimpse from the mountaintop, as it were. It provides a “big
picture” with an orienting function. Whatever the metaphor, the generic foci
are designed to assist trainees, students, faculty and practitioners alike, to
better interpret the world of health care in general and behavioral health in
particular. Because the foci are sobroad, the areas nested within them maybe
substituted for others to be in accord with changing times, imperatives,
funding arrangements, service delivery structures, and new players.
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Imperatives-Driven Training Foci: A Classification Scheme

Finally, the scheme is proposed asa pedagogicbase for training program
redesign in professional educationand training. It should be noted, however,
that these foci donot themselves constitute a curriculum. As we have earlier
noted, the foci are designed toserve asasubstantive template for subsequent
curriculum development and instructional design. They are alsointended as
aguide for ongoing competency development for practitioners working with
theimperative of lifelonglearning,.

The domains constituting this model are presented in Figure 1. The first
four domains listed in this figure are best seen as forming a pyramidal
hierarchy from Domain 1, the normative base of the structure, up through
Domain4. Domains5and 6stand separately on the edificemade up of the first
four.

The first four domains are presented in order of increasing specificity
(alternatively, decreasing scope of focus) upward from Domain 1, the most
generaland pervasive, to Domain 4. Each successive domainis subsumed by
the growing structure beneath it. For example, from a pervasive values base
(Level 1), up through the wide contextualbackdrop of health care (Domain 2),
and community organization (Domain 3), we reach the more focused world
ofintegrated delivery systems (Domain4). Nonetheless, the main point of this
scheme is that the content of the first four domains are, collectively, to be
considered as the core, irreducible, values-and-knowledge base essential at
the macro level to the understanding of the world of health care. The macro
base of the first four domainsis also the prerequisite for informed professional
practice ofbehavioral healthina changing world as treated in the focinested
within Domains 5 and 6.

Domains 5 and 6 provide for the “technologies” essential to the planning,
delivery, monitoring and evaluation of (behavioral) health care. This is what
was signified above by “informed professional practice.” The acquisition of
these primarily skills-oriented technologies depends significantly, as has
been noted, on trainees” having been already exposed to the more founda-
tional domains.

Itisimportant tonote that the individual foci within the six domains are
not themselves professional competencies. They are too broad for that. For
competencies tohave valueas part of an instructional design model, they must
be functional. Within the proposed scheme, individual foci are actually
general contentareas containing potentially many discrete competencies. For
curriculum development purposes, however, operational competencies ofa
farmore specifickind are necessary. Such competencies maybe derived from
each of the content areas (foci) listed, but not directly.
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Domain 1. Foundation Values Base

- Consumerist orientation

- Commitment to accountability to multiple stakeholders (including consumers,
payors,and the public at large) by providers and care systems

- Commitment to the care of undeserved populations

- Respect for and awareness of issues of human diversity

- Commitment to a programmatic public health approach to services
development in addition to the traditional focus on personal health

Domain 2. The Contextual Framework of Health and Human Services

- Fundamentals of health care organization, financing, and provision
- Association between providers and payers as well as health care
organization and outcomes issues in (behavioral) health policy

Domain 3. Adjunctive Community Approaches

- Essentials of the community health, welfare, and organization

- The role of intersectional linkages in behavioral health services planning and provision

- Population-based approaches to services planning and provision, including disease
state management approaches to prevention and consumer education

- A model for primary care in behavioral health

Domain 4. The Locus of Care: Integral Delivery Systems

- Structures and function of health services delivery systems

- Parameters of services contracting: capitation and the assumption of risk

- Professional role interdependancies

- Consumer-focused, interdisciplinary copllaboration

- Interplay of provider, fiscal, and human resources sub systems in the service of quality

Domain 5. Technologies for Health Services Planning and Delivery

- Essentials of services development, coordination, and continuity
- Advanced technologies for clinical management
- Consideration of family, work, and community in individual service planning

Domain 6. Technologies for Assessing and Managing Outcomes of Care

- Use of evidence based protocols for clinical assessment and management

- Quality assessment and management

- Program evaluation

- Use of data management systems for clinical, fiscal, and resources decision-making

Figurel

Imperatives-Driven Training for Accountable Program Redesign
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Specific competencies to be derived from foci from the core macrobase
(Domains 1 through 4) would, with few exceptions, be values- and knowl-
edge-based. Conversely, we would expect that competencies derived from foci
clustered within higher levels of our scheme would see more skills-based
representation, since such foci are more specific, more instrumental.

Toreiterate, the competencies that maybe developed from the foci within
Domain 1 would be largely values-based, with a leavening of some knowl-
edge-based competencies. For Domain 2, they would belargely knowledge-
based. For Domains 3 and 4, they would be mainly knowledge-based but with
some skill-based competencies. And, given their relative specificity (more
focused nature) in comparison with areas in the macrobase, we would expect
that those professional competencies developed from foci within the “technol-
ogy” domains - would be largely skills-based.

The Next Challenge

The challenge is now at the door of the curriculum developers. The foci
as presented donot prescribe any particular curriculum. Rather, they’re tobe
used as a foundational base for professional competency development, the
next step in an epicyclic process of curricular enhancement. The foci, as
clustered within their particular domains, indicate the essential scope of the
redesign of training programs and the enhancement of existing curricula in
the name of accountability.

Program Redesign and Infrastructure Development: Finding Partners

The capacity of psychology tobegin to assume a degree of control over the
complex policy agenda of health service systems (tobecome, in other words,
aplayer) will depend upon its success in influencing the respective agendas
of avery diverse group of stakeholders. The issue of managed care carries a
level of emotional intensity within organized psychology and other behav-
ioral health professions such that change and the change-agent function can
easily subverted or otherwise imperiled. Accordingly, stakeholder groups
must be encouraged to keep the “eye on the prize.” A seat at the health care
policy table can only be earned by a manifest commitment to designing
approaches to professional competency development which embrace ac-
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countability to consumers, payers, and other stakeholders as a key plank in
the platform.

Collaboration in the Public Interest

Professional psychology must explore ways to participate in govern-
ment-supported and, possibly, private foundation-supported multi-disci-
plinary funding programs. The profession must also collaborate with man-
aged careorganizations toidentify sources for extramural funding of training
initiatives.

Given the significant reduction of the impact of the three large institu-
tional players - the federal government (particularly in its role in funding
demonstration grants for training innovation), the professional associations,
and theacademic training programs - the health care industry itself must step
up to contribute. Doing so will clearly advance the interest of the industry,
resultingasitwillin the developmentof an appropriately trained professional
work force for behavioral health services. The profession, however, must
commititself to the development of complementary role functions. Accord-
ingly, academic training programs and managed behavioral health care
organizations must seek to collaborate on ways that will enhance the profes-
sional psychological training curriculum, including the sharing of expertise,
collaborative research, and the provision of “real world” training opportuni-
ties within the industry.

Let’s Not Forget Post-Licensure Training

Currently, post licensure professional competency development, in the
form of continuing education, suffers from a number of deficiencies.

CE activities are characterized by an ad hoc and dis-
jointed approach.

CE programs lack a unifying theme and are oriented to
enhancing skills which psychologists already have
for roles which are quickly diminishing.

The process is driven by market forces: programs are
typically targeted at the individual provideraccord-
ing to a kind of smorgasbord approach.

Work forcerequirementsrarely derive development of CE
activities.
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Two major entities have little if any influence on the
process: the managed behavioral health care indus-
try and organized psychology (whose once central
rolehasincreasingly beenassumed by state associa-
tions).

Post-licensure training activities do not systematically
build on, complement, orextend doctorallevel prepa-
ration.

Accordingly, thereisacritical need for the development of arrangements
between doctoral and post-licensure training activities such that the current
approach is replaced by a mode of organization in which doctoral and post-
licensure training content and formats lie on a continuum. Doctoral level
education and training deals necessarily with broad generic approaches
while post-licensure has a more focused approach to preparation for these
roles.

There needs to be a generic professional values base which transcends
training level peculiarities and provides a foundation for both levels. Absent
this, we are forced to contend with current phenomenon in which those post-
licensure trainees seeking to acquire knowledge and skills associated with
new forms of health services are forced, in essence, to “unlearn” values and
attitudes that do not apply to the changing professional world. This is
extremely problematic: itis at once grossly inefficient and generates intense
opposition in practitioners who feel patronized and, in many instances,
betrayed and abandoned. To reassert: both doctoral and post-licensure
trainingredesign mustbe predicated upon acommon professional values
base. This values base reflects the new contextual imperatives and the
development of competencies deriving from an acknowledgment of the
professional roles associated with the massive changes in the health care
industry.

The Role of Regulatory Bodies

Itis clear that changes of the scope recommended here require a system
approach. Accordingly, the equation for change must include collaborative
responses by regulatory and quasi-regulatory agencies that are currently at
the periphery of professional education and training — namely licensing,
credentialing, and accrediting authorities.

Historically, a number of formal accountability mechanisms have been
associated with professional responsibility and competence - albeit indi-
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rectly. These mechanisms include: regional and specialty accreditation of
institutions and training programs, respectively; accreditation of institutions
and facilities providing professional services; ethical codes of professional
disciplines; discipline-specific practice standards or guidelines; federal and
state regulations; and professional licensing and credentialing criteria. The
verynumber of such mechanisms and their essentially self-regulatory nature
have, however, precluded theirbeing responsive to the marketplace and to the
many forces thatdrive the health care system. Asa consequence, the effective
impact of these mechanisms has been slight.

Changesbroughtaboutby the evolution in health services financing and
delivery give cause for questioning the true value of many of these regulatory
and quasi-regulatory structures and processes thathave, for years, been taken
for granted by many in the professional community. For example, one could
question the effectiveness of state licensure, its relationship to quality control
and consumer protection, and its role in large, highly organized and inte-
grated entities with their own credentialing and quality assurance activities.
One may similarly question the value of specialty credentialing. One might
alsoaskhow organized psychology can assist both providers and organized
delivery systems in effective credential evaluation and management.

Recent analyses by the Association of State and Provincial Psychology
Boards (ASPPB) as well as the American Psychological Association Presiden-
tial Task Force on Education and Training for Work in Organized Delivery
Systems (APA, 1996) focused on professional activities and knowledge bases
required for current practice. While the ASPPB recommendations weremore
broad-based, the professional activities and knowledge bases were quite
consistent. This suggests that revisions in the licensing exam would support
the changes necessary for effective participation in the changing world of
health care.

The increasing emphasis on documentation of specialty capabilities
requires that professional psychology adapt credentialing mechanisms to the
current environment. The APA’s College of Professional Psychology has a
useful parttoplayin thisregard. The College’s success, however, will depend
on the development of additional proficiency areas and on the extent to which
the service delivery system accepts its certification products as evidence of
relevant professional competencies.

Itis througha process of review and negotiation between representatives
of such entities, together with those from academic and internship training
programs, consumers and the service delivery system, that an enduring
template for the redesign for accountable education and training must be
written. Training programs, health plans, practitioners, and consumers all
will be forced to contend — albeit, in very different ways — disturbing



Program Restructuring and Curricular Enhancement for Accountable Training 307

deficiencies in professional competencies amongbehavioralhealth practitio-
ners absent a confrontation of this shortfall by the relevant agencies and
organizations. At the same time, it will be the community of empowered
consumers and purchasers in their demands for outcomes management who
will ultimately drive system accountability in behavioral health care. There
is a corresponding need for the training and regulatory bodies within the
behavioral health disciplines to be more effectively integrated with service
delivery systems and their accountability requirements. At the same time,
practitioners who increasingly participate in organized care settings must
demonstrate the values and behaviors that drive both professional service and
marketplace accountability.

Infrastructure Development: A Final Note

The only effective means for dealing with the current challenges to
members of the psychological profession and threats to quality inbehavioral
health services would seem to be through the establishment of collaborative
relationships among behavioral health training programs, the behavioral
health care services industry, relevant governmental and regulatory agencies,
and consumer advocacy groups. This would help ensure accountability for
program redesign. Organized psychology could usefully seek the input of
individuals familiar with the industry and engaged in interdisciplinary
study of training and service delivery (Troy, 1997) in order to create additional
opportunities for such collaboration.

Professional associations would also do well to consider underwriting
with the assistance of the federal government and private foundations, the
establishment of training resource entities to assist training programs in the
difficultand protracted process of programredesign, and curricular enhance-
ment. Absentsuchaventure, currentresources and contingencies likely donot
permitwholesale departures from the traditional nature and scope of educa-
tion and training in behavioral health.

Thesuccessful development of such operational linkages, combined with
a refocusing of professional education and training in the interest of the
consumer and treatment outcomes, will pose significant challenges to all
parties, unused as they are tointerdependentroles. Itisa process that will be
entered into cautiously, will be characterized by diversity of arrangements,
and willtaketime.Itis, however, a process thatmust, ultimately, be confronted.
The challenge of developing innovative professional training models thatare
responsive to the new imperatives, and of integrating necessary changes
within existing models, requires the diffusion of multiple innovations within
avery large, multifaceted community involving institutions as well as orga-
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nizations. Such a process is fraught with obstacles - structural and opera-
tional-and, if achieved atall, requires strategic approaches for the very long
haul.
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Discussion of Troy:

Continuing Education:
Opportunities for Enhanced Family Relations

Victoria Follette
University of Nevada, Reno

A model for the training of the next wave of psychologists towork in the
managed care setting is essential. At the same time, education regarding
behavioralmanaged healthcareis alsoneeded forexisting practitioners. Troy
(2000) addresses some of the postlicensure education needs inhis chapter on
curriculum restructuring. However, more should be said on the relationship
factors thatmightimpede the collaboration of academics and practitioners on
these matters. Much has beenwritten about the relation of science to practice
and the continued need for the strengthening of the essential bond between
these two domains. Less has been said regarding how this relates to the role
of the academy in the continuing education of existing practitioners. In this
rapidly changingera, itis increasingly important for those in the academy to
forgeanalliance with practitioners thatenhances the potential of both groups
to thrive in the years ahead.

The disruptionin therelationship between the two groups isaninterest-
ing one to consider. An examination of the interactions between members of
theacademy and practitioners in the “real world” suggests that some therapy
isinorder. Acontextual or systemic therapy modelis useful inunderstanding
theissues and potential solutions. Using the analogy of family relationships
provides some interesting comparisons. Remembering that most current
practitioners were infacteducated in fairly traditional academicsettings, the
often-contentious relations that have emerged are particularly troubling. To
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continue theanalogy, itis not unlike children whohaveleft the family business
to pursue other dreams. Both sides seem to feel disillusioned with the lack of
understanding shownby the other for their current plights. An examination
of the problem may suggest some possible remedies.

A thorough contextual analysis requires an assessment of the individual
participants, therelationships between them, and the contexts in which they
exist. At an individual level, both private practitioners and academicians
haveanumber of strengths. Bothhave demonstrated cognitive and emotional
capabilities. Certainly, surviving the rigors of graduate school is a testament
not only to intellectual capacity but also the ability to endure periods of
prolonged stress. Additionally, both groups are comprised of individuals
who have dedicated themselves to alleviating human suffering. While the
form this work takes can vary significantly, the function remains essentially
thesame.

While there is some interaction between the two groups, both have a
number of interactions with other groups on a more regular basis. Client
involvementis central toboth groups. Even those academics involved inwork
thatis more basic thanapplied are generally working on problems related to
clinicalissues. Both groups areinvolved in work directed toward advancing
our ability to provide efficacious treatment. Given the complexity of the
majority of clinical problems, collaboration is essential.

Historically private practitioners have been more likely to interact with
third party payers, frequently managed care companies, and academics have
worked with government funding agencies. However, increasingly these two
external systems have similar goals and interests. The recent support of
federal agencies for the development of practice guidelines is an excellent
example of the intersecting goals of the two groups. Another area of shared
interest, is the emphasis on accountability that is common to both groups of
funding sources. Thus, there is more than ever an opportunity for the devel-
opmentofamutuality that would benefitboth members of theacademy and
the practice community. Given this basic premise, how can these two groups
that have often found themselves in conflict work to enhance their relation-
ship.

Asany well-educated family therapist knows, communicationis the sine
qua non of good relationships. However, practitioners and academics seem
torarely havea forum for interactionabout these issues. Private practitioners
have awealth of experience in dealing with the daily exigencies of providing
care to a diverse client population. These practitioners are not able to use
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complicated and specific exclusion and inclusion criteria for participation in
their treatment programs. Rather, they must deal with clients as they present,
often with multiple and complex problems. Thus, it behooves the academic
community tolearn more from the practice community about typical patterns
of presenting complaints and the specific needs that practitioners face in
regard to intervention with those clients. Academics also have something to
bring to the tablein thisregard. The nature of our daily work necessitates that
weremaincurrentaboutthe newestinnovationsinassessmentand treatment.
Academics also have a central role in the development and implementation
of strategies for program evaluation. We need more forums, such as the
Nevada conference, in which these two groups can interact about issues
related to the assessment and delivery of treatment. Increasingly, we havea
shared agenda of survivalinamore demanding environmentand developing
a collaborative stance will enhance the functioning both groups.

There are a number of areas of training that the academy can address.
Providing education about physical health care and its interactions with
psychological processes will assist those working in these new arenas.
Information on program evaluation as well as single subject design will also
augment the ability of all to be active participants in this new context. More
research is needed on effective supervision of providers without doctoral
training. Treatment acceptability and assessment of outcomes will be key
issues and there is a significant increase in the data on these topics that has
beenpublished inrecent years. Also providers need educationaboutsome of
the newer technologies, such as Dialectical Behavior Therapy (Linehan,
1993). DBT is an excellentexample of a treatment that may appear expensive
on the face of it. However, research has demonstrated decreased costs asso-
ciated with fewer numbers of hospitalizations. Additionally, while the treat-
mentis quiteintensiveitis alsoeffective in the long run, leading to decreases
indemand for services over time.

A contextual analysis should also consider an awareness of the larger
societal framework in which these systems are imbedded. As Troy indicates,
thereisadanger thatspecialized populations will be neglected as health care
becomes increasingly privatized. Practitioners and academics need to work
together toinfluence managed care policy inrelation todeveloping inclusive
programs. They can play an essential role in serving as a conscience in
developing guidelines thataddress the needs of the poor and minorities. Other
groups whose requirements havenotalwaysbeen adequately addressed are
the elderly and women. The needs of the chronically mentally ill mustalsobe
remembered in evolving principles for comprehensive treatment. Lessons
from the community mental health care systems of the 1960’s can provide
some direction. Moreover, those with CMI can also be significant users of
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physical health care resources. Demonstrating that attention to psychological
problems can result in cost savings in the medical arena can provide the
impetus for directing funds toward comprehensive treatment plans. Inte-
grated delivery of servicesis anadvantage forindividuals and the culture. We
have the opportunity and theability to demonstrate the economicadvantage
of these comprehensive programs.

In summary, itis not only important to train psychologists for the future
but also to address post licensure training. No group can simply demand a
seat at the table as issues related to integrated health care are addressed.
Rather we must earn it by demonstrating our unique talents and abilities to
contribute to the overall system. Some have discussed the developing crisis
thatintegrated managed care brings. While there is danger inherent in these
changes there is also opportunity. There is an opportunity to forge a new
alliance that moves beyond old rivalries with a resulting rapprochement
between the practiceand academic communities. More importantly, wehave
the opportunity to work within the system to ensure that the highest level of
care is provided. We can do this not only because it is right but also because
wecandemonstrate the efficacy of such careinleading to decreased costs and
enhanced physicaland psychological outcomes. The opportunities are many
and varied. Rather than viewing the changes as dangerous and limiting our
opportunities, we can serve as leaders in taking both doctoral and post
licensure training to the next phase in the evolution of psychology.
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The relatively rapid evolution and re-organization of services under
managed health and mental health care has left traditional clinical and
service provider training well behind the needs of the current mental health
servicedelivery system.Graduate curriculahaveneverbeenknown for rapid
response to changing external environments for several understandable
reasons (below). Yet the gap in orientation between organized mental health
services systems nationally and traditional training systems seems greater
now than in the past and continues to widen. Mental health providers are
faced with dramatically different orientations, roles, requirements and service
demands in managed systems of care for which there has been little consid-
eration in most graduate training systems. In addition, the organization of
health and mentalhealth care toward greater efficiency and cost-effectiveness
underscores the perception that thereis an oversupply of available providers.
Such a picture makes salient the need for shifts in training that enable
providers, and especially new providers, to fit more effectively intorolesina
system of care for which they have had little hands-on preparation.

Discussions of change needed in graduate training curricula are neces-
sarily general. Itisdifficult tocharacterize the graduate training system inany
greatscholarly detail given the great variety in graduate programs, asevena
cursory look at various compendiums of programs underscores. Similarly, it
isdifficult to characterize the mental health (and health) service systemeven
interms of “managed care” in partbecause “managed care” means a variety
of care systems and approaches. Thus any specific training program, service
system or service provider may point to any number of exceptions to the
necessarily generalsummaryhere. Itis useful to underscore this pointbecause
many colleagues, reluctant toaddress these issues, have often pointed out that
“their” training program doesn’t fit these generalizations and that managed
care is only the latest aberration (“forced by cost-cutting efforts”) from the
traditional clinical training believed to be fundamental to clinical work.

ASPECTS OF TRAINING PROGRAMS

Inpsychology, asinother provider training programs, the array of clinical
programs represents differing emphases and foci. Training programs in
traditional academic settings emphasize a research orientation along with
pre-doctoral practice, traineeship and a pre- or post-doctoral internship
experience. Academicbased programs have an emphasis upon mastery of a
body of knowledge with the goal of preparing the Ph.D. student to make
independent scholarly contributions. Academic preparation takes place in
formal coursework, formal seminars, research groups, and so forth. Depend-
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ing on geographic locale, graduate students may be exposed to academic
based clinics, typically serving academic populations, to more public popu-
lations in the form of clinics or CMHCs or, depending on locale, to hospital or
VA patient populations, etc. Training and supervision takes place in the
facility conducted by providers on-site. Overall responsibility for clinical
development of students may remain with an academic based training
director and with faculty in the home department.

Relative to traditionalacademically based programs, professional schools
of psychology tend to focus on service provision with clients or patients much
earlier and to a greater extent as part of the training experience. Often the
process begins with a placement in a service or agency setting with the first
year student providing volunteer services as a process of familiarization with
issues outside the more formal academic course track. Coursework is often
provided by an array of “core” and adjunct faculty (with varying contractu-
ally specified teaching loads) whomay also supervise astudent. In addition,
as the student progresses to more hands-on clinical work and receives
supervision at the placement site, designated faculty serve as liaison to the
placement, monitor student progress, coordinate evaluations of progress and
provide additional mentoring. The overall clinical training process is coordi-
nated by adesignated training director assisted by clinical faculty committees.
In urban areas, students receive a substantial amount of experience in the
public mental health system such as CMHCs and other components within
the public system as well as with hospitals, clinics, etc..

Both types of training systems, of course, are structured, reinforced, and
held accountable not only by the consensus of the faculty, butalso by various
accreditation standards enacted and evaluated by various groups as well by
the implications of various state licensing requirements. While traditional
training models may differ inemphasisbetween more academicand research
goals on the one hand or more patient oriented experience and service
provision on the other, both continue a focus upon long term treatment with
a single patient. Clinical training and development are influenced by the
implicit and explicit clinical model or orientation embedded in the training
system by faculty, by the orientations of on-site supervisors, case conference
directors, training supervisors, training directors, etc.

Inshort, the graduate training process is, in part, a socialization process
with certain elements of “received wisdom” as the groundwork for the future
provider’s orientation, as is true in any training system in any profession.
Although programs may vary, training remains oriented to direct clinical
service that provides service to one patientata time (often, implicitly looking
toward futures in solo private practice) with long term treatment as the
treatmentorientation.
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Our collective problem is that the body of traditional received clinical
wisdom summarized here may notenable new providers tomake the transi-
tionintoavery different professional and services environment produced in
partby therapid advent of managed care.Inaddition, the majority of faculty,
training supervisors, etc. by and large, have little experience with managed
caresystems and thereby havedifficulty playing aleadership role inmeeting
theimplications of managed caresystems for the training of future providers.
Training programs in psychology rarely incorporate the perspective of pro-
viding treatmentwithin aservice system where anumber of aspects of service
provision need coordination and follow-up. Similarly, psychologists rarely
see theirservice provision either asa part of an overall service systemoras part
of asystem that was derived from primary medical services models. Lacking
a system perspective in general, the field has not moved to develop more
effective approaches tocare or tomental health policy or to public policy more
generally. As a result, few of our colleagues understand the constraints
imposed by the acute care hospital model that substantially biased medical
and mentalhealthservice provisionatleastuntil theadvent of managed care.
Although the field has developed robust programsin health psychology, the
perspectives of health care policy and health care systems are rarely reflected
within the formal curriculumin psychology. Thusas a field, and as a training
system, psychology hasbeen passive inincorporatinga curriculumrevision
process that would intellectually invigorate clinical training and align train-
ing systems with the implications of managed care more effectively.

Aspects of Managed Care Service Systems

The past fee-for-service (ffs) system was geared toanindividual provider
withasingle patient, often for very long episodes of care. Lengthy, long-term
episodes of care were considered the customary “gold” standard of care. On
the one hand, insurance carriers were willing to carve out mental health
services to ffs providersbut usually with great limitations upon reimbursable
benefits that could apply. Carriers were willing to “carve-out” services to
specialty mentalhealth providers because mental conditions were described
as tooill-defined tobe treated in the medical or primary care system. The solo
provider was largely unaccountable, for a time, for the services rendered as
long as the service provided fitbenefit criteria (the attempts to manage costs
by benefit design failed however). Within the several mental health provider
communities this was the predominant service orientation and reimburse-
ment model and this model was largely reflected within the clinical training
system.
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Inparallel, many health caresystemsevolved toward an HMOstaff model
inwhich patientsreceived services ataspecificsite or withinanetwork of sites
asexpansion took place. Mental health services were often provided by mental
health specialists attached to the HMO, or working in staff positions within
the HMO, often upon referral by or in coordination with primary care
providers.

Relatively more recently, the high cost of inpatient psychiatric care
(especially for adolescents) and to a lesser and more complex extent, the
advent of medication strategies for non-institutional maintenance led to a
major shift away from inpatient care. Mounting evidence suggested that
appropriate outpatient support could forestall lengthy inpatient stays and
reinforced managed care efforts toimplement effective non-inpatient treat-
ment alternatives. At this point the business of managing care shifted the
orientation in the private sector away from reliance upon a service delivery
model composed only of inpatient and solo practitioner care options toward
astaff model for mental health service (similar to HMOs) and then tonetworks
of providers and group practices. Inlight of these alternatives, managed care
companies could provide contracts that often assumed the cost-risk for both
inpatient and outpatient care for a fixed or capitated fee per covered person
per year.

Capitation financing provided some incentive for early strategies of
demand management or prevention with regard to risky behaviors such as
smoking, drugabuse, workplace and marital stress, etc. Asevolution contin-
ued inmanaged care, many companies shifted toan amalgam of service and
financing strategies by forming in-house provider networks and/or sub-
contracting for services with group practice organizations or preferred pro-
vider network organizations for defined services to a defined population at
capitated rates. Within the preferred provider network as with other sub-
contractors, the overhead costs of maintaining an office or facility are assumed
by the office based preferred providers who contracted to provide services
under capitated reimbursement rates in return for preference in patient
referrals.

Managed care also continued to evolve toward an integrated service
delivery system, in which a patient might present to an inpatient facility or to
anemergency room butremain only until stabilized and thenbe referred toa
lessintensive service program within the system. In this example, the patient
may remain foraday or two (depending onseverity) for assessment, diagno-
sis, stabilization and thenbe “stepped down” toalessintensive day treatment
program, partial hospitalization, or appropriate outpatient care.

In general, given the availability of these additional organized and
clinically effective treatment options, the need for very expensive inpatient
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stays dropped as a matter of routine. The evolution from a mental health
treatmentsystem thatrelied oninpatient treatmentand office based outpatient
treatment as the only treatment options represented large cost savings by
providingeffective treatment options that were less expensive than longstay
inpatient treatment. These savings were more than large enough to finance
these new treatment options including a robust managed outpatient treat-
mentsystem with an overall financial picture that also included predictable
profitmargins.

Implicit and Explicit Assumptions in Managed
Mental Health Care

Allowing for this general description, several aspects of managed careare
worth pointing out. The first is that the provider is accountable for the
treatment provided, i.e., a third entity is involved in authorizing treatment,
setting goals and in helping establish limits regarding intensity and duration
of treatment. Thus providers are required prospectively to demonstrate that
aparticular patient meets clinically derived criteria for intensity or duration
of care. Providers are required tospecify a treatment plan with specific goals
and a discharge plan when those treatment goals are met.

More importantly, when the patient’s clinical condition varies from the
treatment guides or norms, the provider is required to describe the manner of
the variation and to justify why more intense or longer treatment may be
required to return the patient to some previous level of functioning. Within
integrated systems of care, treatmentdecisions to “step up” treatment (moving
the patient toamore intenselevel of treatment) or to “step down” treatment,
or to discharge the patient from treatment, require appropriate documenta-
tion. Discharge planning as well as treatment planning are an integrated part
of service provision.

As part of the treatment authorization and treatment goals process, the
steps involved in assessment, treatment and discharge planning, and to a
more, or less, intense level of treatment, each require wording in very specific
symptom orbehavioral termsrather thaninmore global terms such as “reduce
anxiety or tension”. The advantage is that a much more quantifiable clinical
record is available to justify treatment, as well as treatment change, and
thereby a record potentially is available for aggregation and evaluation of
more quantifiable data as a result.

Asecond explicit concept that varies from traditional service orientations
is that of “restoration of function” as opposed to “cure”, as others have
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eloquently elaborated (cf. Cummings, Pallak, Dorken &Henke, 1992; Cummings
& Sayama, 1995). This conceptual system represents a fundamentally differ-
entview of presentation of symptoms, clinical processes and treatment goals
when contrasted to the generic long-term treatment training in the typical
graduate curriculum. Thus patients present when coping mechanisms areno
longer adequate to handle the patient’s issues. The focus of treatment is then
onrestoration of function by enhancing coping skills to meet those problems
rather than onlong-termstrategies for personality change. Psychodynamics,
inthisview, providea“roadmap” and an orientationby which tohelp gauge
the patient’s status and progress clinically withoutautomatically ornecessar-
ilyinvolving long term episodes of care that either may notbe needed ormay
be counter-productive clinically.

Thusathird perspectiveis that patients’may notneed or want (orbeready
for the work of) traditional long-term oriented treatment, but rather may seek
help to solve a particular problem or to resolve a particular crisis. Thus
patientswhooptoutoftreatmentafter one, twoor three sessionsmay represent
aneffective treatmentepisode for that patient’s problem or crisis rather than
atreatment “failure” (as mightbe assumed, often, in along-term orientation).
Similarly, whenthe patientreturns to treatment or services when the next crisis
occurs, one would notassume a failure of previous treatment since the smart
thing for the patient is a return to treatment when necessary. As a result, the
first treatment session s critical in terms of rapid assessment and maximum
help to the patient in contrast to more traditional long-term or generic
approaches.

A fourth perspectiveis that rapid effective initial assessment, triage, and
patient-provider matching is critical in making treatment and service provi-
sion both clinically effective and cost effective. Successful and effective
treatmentin managed mental healthis represented by those models of service
provision that are clinically driven by patient needs rather than by precon-
ceived notions of what appropriate treatment ought to be or by a particular
theoretical or clinical orientation. Similarly, treatment is determined by the
patient’s clinical need rather than determined by benefit design or benefit
limits. Treatment tailored to the patient’s clinical needs has been amenable
also to the establishment of empirical guides, norms, or benchmarks that
enable effective matching of treatmentresources (intensity, duration, etc.) to
patientneed, on theaverage. These empirically derived guides help tomake
treatment more efficient and represent a basis by which to identify patients
whofalloutside theaverage or usual pattern, thereby enabling more efficient
and earlier intervention than might otherwise occur. Asaresult, providers can
identify in advance the types of presenting problems that can be addressed
morerapidly and effectively by alternative behavioral, cognitive, psychody-
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namic, family systems, and/or medication strategies. In short, rather than
unfolding a pre-conceived (usually long term) treatment approach, aneclectic
approachassumes that one type of treatment strategy does not fitall types of
patients and clinical issues.

Afifth perspectiveis thatas the clinical underpinnings formanaged care
continue to develop an evidence base, it has also become clear that not all
service provisionmustberendered by adoctoral level provider for all patients.
Rather, doctoral providers may be part of treatment teams in which non-
doctoral providers render services under protocols supervised by doctoral
level providers. The analogy, as presented elsewhere in this volume, is
developing in primary care where the primary care treatment team may
include a physician, a psychologist, a social worker, family counselor, etc.
involved in developing appropriate care for the patient much of which may
not require the physician’s direct efforts other than as an overall supervisor
for the treatment team for that patient. Managed care systems are also more
likely tomakeclinically effective use of group therapy approaches especially
for substance abuse. These may oftenbe conducted by non-doctoral providers
under overall supervision and coordination of doctoral staff. This flexibility
inapproachesto treatmentstrategies ensures greater access to more appropri-
ate care for patients across a range of clinical issues.

Assixthperspective involves the implications of working in an organized
system of care. In general, mental health service provider training provides
little exposure toissues of operating successfully inanorganization, or about
the social psychological aspects of human functioning in organizations. Very
often providers who deal with managed care report feeling enmeshed in a
bureaucracy and feeling that they have little ability or experience to make
sense out of organizational priorities, procedures, vulnerabilities or to role-
play where representatives of the organization have their priorities. A large
part of the frustration involves the transition from solo practice orientations
that do not fit readily into systems that rely on treatment planning and case
management in general (ideally the case manager follows the course of
treatment and ensures coordination with other treatment resources). As a
consequence, the frustration, sense of powerlessness, and psychological gap
between provider, the case manager and the organization may widen, espe-
cially for providers with asolo practice and long term treatment orientation.
Equally importantly, providers with little orientation to issues of systems of
care are unlikely to assume positions of leadership within those systems of
care. For example, provider experience within managed care enables new
avenues for applying the wisdom of one’sbackground in these new managed
care situations. With appropriate experience, providers may also play roles
as directors of various operations such as intake processing, clinical case
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management, clinical supervision, quality assurance, or quality improve-
ment operations where a substantive clinical perspective is valuable. Simi-
larly, providers have the opportunity to move into senior managementroles
regarding clinical operations, as well as senior roles in other managerial
aspects of the organized system of care. In general, clinically informed
management makes more effective managerial decisions. As yet the training
system provides little orientation thatwould be helpful in taking advantage
of these opportunities to make further use of clinical experience.

TRAINING CURRICULUM EVOLUTION: NEXT STEPS

Since thereareas yetonly afew graduate programs atbest grappling with
theseissues, the foregoing represents themes regarding asubstantially changed
service provision world that canbe addressed by an evolutionary processin
clinical training. Of course, these issues are often bound up with the inertia
and resistance to change common to any social system faced with greatly
changed external circumstances, and graduate programs arenodifferent. The
challenge for training programs is to initiate a process that develops more
effective training for providers by delineating and shaping core clinical
content that translates to new, more effective, orientations and practice
approaches that maximize clinical benefit for patients. Of necessity, some
traditional content will have to receive either less attention or be translated
into less time consuming formats.

A proposed series of course modules and training experiences is summa-
rized here. In general, these are designed tomeet the gaps orholesin graduate
clinical training experience identified by a substantial number of providers
whohave made an effective transition into managed care. In addition, these
experiences and approachesare also derived from the extensive two year on-
going post-doctoral training, re-training and supervision program that was
developed by Nick Cummings as part of the Hawaii Project (Cummings,
Pallak, Dorken & Henke, 1992) and continued to be developed at American
Biodyne, Inc.

The goal of the staff training program was to facilitate a shift in clinical
orientation tobrief treatment whenclinically appropriate, and to understand
the conditions under which brief treatment was clinically appropriate and
effective. Training also included experience in each of the components neces-
sary foreffective managed mental health care. That training program contin-
ued to develop as we found that it was far more difficult for more senior
traditionally trained clinicians to make the transition to the managed care
approaches discussed here. We found that relatively new clinicians made the
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transition more easily, thereby underscoring the need for exposure to these
approaches as part of the pre-doctoral graduate training experience.

In light of the often heavily structured traditional academic course
sequence thatis typical of training programs, the proposed experiences may
beunfolded inamuchmore flexible formatin terms of “modules” and in terms
of ongoing pro-seminars, weekend classes, case conferences and case super-
vision. The more flexible format is useful as an experience more closely akin
to the treatment team and multi-professional experiences typical of the
managed service provision world and may contrast to the more traditional,
scholarly oriented semester long graduate course. Hopefully this perspective
forestalls some of the expected groans on the part of graduate students and
faculty about adding more courses to an already substantial course load.

Foundation: History and Systems of Health
and Mental Health Care

This course module traces the development of health and mental health
policy and services in this century in both public and private sectors. The
perspectives developed include the shift in policy assumptions and the
consequences for mental health services and for provider orientation. These
include societal assumptions and perspectives for organization and financ-
ing of serviceswhich led toreliance on theacute care model evolved from acute
care hospitals as the paradigm for mental health service. In contrast, the more
public health orientation developed population based perspectives regard-
ing longer term health issues. The shift from long term inpatient mental
hospitalization in the latter half of the century and the development of the
CMHC movement are developed as a major precursor of current managed
mental health care. Contrasts, using a small number of case examples,
between traditional generic treatment approaches and managed care ap-
proaches are developed with examples drawn from both private and public
sectors.

Comment: The goals of this moduleinclude an understanding of mental
health services in the context of overall health policy and in the context of an
overallsystem with multiple components involving varying degrees of coor-
dination and fragmentation. A second goal is familiarization with managed
care as a clinically viable approach to service provision and patient care. A
third goal is an understanding of accountability on the part of the service
system, and on the service provider balanced by an evidence-based analysis
of traditional and managed care approaches. Participants are encouraged to
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develop an orientation that both contrasts, compares and integrates these
approaches as an orientation to their own clinical orientation. While the
course is geared for first year students, students at any level should benefit
since this material is rarely part of the perspective in graduate training.

Managed Mental Health and Behavioral Health Care

This modulebuilds upon the former by presenting asystematic analysis
of the evolution of managed care approaches, systems, service delivery
processes and focus on patient outcomes. Specificemphases include organi-
zational and clinical issues faced by clinical administrators, financing and
managerial staff, and treatment providers (and treatment teams) in ensuring
effective services. In particular, case examples that illustrate issues and
processes in rapid assessment, treatment planning, discharge planning,
follow-up and outcome assessment in managed care are incorporated and
contrasted with traditional long term care approaches. Examples inboth the
publicand private sector areincluded in order toillustrate differing issues in
both systems including provider orientation, the role of rehab services and
coordination with families and social services. Finally, publicsectorissuesin
transitioning tomanaged care systems are developed with aneye toward the
difficulty of translating approaches derived froma private care system to the
publicsystem responsible for services toamore clinically complex and often
more culturally diverse population.

Comment: The goals for participants include a thorough familiarization
with thenomenclature and perspectives withinmanaged care. A second goal
is an appreciation of the markedly different clinical perspective regarding
patient problems, the treatment process and treatment goals represented by
managed care The third goalis anunderstanding of the processes relating to
accountability for patient treatment. The fourth goal is an understanding of
the dilemmas facing the public mental health system as that system begins to
grapple slowly with implementation of managed care procedures. The fifth
goal is an understanding of the current systems regarding mental health as
aresponse tomeetsocietaland patientneeds rather thanas an evidencebased
logically derived entity. Finally, case examples reinforce the value of brief
treatment and coordinated care as tools in meeting patient needs.
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Brief Treatment: Maximizing Patient Progress

This moduleis probably the mostcritical in theevolving training curricu-
lum. Ideally it should be available to participants throughout the graduate
experience after the first year and the foundational course above. The format
should be that of an ongoing case conference seminar and may be sectioned
for more and less advance students. The module is developed to review the
literature regarding rapid assessment and brief treatment in terms of combi-
nations of patient variables (presenting problems, clinical needs, implicit
resistance), provider variables (rapid establishment of therapeuticbond) with
aneclectic view of alternative treatment approaches. Dependent upon assess-
ment of patientneeds, behavioral, cognitive, family systems, psychodynamic,
problem-solving, etc. approaches may be most effective in the shortest time,
consistent with the goal of maximizing treatment impact. In addition, illus-
trations of group treatment approaches and the conditions under which
group therapy is appropriate in managed care is incorporated. Most impor-
tantly, traditional treatment approaches are contrasted with brief treatment
approachesin terms of treatment goals based upon patient need, motivation
and patient restoration of function.

Asignificant componentof thismodule is an ongoing case conference and
treatmentsupervision format thatillustrates brief treatment strategies. Partici-
pants regardless of their practice, traineeship or internship placementsetting
should be expected to make periodic case presentations and to formulate
alternative brief treatment and traditional treatment approaches. Presenta-
tions and case examples may be drawn from treatment and supervisory
settings that may belong-termin orientation and may notbe amenable tobrief
treatment interventions in practice. Participants should be expected to pro-
vide periodic case follow-up and update presentations and to discuss patient
progress from both perspectives.

Comment: The goal for participants is to develop the clinical acumen
necessary to seeaspecificcase (other case presentations) and an array of cases
from multiple perspectives regarding clinical assumptions and case formu-
lation. A critical goal is that of developing the perspectives that permit rapid
assessmentin terms of an eclectic outlook about treatment alternatives and to
make use of clinical information in order to gauge patient progress and
outcome. Finally, participants should develop alternative perspectives re-
garding “termination” issues and issues of re-presentation for further treat-
ment. Ideally participants beginimplementing brief treatment techniques in
their own clinical efforts.
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Professional Issues Seminar (a revised “pro-sem’)

The seminar is designed to provide a flexible ongoing forum for discus-
sion of managed care and professional issues throughout the training expe-
rience. The pro-seminar format is familiar to most training programs and
usually meets twice per month ina2hourblock of time. The format includes
presentations by, and discussions with, managed care providers, staff, man-
agers, directors of various managed care operations, public mental health
officials, and other relevant senior officials. These ongoing discussions are
designed to provide participants with an orientation to problems, perspec-
tives, and issues faced in the external service provision organization on an
everyday basis. Inaddition, presentations and examples that illustrate coor-
dination between primary care, mental health and behavioral health care
should be included.

Comment: The goal of the pro-sem is to foster an appreciation of the
problems faced in a managed care and public mental health system on an
operational basis. Similarly, participants are exposed toissues and operating
functions in an organization that are central to managed care but are rarely
brought into focus in the more traditional clinical graduate sequence. As a
result, the pro-sem format should foster the development of an organizational
perspective and the coordination of information within an organization
necessary foracomprehensive treatmentand service delivery system.

Ideally the format also fosters discussions about the manner in which
participantsand the academic program may assist managed care in terms of
services evaluation, re-training, etc. and develop asense of common ground
in areas of mutual interest.

From Managed Care to Integrated Delivery Systems

This module develops general clinical, behavioral health and service
delivery issues involved in the effective integration of services from crisis,
emergency room, inpatient, partialhospitalization, day treatment, residential
treatment, intensive outpatient, outpatient, rehabilitation services, follow-up,
community-based and social services. Examples are drawn from primary
medical settings as well as from public and private mental health settings.
Problems faced in secondary service settings such as skilled nursing facilities
(recovery, nursinghome, etc.) areincluded. Additional perspectives include
(a) thedelivery of services in multi-cultural and ethnically diverse settings; (b)
effective case management and coordination of information within service
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delivery systems;(c) the integration of multi-disciplinary treatment teams and
treatmentapproaches; (d) integration of mental health, behavioralhealth with
primary careand medication strategies; and of course () “medical cost offset”
— the effect of psychologically based interventions on medical services
utilization especially for patients with chronic medical conditions.
Comment: The goal is a more hands-on development of a system and
organizational perspective regarding the coordination of services for patient
progress. A second goalis a greater familiarization withcomponents of service
delivery and their integration than traditional provider training may provide.
The third goal is a much fuller understanding of the value of integrated
primary and mental health care in providing more effective treatmentand in
managing overall health and mental health costs in a defined population.

Managed Care: Program Evaluation, Information Systems
and Information Integration, Research
Strategies and Outcomes Evaluation

This module is designed to foster both a program focus and a more
traditional patient focus by contrasting and then integrating three often
disparate perspectives:

1. Program evaluation in terms of evaluating program
effectiveness in providing services to a population
defined by regulation, legislation or contract negotia-
tions. This component includes issues of quality
improvement aswell as program improvementand
thedevelopmentofestimates of incidence and preva-
lence in the population served. The focus is upon
evidence-based strategies to meet program goals in
terms of access, utilization and programevolution to
enhance service provision.

2. Information utilization in terms of a common set of
indices useful for clinical assessment, triage, treat-
ment planning, treatment process evaluation, treat-
ment discharge and follow-up by which to inform
clinical decision-making. The module emphasizes
strategies of data collection, utilization of software
systems (from charts to on-line aggregation), data
summary and interpretation for multiple purposes
including clinical, program, outcome, service utili-
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zation, financial and organizational functioning.
The module develops strategies for development of
clinical norms, guidelines, and clinical pathways in
the service of clinical and managerial decision-
making,.

3. Outcomes measurement and evaluation in terms of
strategies and data by which to assess (and docu-
ment) patient progress inresponse to treatment and
services. Available evidence-based tools for outcomes
assessment are reviewed and presented in the con-
text of closing the loop from previous quality assur-
anceand quality improvementapproaches toevalu-
ating whether the services provided resulted inim-
proved patient status. Research strategies in the on-
going world of treatment provision are discussed in
the context of overall research design issues. Retro-
spective and prospective case study techniques are
examined as a tool by which to assess program
functioning, information needs and changes in pa-
tient-family functioning.

Implications for Departments and Training Programs

The proposed modulesabove are designed to provide aminimum content
and experience core that balances traditional training and to provide a basis
for thinking about provider roles in a broader context. There are clearly
additional modules that one might wish to include especially a module
dealing with social psychology in terms of attitude change, communication
processes, group and organizational dynamics and resistance to change.
Since one tendency in some departments will be to react by pointing out the
fact that since the current “course A” may have features about “topic B” in
“module X” there may be little need for curriculum evolution. As a result, it
isimportant toemphasize the overall thematic perspective represented here:
successful clinically driven managed care (and unless clinically driven,
managed care will be ultimately unsuccessful) necessitates a fundamentally
different orientation, one that contrasts sharply to traditional views of the
clinical process represented in training programs.

Tempering this resistance to this set of issues is the realization that these
issues are similar to basic social science approaches in this arena that would
ask “under which conditions, assumptions and processes, for which pa-
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tients, may patientbenefit be maximized in terms of restoration of function?”
Casting these issues in this framework structures the discussion of these
issues into an evidence-based perspective with regard to the underpinnings
for clinical services and clinical management.

Anadditional theme is that of the national transition from public mental
health care as generic treatment (increasingly narrowed to the severely and
persistently mentally ill) tosome form of managed carestrategy. The transition
representsa profound re-orientation for public mental health atalllevels with
major opportunities for providers who understand managed care to assist
that transition process.

A shift to incorporate managed care perspectives into clinical training
offers several problems and opportunities for departments and clinical
training programs. One problem is that the need for a substantial amount of
clinical training in managed care implies that the training program has
training faculty and training supervisors experienced in managed care. The
second is that successful training implies training in managed care systems
and sites, both public and private, along with on-site experience in multi-
disciplinary treatment team settings (cf. Dorken & Pallak, 1994). Not only will
programs need to consider comprehensive integration of managed care
perspectivesin the training sequence, butalso programs willneed toconsider
their role as a training institution in relation to managed health and mental
health care.

There are several roles that would be helpful, constructive and would
facilitate closer substantive roles in relation to managed care organizations.
For example, the business of managed care is unlikely to play a role in
supporting training due to expense and the impact on the bottom line of
business operations. As a field, however, our strong suithasalwaysbeen our
collective capacity tointegrate researchand evidence-based literatureand to
draw implications for patient treatment. At present, thebusiness of managed
care views the process of upgrading substantive knowledge as the responsi-
bility of the provider and not that of thebusiness. Thus training departments
arid programs have arole in providingresearch and literature integration in
the service of improving the managed mentalhealth “product” marketed by
the business entity.

A second major role, of course, is represented by the innate capacity of
departments and training programs to provide research and evaluation
servicesin theservice of developing “best practices,” evidence-based clinical
norms, guidelines, clinical pathways and evidence-based treatment interven-
tions. Finally departments and training programs are in a position to develop
comprehensive patient and family outcome assessment strategies and ser-
vices in an ongoing process of improving clinical services and clinical
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decision-making. Of course much of thatresearch as yet willbe conducted as
retrospective case studies since the managed care business entity will not or
can not undertake the legal and ethical exposure attendant upon unfolding
more traditional randomized experiments or controlled trials with patient
populations. However, departments can be in an excellent position to offer
enhanced training in new treatment protocols, e.g., in prevention, and then
provide evaluation of the impact of that training enhancement on patient/
family services and outcomes.

The advantage of the proposed moduleslies inadding to the quality of the
training experience by providing managed care perspectives and experience.
The formatis flexible and is closely modeled onboth an evidentiary base and
on the kinds of intervention techniques that seem most effective in bridging
from traditional training to a managed care perspective. The format repre-
sented, relying on scholarship, critical discussion, case examples, and inter-
actions with hands-on experts, represents the process by which we have all
developed our professional careers beyond that represented in our own
graduate training.
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As Pallak cogently argues, change is clearly in order within current
clinical psychology training programs if the next generations of clinical
psychologists are to be adequately prepared to function within an industri-
alized health care system. Current curricula tend to focus on the individual
as the unit of analysis. Programs essentially train students tobe craftspeople
in an outdated, cottage industry model of behavioral healthcare delivery.
Through coursework and practica students are taught to assess, diagnose,
and treatindividual clients. Historically, this focus made sense. With therise
of managed care, however, psychologists are confronted with a much larger
unit of analysis, namely an organized care system.

The question that emerges for educators is how to expand the focus to
larger systems withoutlosing sight of values regarding scientific rigor, ethics,
and clinical competence. While the prospect of expanding from an individual
to a systems level may at first appear daunting, the task is largely one of
applying methods of the methods of clinical science tolarger units of analyses.
In the section that follows we provide an outline of some of the issues that
emerge when one’s unit of analysis is a system as opposed to an individual.
Clearly our list is not comprehensive. Other skill sets that warrant consider-
ationin thisnew age of service delivery will include personnel management
skills and financial literacy. For the purpose this volume we focus our
attention to the modification of clinical science curricula.

Anissue thatimmediately emerges when onemoves from an individual
toasystem of careis identification of the constituency. In other words, one must
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determine whom one is serving, i.e., whois/are the consumer(s). Currently,
training programs emphasize anindividual, couple, or family as the primary
constituent. Accountability is based on the satisfaction of the person or
persons who directly receive services. The concern is with achieving certain
outcomes for our clients (e.g., symptom reduction), with less concern for the
possible cost and/ or benefits for other potentially affected parties.

Other parties may be considered consumers, although they are not
themselves directly receiving services. For instance, the quality and cost of
servicesdelivered may havealargeimpact onseveral other agentsincluding
family members, employers, and the community at large. In addition to
impacting the quality of life of the client directly receiving services, ineffective
assessmentand treatment programs can greatly impact these agents in terms
of money spent on services, lost work days, and fewer resources being
available to other individuals in need. A clinical psychologist practicing
within an organized behavioral healthcare system must be prepared to first
specify all interested parties.

Once the psychologist has identified potential constituents, he/she must
next identify the values of each of these constituents and the outcomes associ-
ated with these values. Because current training emphasizes the individual
client as the primary constituent, values tend to center around symptom
reduction or behavior change. Therefore, targeted outcomes are consistent
with the particular goals of the client (e.g., reduction in depression and
anxiety, improved marital relationship, reduced back pain).

Of course, monetary costs to the client and possibly their insurance
company are important, but, under the current model of training, clinicians
may be better equipped to identify outcomes associated with the value of
alleviating psychological distress.

However, as wasmention above, inan organized behavioral care system
there are a greaternumber of constituents, each potentially having a different
setof values. Inresponse, a different set of outcomes will need tobe specified
toreflect the values of individual constituents.In the early history of managed
care costcontainment was the primary goal. Morerecent trends indicate ashift
toward striking abalance between quality care and cost containment. In other
words, the focus is now on the value of services. Identifying outcomes in
accord with this value is a complex task given our understanding of what are
“quality services” along with the wide variety of outcomes associated with
cost containment. For instance, possible relevant outcomes could include the
costof assessment/ therapy services, cost of training therapists, days missed
fromwork, client satisfaction, symptom reduction for presenting problems,
number of return visits following termination, ornumber of emergency room
or hospital visits.
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Of course once relevant outcomes have been identified, it will be the
responsibility of the Ph.D. level psychologist to operationally define these
outcomes so that they canbe measured. Current training emphasizes measur-
ing certain indices related to the client’s presenting problems, often through
the use of empirically validated questionnaires or perhaps psychological
tests. Outcomes may also be measured in terms of frequencies, such as
increases in more functional behaviors (e.g., increases in job attendance) or
decreases in certainsymptoms (e.g., reduction in the number of panicattacks).

In the larger system of organized care, with its emphasis on cost contain-
mentand quality care, other outcomes warrant consideration. First, measures
of relevant symptoms will need to be administered periodically in order to
evaluate the effectiveness of a particular treatment program. Current training
in scientifically oriented clinical psychology programs provide training in
this aspect of measurement. These programs tend to emphasize the use of
outcome measures with adequate psychometric properties (i.e., reliability and
validity). Service delivery that is data generating as well as date based is
emphasized.

An even more important characteristic of assessment instruments is
treatment utility, which refers to the degree towhich an assessmentdevice or
process is shown to contribute to beneficial treatment outcome (Hayes,
Nelson, & Jarrett, 1987). If a particular instrument does not have treatment
utility, there isno reason to use it because it costs money to administer while
providing no useful information concerning treatment planning. It may be
particularly important for psychologists in an organized behavioral health-
caresetting toinvestigate the treatment utility of certain assessment batteries
that may be standard protocol. It may be that these batteries provide little or
no useful information beyond that collected during intake interviews. This
could potentially save a great deal of money and time by creating a more
efficient assessment/triage process. The reader is referred to Hayes et al.,
(1987) for a more detailed discussion concerning how one may conduct a
study to assess treatment utility.

In addition to having well-developed measures of symptoms to detect
changes during treatment, measures of clientsatisfaction and life functioning
should beemployed. Client satisfaction may include satisfaction of the client,
family, employer, or any other concerned party.

A challenge for the psychologist will be to design an assessment process
thatis psychometrically sound, practical, and user friendly. Although collect-
ingagreatdeal of informationmaybe desirable, it maynotalwaysbe practical.
Clients may be unwilling to complete lengthy assessment forms on aregular
basis, practitioners may be unwilling to spend time administering them, and
the administration may be opposed to the cost of such a process. Therefore,
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psychologists mustbesensitive toissues of utility when developing outcome
measures that will be administered frequently and with large numbers of
individuals within a managed care system. An elegant, psychometrically
sound assessment instrument has no utility if it gathers dust in the clinician’s
deskdrawer.

Another challenge faced by clinical psychology training programs is
teaching research methods that areapplicable at the systems level. Currently, many
programs provide extensive training in research methodology. However, the
typical methods taughtin these courses emphasize group design comparison
studies (i.e., randomized control trials or efficacy studies). These studies,
however, are impractical for an organized behavioral healthcare setting
because theyrequire random assignment to groups and often require a control
group thateitherreceivesno treatmentoris put ona waitinglist. These studies
also usually require a large number of individuals that meet very specific
inclusion criteria. Therefore, randomized control trials canbe very expensive
and it can be difficult to find an adequate number of appropriate subjects.

Due to the limitations of this method, it would seem necessary to train
psychologists in alternative research methodologies that may be more suit-
able for the managed care environment. Twosuch examples will be discussed.
The first is single-case methodology (i.e., interrupted time-series designs).
With these designs, only one or a few subjects areneeded in order toevaluate
the effectiveness of an intervention. These designs have two potential usesin
the organized care context. First, because therapists withinmanaged care are
being held accountable for therapy outcomes, single case methods providea
means for tracking the progress of individual clients or several clients that
suffer from similar conditions. The reader is referred to Hayes, Barlow, and
NelsonGray (1998) for a more in-depth discussion of specific methods and
how they can applied within in a managed care system.

A second use for single case methods is evaluating the effectiveness of a
program at a systems level. In other words, the “subjects” in single case
designs do not have to be individual clients, but can be an entire group
receiving a particular treatment program or even an entire organized health-
care company. Forinstance, if anew program for substance abusershasbeen
developed, one way to testits efficacy is to conductamultiple baseline design
across groups or companies. In this type of design, the intervention is first
implemented in one group and not the others. Then, once treatment gainsseem
tobe occurringin this first group, the treatment programisimplemented in the
next group. This process continues until treatmenthas beenimplemented in
all groups. The advantage of this kind of design is that although treatment is
withheld from one or more groups for a period of time, treatment is imple-
mented after a period of time in which the treatment appears tobe having the
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desired effect. In other words, there are no “no-treatment” control groups or
“waitinglist” control groups in which treatment is withheld for long periods
oftime. Thereader isreferred to the work of Anthony Biglan and his associates
(Biglan, 1995) whohave utilized such designs toevaluate the effectiveness of
community-widesmoking prevention programs, using entire communities as
subjects.

Analternative type of research methodology thatmay be moreadaptable
to the managed care system is field effectiveness research. Effectiveness
studies are designed to determineif a particular treatment works in the field,
for instance, in amanaged care company (Seligman, 1995). Put another way,
efficacy studies determine if a treatment works under highly controlled
conditions, effectiveness studies determine if a treatment works in actual
mental health settings (Strosahl, Hayes, Bergan, & Romano, 1998).

Surveys are onemethod utilized in effectiveness studies. Seligman (1995)
describesasurvey study conducted by Consumer Reports thatassessed client’s
self reported improvement (or lack thereof) and satisfaction with psycho-
therapy services. Advantages of this method are that one can collect a large
amount of data about client’s reactions to psychotherapy as it is conducted
in the field with relatively little effort. However, some drawbacks include
possible sampling bias and lack of control groups (Seligman, 1995).

Another excellent example of an effectiveness study was conducted by
Strosahl and associates (Strosahl, et al., 1998). They performed an effective-
ness study within a managed care company in Washington state to evaluate
theeffectiveness of Acceptance and Commitment Therapy (ACT) utilizing a
method called themanipulated training method. Briefly, this method involves
dividinga group of clinicians into two groups, those whoreceive a particular
form of training (in this case training in ACT) and those who do not. Prior to
training, the two groups are compared on some outcome measure(s), with
training then being provided. Finally, the two groups are compared after
training using the same outcome measure(s).

Although a certain degree of experimental controlis compromised in this
typeofresearch, there areadvantages such as the use of heterogeneous patient
samples, treatment length is not pre-determined, therapists do not have to
adhere strictly to treatment manuals, and “usual care” is the comparison
condition. Another advantage is that very simple and broad dependent
variables can be used (e.g., brief Likert-type scales designed to measure
severity of distress), whichreduces costand burden on clientsand therapists.

As can be seen, single-case methods and effectiveness studies seem to
provide attractive alternatives to the more typical training in randomized
clinical trials one receives in most doctoral training programs. Therefore, it
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appears asif many training programs may need tomodify training in research
methods to include these other methodologies that are more applicable toa
systems level unit of analysis.
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