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Improving the Quality of Health Care for Mental and Substance-Use
Conditions represents the intersection of two key developments now taking
place in health care. One is the increasing attention to improving the quality
of health care in ways that take account of patients’ preferences and values
along with scientific findings about effective care. The second important
development comes from scientific research that enables us to better under-
stand and treat mental and substance-use conditions. New technologies such
as neuroimaging and genomics, for example, enable us to observe the brain
in action and examine the interplay of genetic and environmental factors in
mental and substance-use illnesses. These advances are potentially valuable
to the more than 10 percent of the U.S. population receiving health care for
mental and substance-use conditions; the many millions more who need but
do not receive such care; and their families and friends, employers, teachers,
and policy makers who encounter the effects of these illnesses in their per-
sonal lives, in the workplace, in schools, and in society at large.

This report puts forth an agenda for capitalizing on these two develop-
ments. Using the quality improvement framework contained in the prede-
cessor Institute of Medicine report Crossing the Quality Chasm: A New
Health System for the 21st Century, it calls for action from clinicians, health
care organizations, purchasers, health plans, quality oversight organizations,
researchers, public policy makers, and others to ensure that individuals with
mental and substance-use health conditions receive the care that they need
to recover.  Importantly, the report’s recommendations are not directed solely
to clinicians and organizations that specialize in the delivery of health care
for mental and substance-use conditions. As the report notes, the link be-
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tween mental and substance-use problems and illnesses and general health
and health care is very strong. This is especially true with respect to chronic
illnesses, which now are the leading cause of illness, disability, and death in
the United States. As the committee that conducted this study concluded,
improving our nation’s general health and the quality problems of our gen-
eral health care system depends upon equally attending to the quality prob-
lems in health care for mental and substance-use conditions. The committee
calls on primary care providers, other specialty health care providers, and
all components of our general health care system to attend to the mental and
substance-use health care needs of those they serve.

Dealing equally with health care for mental, substance-use, and general
health conditions requires a fundamental change in how we as a society and
health care system think about and respond to these problems and illnesses.
Mental and substance-use problems and illnesses should not be viewed as
separate from and unrelated to overall health and general health care. Build-
ing on this integrated concept, this report offers valuable guidance on how
all can help to achieve higher-quality health care for people with mental or
substance-use problems and illnesses. To this end, the Institute of Medicine
will itself seek to incorporate attention to issues in health care for mental
and substance-use problems and illnesses into its program of general health
studies.

Harvey V. Fineberg, MD, PhD
President, Institute of Medicine
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The charge to the Committee on Crossing the Quality Chasm: Adapta-
tion to Mental Health and Addictive Disorders was broad, encompassing
health care for both mental and substance-use conditions, the public and
private sectors, and the comprehensive range of issues addressed in the 2001
Institute of Medicine report Crossing the Quality Chasm: A New Health
System for the 21st Century. The committee was pleased to be asked to
address this breadth of issues. Despite the frequent co-occurrence of mental
and substance-use conditions, studies and reports that address both are un-
usual, as are those that cut across both the public and private sectors. We
are grateful to our sponsors for having the vision to recognize the need for
this study. Although the committee at times found the different histories,
vocabularies, and other characteristics of these groups of illnesses and deliv-
ery systems challenging, we also acknowledged the unique strengths that
each brought to the study, respected each others’ positions, and reached
consensus on issues that have traditionally been characterized by great dis-
harmony. Having expertise in both mental and substance-use health care
and the perspectives of the public and private sectors at the table was essen-
tial to the committee’s efforts to craft a strategic agenda for improving the
quality of health care for mental and substance-use conditions for all. The
committee hopes that joint mental and substance-use studies and public–
private partnership initiatives will become routine.

Although the focus of this study was on solving the problems of health
care for mental and substance-use conditions—some of which are more com-
plex than those associated with general health care—the committee also
recognized its strengths. Health care for mental and substance-use condi-
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tions has led the way in promoting patient-centered care (a key quality aim
set forth in the Quality Chasm report) in a number of ways: through the
strong voice of consumers, their families, and consumer advocacy organiza-
tions in shaping mental health care; the long-standing use of peer support
programs in facilitating recovery from substance-use illnesses; and research
on how to enable decision making in the face of cognitive impairment. More-
over, the commitment and strength of the workforce delivering health care
for mental and substance-use conditions are remarkable. This workforce
has persevered in the face of limited attention to mental and substance-use
illnesses by health professions schools, constrained resources at care deliv-
ery sites, stigma and discrimination, and an inadequate overall infrastruc-
ture to support the delivery of high-quality treatment services. This report
identifies what it will take to build the needed infrastructure and fully sup-
port the workforce in delivering quality care.

This report also identifies gaps in our knowledge of how to effectively
prevent and treat mental and substance-use illnesses. While science has de-
veloped a strong armamentarium of effective psychosocial therapies and
medications for treating mental and substance-use problems and illnesses,
research is still needed to identify how best to meet the special needs of
children; older adults; individuals who are members of cultural or ethnic
minorities; and those with complex and co-occurring mental, substance-use,
and general health care illnesses. Moreover, translational research is needed
to determine how to apply existing knowledge in usual settings of care.

The agenda and road map the committee has outlined for building the
infrastructure needed to improve the quality of health care for mental and
substance-use conditions is comprehensive, demanding, and critically im-
portant. It is our hope that the government agencies, purchasers, health
plans, health care organizations, and other public- and private-sector lead-
ers called upon to act on these recommendations will do so quickly so that
we, our loved ones, friends, coworkers—indeed all Americans—can receive
the high quality care for mental and substance-use conditions that is crucial
to overall good health.

Mary Jane England
Chair
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1

Summary

ABSTRACT

Millions of Americans today receive health care for mental or
substance-use problems and illnesses. These conditions are the
leading cause of combined disability and death among women
and the second highest among men.

Effective treatments exist and continually improve. However,
as with general health care, deficiencies in care delivery prevent
many from receiving appropriate treatments. That situation has
serious consequences—for people who have the conditions; for
their loved ones; for the workplace; for the education, welfare,
and justice systems; and for the nation as a whole.

A previous Institute of Medicine report, Crossing the Quality
Chasm: A New Health System for the 21st Century (IOM, 2001),
put forth a strategy for improving health care overall—a strategy
that has attained considerable traction in the United States and
other countries. However, health care for mental and substance-
use conditions has a number of distinctive characteristics, such as
the greater use of coercion into treatment, separate care delivery
systems, a less developed quality measurement infrastructure, and
a differently structured marketplace. These and other differences
raised questions about whether the Quality Chasm approach is
applicable to health care for mental and substance-use conditions
and, if so, how it should be applied.
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This new report examines those differences, finds that the
Quality Chasm framework can be applied to health care for mental
and substance-use conditions, and describes a multifaceted and
comprehensive strategy for doing so and thereby ensuring that:

• Individual patient preferences, needs, and values prevail in
the face of residual stigma, discrimination, and coercion into
treatment.

• The necessary infrastructure exists to produce scientific evi-
dence more quickly and promote its application in patient care.

• Multiple providers’ care of the same patient is coordinated.
• Emerging information technology related to health care ben-

efits people with mental or substance-use problems and illnesses.
• The health care workforce has the education, training, and

capacity to deliver high-quality care for mental and substance-use
conditions.

• Government programs, employers, and other group pur-
chasers of health care for mental and substance-use conditions
use their dollars in ways that support the delivery of high-quality
care.

• Research funds are used to support studies that have direct
clinical and policy relevance and that are focused on discovering
and testing therapeutic advances.

The strategy addresses issues pertaining to health care for
both mental and substance-use conditions and the essential role
of health care for both conditions in improving overall health
and health care. In so doing, it details the actions required to
achieve those ends—actions required of clinicians; health care
organizations; health plans; purchasers; state, local, and federal
governments; and all parties involved in health care for mental
and substance-use conditions.

MILLIONS OF AMERICANS USE HEALTH CARE FOR
MENTAL OR SUBSTANCE-USE CONDITIONS

Each year, more than 33 million Americans use health care services for
their mental problems and illnesses1 or conditions resulting from their use

1Whenever possible, this report uses the words “problems” and illnesses,” as opposed to
“disorders,” for reasons explained in the full report. Nonetheless, the word “disorder” ap-
pears often in this report because it is used so frequently in the literature. Collectively, this
report refers to problems and illnesses as “conditions.”
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of alcohol, inappropriate use of prescription medications, or illegal drugs.
About 28 million Americans aged 18 or older (13 percent of this popula-
tion) received mental health treatment in an inpatient or outpatient setting
in 20032 (SAMHSA, 2004a), and more than 6 percent of American children
and adolescents aged 5–17 had contact with a mental health professional
in a 12-month period according to the 1998–1999 National Health Inter-
view survey (Simpson et al., 2004). The rates are higher still for adoles-
cents and working-age adults: 5 million (20.6 percent) of those aged 12–17
received treatment or counseling for emotional or behavioral problems in
2003 (SAMHSA, 2004a), and a nearly identical proportion (20.1 percent)
of those aged 18–54 received treatment for mental and/or substance-use
(M/SU)3 problems and illnesses in 2001–2003 (Kessler et al., 2005). More
than 3 million (1.4 percent) of those aged 12 or older reported receiving
some kind of treatment during 2003 for a problem related to alcohol or
drug use (SAMHSA, 2004a). Millions more reported that they needed treat-
ment for M/SU conditions but did not receive it (Mechanic and Bilder,
2004; SAMHSA, 2004a; Wu et al., 2003). From 2001 to 2003, only 40.5
percent of those aged 18–54 who met a specific definition of severe mental
illness received any treatment (Kessler et al., 2005). And, in contrast with
the more than 3 million Americans aged 12 or older who received treat-
ment during 2003 for a problem related to alcohol or drug use, more than
six times that number (9.1 percent of this age group) reported abusing or
being physiologically dependent on alcohol; illicit drugs, such as mari-
juana, cocaine, heroin, hallucinogens, or stimulants; prescription drugs used
for nonmedical purposes; or a combination of these (SAMHSA, 2004a).

We know these people, and we know why they contact health care
providers for M/SU treatment. We do so ourselves—for our own M/SU
problems and illnesses and for those of our parents, our children, our
spouses, our loved ones. We know about these conditions from other fam-
ily members and from our neighbors, friends, teachers, and coworkers—
and from the homeless people we pass on the street. What we can see for
ourselves—our teenager’s friend battling anorexia, our friend’s spouse with
a drinking problem, our own family member recovering from depression,
or our child with attention deficit hyperactivity disorder (ADHD)—is re-
flected daily in the first-person accounts of public figures about their own
M/SU illnesses and recovery. We hear of newswoman Jane Pauley’s treat-
ment for and recovery from bipolar illness; astronaut Buzz Aldrin’s recov-
ery from alcoholism and depression; former First Lady Betty Ford’s recovery
from alcoholism; actress Drew Barrymore’s recovery from depression,

2This figure does not include treatment solely for substance use.
3Throughout this report, the committee uses the acronym M/SU to refer to “mental and/or

substance use.”
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alcoholism, and other substance-use problems; former National Football
League running back Earl Campbell’s recovery from panic and anxiety
disorder; “60 Minutes” host Mike Wallace’s, interviewer Larry King’s, and
columnist Art Buchwald’s recovery from depression; country music singer
Charlie Pride’s recovery from bipolar illness and alcoholism; Hall of Fame
jockey Julie Krone’s recovery from posttraumatic stress disorder; television
news (ABC’s “20/20,” “Nightline,” and “World News Tonight”) producer
Bill Lichtenstein’s recovery from bipolar illness; CNN founder Ted Turner’s
recovery from bipolar illness; Nobel prize-winning mathematician and
economist John Nash’s recovery from schizophrenia; and many other such
cases. As articulated in the 1999 surgeon general’s report on mental health
(Anthony, 1993 cited in DHHS, 1999:98):

a person with mental illness can recover even though the illness is not
“cured”. . . . [Recovery] is a way of living a satisfying, hopeful, and con-
tributing life even with the limitations caused by illness.

TREATMENT CAN BE EFFECTIVE

M/SU problems and illnesses occur with a wide array of diagnoses and
varied severity. Many people with these conditions require only a short-
term intervention to help them cope successfully with a less severe M/SU
problem, such as anxiety or distress caused by loss of a loved one, loss of a
job, or some other life-changing event; to help them change their unhealthy
behaviors, such as heavy drinking or drug experimentation; or to prevent
their condition from worsening. People with mental illnesses—such as se-
vere anxiety, depression, posttraumatic stress disorder, or a physiologic
dependence on alcohol or some other drug—require treatments of longer
duration. Sometimes the illnesses become chronic, as is the case with such
diseases as diabetes, asthma, and heart disease. Regardless of the nature of
their conditions, what all people with M/SU problems and illnesses have in
common is the hope that when they seek help for their condition, they will
receive care that enables them either to eliminate it or to manage it success-
fully so that they can live happy, productive, and satisfying lives—care that
enables them to recover.

Research on the interplay among genetic, environmental, biologic, and
psychosocial factors in brain function and M/SU illnesses provides the
means to accomplish that goal. The results of research to date have re-
vealed our lifelong ability to influence the structure and functioning of our
brains through manipulation of environmental and behavioral factors (our
brains’ “plasticity”) and have enabled the development of improved psy-
chotherapies (“talk” therapies), drug therapies, and psychosocial services.
Effective mental health interventions range from the use of specific medica-
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tions (such as clozapine) to treat schizophrenia better in some people
(Essock et al., 2000; Rosenheck et al., 1999) to the application of specific
models for treating depression in primary care (Pirraglia et al., 2004) and
providing supported housing for homeless persons with mental illness
(Rosenheck et al., 2003). Those and other mental health interventions have
been demonstrated to be cost-effective.

Similarly, advances in understanding the behavioral and social factors
that lead to substance use and dependence, in identifying key neuropath-
ways and chemical changes that generate the cravings characteristic of
dependence, and in developing means to block these cravings have resulted
in a spectrum of evidence-based pharmacologic and psychosocial treat-
ments for people who have problems with or are dependent on sub-
stances—treatments that produce results similar to or better than those
obtained with treatments for other chronic illnesses (McLellan et al., 2000).
New medications, such as buprenorphine, are effective in reducing opioid
use (Johnson et al., 2000) and can be prescribed routinely in physicians’
offices. Naltrexone and acamprosate show efficacy in treating alcohol
dependence (Kranzler and Van Kirk, 2001; O’Malley et al., 2003). The
efficacy of nonpharmacologic treatments for drug dependence—such as
cognitive behavioral therapy, motivational enhancement treatment, and
contingency management—has been demonstrated (Higgins and Petry,
1999). Also effective are 12-step mutual-support groups, such as Alcohol-
ics Anonymous, particularly as an adjunct to treatment and as a form of
long-term aftercare (Emrick et al., 1993; Tonigan et al., 2003; Weisner et
al., 2003). Brief advice from a physician and office-based counseling inter-
ventions can reduce the use of alcohol in problem drinkers (Fleming et al.,
1997; Ockene et al., 1999). As a result of these and other advances, pa-
tients who remain in treatment for use of alcohol, opioids, or cocaine are
less likely to relapse or resume their harmful substance use (Gossop et al.,
1999; Miller and Wilbourne, 2002; Miller et al., 2001; Prendergast et al.,
2002). Overall, research is increasingly demonstrating that care for M/SU
problems and illnesses is both effective (it works) and cost-effective (it is a
good value).

QUALITY PROBLEMS HINDER EFFECTIVE
TREATMENT AND RECOVERY

As in the case of general health care, despite what is known about
effective care for M/SU conditions, numerous studies have documented a
discrepancy between M/SU care that is known to be effective and care that
is actually delivered. A review of studies published from 1992 through
2000 assessing the quality of care for many different M/SU illnesses (in-
cluding alcohol withdrawal, bipolar disorder, depression, panic disorder,
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psychosis, schizophrenia, and substance use) found that only 27 percent of
the studies reported adequate rates of adherence to established clinical
practice guidelines (Bauer, 2002). Later studies have continued to docu-
ment departures from evidence-based practice guidelines for illnesses as
varied as ADHD (Rushton et al., 2004), anxiety disorders (Stein et al.,
2004), comorbid mental and substance-use illnesses (Watkins et al., 2001),
depression in adults (Simon et al., 2001) and children (Richardson et al.,
2004), opioid dependence (D’Aunno and Pollack, 2002), and schizophre-
nia (Buchanan et al., 2002). In a landmark study of the quality of a wide
variety of health care received by U.S. citizens, people with alcohol depen-
dence were found to receive care consistent with scientific knowledge only
about 10.5 percent of the time (McGlynn et al., 2003).

Poor care has serious consequences for the people seeking treatment,
especially the most severely ill. One review of the charts of 31 randomly
selected patients in a state psychiatric hospital detected 2,194 medication
errors during the patients’ collective 1,448 inpatient days. Of those errors,
58 percent were judged to have the potential to cause severe harm (Grasso
et al., 2003). The use of seclusion and restraints in inpatient mental health
facilities is estimated to cause 150 deaths in the United States each year
(SAMHSA, 2004b). Moreover, a continuing failure of the health care sys-
tem in some cases to provide any treatment for M/SU illness has been
documented (Kessler et al., 2005), even when people are receiving other
types of health care and have financial and geographic access to treatment
(Jaycox et al., 2003; SAMHSA, 2004a; Watkins et al., 2001). Diagnostic
failures and failures to treat can be lethal; M/SU illnesses are leading risk
factors for suicide (Maris, 2002).

DEFICIENCIES IN CARE HAVE CONSEQUENCES
FOR THE NATION

In addition to the personal consequences of ineffective, unsafe, or no
treatment for M/SU illnesses, consequences are felt directly in the work-
place; in the education, welfare, and justice systems; and in the nation’s
economy as a whole. Together, unipolar major depression and drug and
alcohol use and dependence are the leading cause of death and disability
among American women and the second highest among men (behind heart
disease) (Michaud et al., 2001). M/SU problems and illnesses also co-occur
with a substantial number of general medical illnesses, such as heart dis-
ease and cancer (Katon, 2003; Mertens et al., 2003), and adversely affect
the results of treatment for these conditions. About one-fifth of patients
hospitalized for a heart attack, for example, suffer from major depression,
and evidence from multiple studies makes clear that post–heart attack de-
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pression roughly triples one’s risk of dying from a future attack or other
heart condition (Bush et al., 2005).

Evidence is mounting that M/SU problems and illnesses result in a
considerable burden on the workplace and cost to employers owing to
absenteeism, “presenteeism” (attending work with symptoms that impair
performance), days of disability, and “critical incidents,” such as on-the-job
accidents (Burton et al., 2004; Goetzel et al., 2002; Kessler et al., 2001).

M/SU problems and illnesses lead to poor educational achievement by
children (Green and Goldwyn, 2002; Weinfield et al., 1999; Zeanah et al.,
2003), which itself breeds emotional and behavioral problems. Children
with poor school achievement are at risk for delinquent and antisocial
behavior (Yoshikawa, 1995) and for dropping out of school and rapid,
repeated adolescent pregnancies (Linares et al., 1991).

M/SU problems and illnesses also shape the nation’s child welfare sys-
tem. Almost 48 percent of a nationally representative sample of children
aged 2–14 who were investigated by child welfare services in 1999–2000
had a clinically significant need for mental health care (Burns et al., 2004).
Because of limitations of insurance for mental health care, some families
resort to placing their severely mentally ill children in the child welfare
system, even though the children are not neglected or abused, to secure
mental health services otherwise unavailable (GAO, 2003); parents who
take this step must sometimes give up custody of their children (Giliberti
and Schulzinger, 2000).

Similarly, children who are not guilty of any offense are often placed in
local juvenile justice systems or incarcerated for the same purpose. The
U.S. Government Accountability Office counted about 9,000 children who
entered state and local juvenile justice systems under those circumstances
in 2001 but estimated that the number of such children was likely to be
higher (GAO, 2003). The emotional toll on the children is high. Some 48
percent of facilities that hold youths awaiting community mental health
services report suicide attempts among them (U.S. House of Representa-
tives, 2004).

The proportion of adult U.S. residents incarcerated has been increasing
annually—from a rate of 601 persons in custody per 100,000 U.S. resi-
dents in 1995 to 715 per 100,000 in 2003. In the middle of 2003, the
nation’s prisons and jails held 2,078,570 persons—one in every 140 resi-
dents (Harrison and Karberg, 2004). The U.S. Bureau of Justice Statistics
estimates that about 16 percent of all persons in jails and prisons report
either having a mental disorder or staying overnight in a psychiatric facility
(Mumola, 1999). Overall, the costs of providing no or ineffective treat-
ment—as well as the costs of treatment—impose a sizable burden on the
nation.
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A STRATEGY HAS BEEN DEVELOPED TO
IMPROVE OVERALL HEALTH CARE

The inadequacy of M/SU health care is a dimension of the poor quality
of all health care. The quality problems of overall health care received
substantial attention among the health care community and the public at
large as a result of two previous Institute of Medicine (IOM) reports: To
Err Is Human: Building a Safer Health System (IOM, 2000) and Crossing
the Quality Chasm: A New Health System for the 21st Century (IOM,
2001). The Quality Chasm report also garnered consensus around a frame-
work and strategies for achieving substantial improvements in quality. The
framework identifies six aims for high-quality health care (see Box S-1)
and 10 rules for redesigning the nation’s health care system (see Box S-2).

Crossing the Quality Chasm’s framework and recommendations have
attracted the attention of many health care leaders, including those address-
ing health care for mental and substance-use conditions. As a result, the
Annie E. Casey Foundation, the CIGNA Foundation, the National Institute
on Alcohol Abuse and Alcoholism, the National Institute on Drug Abuse,
The Robert Wood Johnson Foundation, the Substance Abuse and Mental
Health Services Administration (SAMHSA) in the U.S. Department of

BOX S-1 The Six Aims of High-Quality Health Care

Safe—avoiding injuries to patients from the care that is intended to help them.

Effective—providing services based on scientific knowledge to all who could ben-
efit and refraining from providing services to those not likely to benefit (avoiding
underuse and overuse, respectively).

Patient-centered—providing care that is respectful of and responsive to individ-
ual patient preferences, needs, and values and ensuring that patient values guide
all clinical decisions.

Timely—reducing waits and sometimes harmful delays for both those who receive
and those who give care.

Efficient—avoiding waste, including waste of equipment, supplies, ideas, and
energy.

Equitable—providing care that does not vary in quality because of personal charac-
teristics such as gender, ethnicity, geographic location, and socioeconomic status.

SOURCE: IOM, 2001:5–6.
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BOX S-2 The Quality Chasm’s Ten Rules to
Guide the Redesign of Health Care

1. Care based on continuous healing relationships. Patients should receive
care whenever they need it and in many forms, not just face-to-face visits. This
rule implies that the health care system should be responsive at all times (24 hours
a day, every day) and that access to care should be provided over the Internet, by
telephone, and by other means in addition to face-to-face visits.

2. Customization based on patient needs and values. The system of care
should be designed to meet the most common types of needs but have the capa-
bility to respond to individual patient choices and preferences.

3. The patient as the source of control. Patients should be given the neces-
sary information and the opportunity to exercise the degree of control they choose
over health care decisions that affect them. The health system should be able to
accommodate differences in patient preferences and encourage shared decision
making.

4. Shared knowledge and the free flow of information. Patients should have
unfettered access to their own medical information and to clinical knowledge. Cli-
nicians and patients should communicate effectively and share information.

5. Evidence-based decision making. Patients should receive care based on
the best available scientific knowledge. Care should not vary illogically from clini-
cian to clinician or from place to place.

6. Safety as a system property. Patients should be safe from injury caused by
the care system. Reducing risk and ensuring safety require greater attention to
systems that help prevent and mitigate errors.

7. The need for transparency. The health care system should make informa-
tion available to patients and their families that allows them to make informed
decisions when selecting a health plan, hospital, or clinical practice, or choosing
among alternative treatments. This should include information describing the sys-
tem’s performance on safety, evidence-based practice, and patient satisfaction.

8. Anticipation of needs. The health system should anticipate patient needs,
rather than simply reacting to events.

9. Continuous decrease in waste. The health system should not waste re-
sources or patient time.

10. Cooperation among clinicians. Clinicians and institutions should actively
collaborate and communicate to ensure an appropriate exchange of information
and coordination of care.

SOURCE: IOM, 2001:8.
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Health and Human Services, and the Veterans Health Administration of the
U.S. Department of Veterans Affairs charged the IOM as follows:

Crossing the Quality Chasm: A New Health System for the 21st Century
identified six dimensions in which the United States health system func-
tions at far lower levels than it should (i.e., safety, effectiveness, patient-
centeredness, timeliness, efficiency and equity) and concluded that the
current health care system is in need of fundamental change. The IOM is
to explore the implications of that conclusion for the field of mental health
and addictive disorders, and identify the barriers and facilitators to achiev-
ing significant improvements along all six of these dimensions. The com-
mittee will examine both environmental factors such as payment, benefits
coverage and regulatory issues, as well as health care organization and
delivery issues. Based on a review of the evidence, the committee will
develop an “agenda for change.”

To respond to this charge, IOM convened the Committee on Crossing
the Quality Chasm: Adaptation to Mental Health and Addictive Disorders.
This report presents the committee’s analysis of the issues and of how the
distinctive features of M/SU health care should be addressed in quality
improvement initiatives.

THE QUALITY CHASM STRATEGY IS APPLICABLE TO HEALTH
CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

Despite the quality problems shared with health care generally, M/SU
health care is distinctive in significant ways. Those distinctive features in-
clude the greater stigma attached to M/SU diagnoses; more frequent coer-
cion of patients into treatment, especially for substance-use problems and
conditions; a less developed infrastructure for measuring and improving
the quality of care; the need for a greater number of linkages among the
multiple clinicians, organizations, and systems providing care to patients
with M/SU conditions; less widespread use of information technology; a
more educationally diverse workforce; and a differently structured market-
place for the purchase of M/SU health care.

Despite these and other differences, the committee found that M/SU
health care and general health care share many characteristics. Moreover,
evidence of a link between M/SU illnesses and general health (and health
care) is very strong, especially with respect to chronic illnesses and injury
(Katon, 2003; Kroenke, 2003). The committee concludes that improving
the nation’s general health and resolving the quality problems of the over-
all health care system will require attending equally to the quality problems
of M/SU health care. Accordingly, the committee offers two overarching
recommendations.
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Overarching Recommendation 1. Health care for general, mental, and
substance-use problems and illnesses must be delivered with an under-
standing of the inherent interactions between the mind/brain and the
rest of the body.

With respect to the quality of M/SU health care, the committee’s analy-
sis shows that the recommendations set forth in Crossing the Quality
Chasm for the redesign of health care are as applicable to M/SU as to
general health care. Because of its distinctive features, however, the appli-
cation of those aims, rules, and redesign strategies to M/SU health care
must be specially tailored.

Overarching Recommendation 2. The aims, rules, and strategies for
redesign set forth in Crossing the Quality Chasm should be applied
throughout M/SU health care on a day-to-day operational basis, but
tailored to reflect the characteristics that distinguish care for these
problems and illnesses from general health care.

To implement this overarching recommendation and achieve success in
quality improvement, the committee proposes that the agenda for change
embodied in recommendations 3.1 through 9.2 below be undertaken by
clinicians; organizations; health plans; purchasers; state, local, and federal
governments; and all other parties involved in M/SU health care.

Foremost, consumers of health care for M/SU conditions face a num-
ber of obstacles to patient-centered care that generally are not encountered
by consumers of general health care. As mentioned above, the shame,
stigma, and discrimination still experienced by some consumers of M/SU
services can prevent them from seeking care (Peter D. Hart Research Asso-
ciates Inc., 1998; SAMHSA, 2004a) and inappropriately nourish doubts
about their competence to make decisions on their own behalf (Bergeson,
2004; Leibfried, 2004; Markowitz, 1998; Wright et al., 2000). Moreover,
insurance coverage for M/SU treatment is more limited than that for gen-
eral health care, so it is more difficult to obtain and continue the care
needed. Finally, more M/SU than general health care patients are coerced
into treatment and subject to questions about whether they should be al-
lowed to make decisions about their care. To address those issues, the
committee makes two recommendations:4

Recommendation 3-1. To promote patient-centered care, all parties
involved in health care for mental or substance-use conditions should

4The committee’s recommendations for improving the quality of M/SU health care are
numbered according to the chapter of the main report in which they appear; for example,
recommendation 3-1 is the first recommendation in Chapter 3.
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support the decision-making abilities and preferences for treatment and
recovery of persons with M/SU problems and illnesses.

• Clinicians and organizations providing M/SU treatment services
should:
– Incorporate informed, patient-centered decision making

throughout their practices, including active patient participa-
tion in the design and revision of patient treatment and recov-
ery plans, the use of psychiatric advance directives, and (for
children) informed family decision making. To ensure informed
decision making, information on the availability and effective-
ness of M/SU treatment options should be provided.

– Adopt recovery-oriented and illness self-management practices that
support patient preferences for treatment (including medications),
peer support, and other elements of the wellness recovery plan.

– Maintain effective, formal linkages with community resources
to support patient illness self-management and recovery.

• Organizations providing M/SU treatment should also:
– Have in place policies that implement informed, patient-

centered participation and decision making in treatment, ill-
ness self-management, and recovery plans.

– Involve patients and their families in the design, administra-
tion, and delivery of treatment and recovery services.

• Accrediting bodies should adopt accreditation standards that re-
quire the implementation of these practices.

• Health plans and direct payers of M/SU treatment services should:
– For persons with chronic mental illnesses or substance-use de-

pendence, pay for peer support and illness self-management
programs that meet evidence-based standards.

– Provide consumers with comparative information on the quality
of care provided by practitioners and organizations, and use this
information themselves when making their purchasing decisions.

– Remove barriers to and restrictions on effective and appropri-
ate treatment that may be created by copayments, service ex-
clusions, benefit limits, and other coverage policies.

Recommendation 3-2. Coercion should be avoided whenever possible.
When coercion is legally authorized, patient-centered care is still appli-
cable and should be undertaken by:

• Making the policies and practices used for determining danger-
ousness and decision-making capacity transparent to patients and
their caregivers.
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• Obtaining the best available comparative information on safety,
effectiveness, and availability of care and providers, and using
that information to guide treatment decisions.

• Maximizing patient decision making and involvement in the se-
lection of treatments and providers.

The infrastructure needed to measure, analyze, publicly report, and im-
prove the quality of M/SU health care is less well developed than that for
general health care. As a result, there has been less measurement and im-
provement of M/SU health care than of general health care (AHRQ, 2003;
Garnick et al., 2002). A related issue is that methods used to disseminate
evidence-based practice to providers have not always been evidence-based
themselves. To build a stronger infrastructure to support the delivery of
high-quality care, the committee recommends a five-part strategy: (1) more
coordination in filling gaps in the evidence base; (2) a stronger, more coordi-
nated, and evidence-based approach to disseminating evidence to clinicians;
(3) improved diagnosis and assessment strategies; (4) a stronger infrastruc-
ture for measuring and reporting the quality of M/SU health care; and (5)
support for quality improvement practices at the sites of M/SU health care.

Recommendation 4-1. To better build and disseminate the evidence
base, the Department of Health and Human Services (DHHS) should
strengthen, coordinate, and consolidate the synthesis and dissemina-
tion of evidence on effective M/SU treatments and services by the
Substance Abuse and Mental Health Services Administration; the Na-
tional Institute of Mental Health; the National Institute on Drug Abuse;
the National Institute on Alcohol Abuse and Alcoholism; the National
Institute of Child Health and Human Development; the Agency for
Healthcare Research and Quality; the Department of Justice; the De-
partment of Veterans Affairs; the Department of Defense; the Depart-
ment of Education; the Centers for Disease Control and Prevention; the
Centers for Medicare and Medicaid Services; the Administration for
Children, Youth, and Families; states; professional associations; and
other private-sector entities.

To implement this recommendation, DHHS should charge or create
one or more entities to:

• Describe and categorize available M/SU preventive, diagnostic,
and therapeutic interventions (including screening, diagnostic, and
symptom-monitoring tools), and develop individual procedure
codes and definitions for these interventions and tools for their
use in administrative datasets approved under the Health Insur-
ance Portability and Accountability Act.
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• Assemble the scientific evidence on the efficacy and effectiveness
of these interventions, including their use in varied age and ethnic
groups; use a well-established approach to rate the strength of
this evidence, and categorize the interventions accordingly; and
recommend or endorse guidelines for the use of the evidence-
based interventions for specific M/SU problems and illnesses.

• Substantially expand efforts to attain widespread adoption of
evidence-based practices through the use of evidence-based ap-
proaches to knowledge dissemination and uptake. Dissemina-
tion strategies should always include entities that are commonly
viewed as knowledge experts by general health care providers
and makers of public policy, including the Centers for Disease
Control and Prevention, the Agency for Healthcare Research
and Quality, the Centers for Medicare and Medicaid Services,
the Office of Minority Health, and professional associations and
health care organizations.

Recommendation 4-2. Clinicians and organizations providing M/SU
services should:

• Increase their use of valid and reliable patient questionnaires or
other patient-assessment instruments that are feasible for routine
use to assess the progress and outcomes of treatment systemati-
cally and reliably.

• Use measures of the processes and outcomes of care to continu-
ously improve the quality of the care provided.

Recommendation 4-3. To measure quality better, DHHS, in partner-
ship with the private sector, should charge and financially support an
entity similar to the National Quality Forum to convene government
regulators, accrediting organizations, consumer representatives, pro-
viders, and purchasers exercising leadership in quality-based purchas-
ing for the purpose of reaching consensus on and implementing a com-
mon, continuously improving set of M/SU health care quality measures
for providers, organizations, and systems of care. Participants in this
consortium should commit to:

• Requiring the reporting and submission of the quality measures
to a performance measure repository or repositories.

• Requiring validation of the measures for accuracy and adherence
to specifications.

• Ensuring the analysis and display of measurement results in for-
mats understandable by multiple audiences, including consumers,
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those reporting the measures, purchasers, and quality oversight
organizations.

• Establishing models for the use of the measures for benchmarking
and quality improvement purposes at sites of care delivery.

• Performing continuing review of the measures’ effectiveness in
improving care.

Recommendation 4-4. To increase quality improvement capacity,
DHHS, in collaboration with other government agencies, states, phil-
anthropic organizations, and professional associations, should create
or charge one or more entities as national or regional resources to test,
disseminate knowledge about, and provide technical assistance and
leadership on quality improvement practices for M/SU health care in
public- and private-sector settings.

Recommendation 4-5. Public and private sponsors of research on
M/SU and general health care should include the following in their
research funding priorities:

• Development of reliable screening, diagnostic, and monitoring
instruments that can validly assess response to treatment and that
are practicable for routine use. These instruments should include
a set of M/SU “vital signs”: a brief set of indicators—measurable
at the patient level and suitable for screening and early identifica-
tion of problems and illnesses and for repeated administration
during and following treatment—to monitor symptoms and func-
tional status. The indicators should be accompanied by a speci-
fied standardized approach for routine collection and reporting as
part of regular health care. Instruments should be age- and culture-
appropriate.

• Refinement and improvement of these instruments, procedures
for categorizing M/SU interventions, and methods for providing
public information on the effectiveness of those interventions.

• Development of strategies to reduce the administrative burden of
quality monitoring systems and to increase their effectiveness in
improving quality.

In numerous and complex ways, M/SU care is separated both structur-
ally and functionally from other components of the health care system.
Not only is M/SU care separated from general health care, but health care
services for mental and substance-use conditions are separated from each
other despite these conditions’ high rate of co-occurrence. In addition,
people with severe M/SU illnesses often must receive care from separate
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public programs. These disconnected care-delivery arrangements require
multiple provider “handoffs” of patients for different services and the trans-
mission of information to and joint planning by all these providers, organi-
zations, and agencies if coordination is to occur. The situation is exacer-
bated by special legal and organizational prohibitions on sharing M/SU
information. To address this situation, the committee makes the following
recommendations:

Recommendation 5-1. To make collaboration and coordination of pa-
tients’ M/SU health care services the norm, providers of the services
should establish clinically effective linkages within their own organiza-
tions and between providers of mental health and substance-use treat-
ment. The necessary communications and interactions should take place
with the patient’s knowledge and consent and be fostered by:

• Routine sharing of information on patients’ problems and phar-
macologic and nonpharmacologic treatments among providers of
M/SU treatment.

• Valid, age-appropriate screening of patients for comorbid mental,
substance-use, and general medical problems in these clinical set-
tings and reliable monitoring of their progress.

Recommendation 5-2. To facilitate the delivery of coordinated care by
primary care, mental health, and substance-use treatment providers,
government agencies, purchasers, health plans, and accreditation orga-
nizations should implement policies and incentives to continually in-
crease collaboration among these providers to achieve evidence-based
screening and care of their patients with general, mental, and/or
substance-use health conditions. The following specific measures should
be undertaken to carry out this recommendation:

• Primary care and specialty M/SU health care providers should
transition along a continuum of evidence-based coordination
models from (1) formal agreements among mental, substance-use,
and primary health care providers; to (2) case management of
mental, substance-use, and primary health care; to (3) collocation
of mental, substance-use, and primary health care services; and
then to (4) delivery of mental, substance-use, and primary health
care through clinically integrated practices of primary and M/SU
care providers. Organizations should adopt models to which they
can most easily transition from their current structure, that best
meet the needs of their patient populations, and that ensure
accountability.
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• DHHS should fund demonstration programs to offer incentives
for the transition of multiple primary care and M/SU practices
along this continuum of coordination models.

• Purchasers should modify policies and practices that preclude
paying for evidence-based screening, treatment, and coordination
of M/SU care and require (with patients’ knowledge and consent)
all health care organizations with which they contract to ensure
appropriate sharing of clinical information essential for coordina-
tion of care with other providers treating their patients.

• Organizations that accredit mental, substance-use, or primary
health care organizations should use accrediting practices that
assess, for all providers, the use of evidence-based approaches to
coordinating mental, substance-use, and primary health care.

• Federal and state governments should revise laws, regulations,
and administrative practices that create inappropriate barriers to
the communication of information between providers of health
care for mental and substance-use conditions and between those
providers and providers of general care.

Recommendation 5-3. To ensure the health of persons for whom they
are responsible, M/SU providers should:

• Coordinate their services with those of other human services and
education agencies, such as schools, housing and vocational reha-
bilitation agencies, and providers of services for older adults.

• Establish referral arrangements for needed services.

Providers of services to high-risk populations—such as child welfare
agencies, criminal and juvenile justice agencies, and long-term care
facilities for older adults—should use valid, age-appropriate, and cul-
turally appropriate techniques to screen all entrants into their systems
to detect M/SU problems and illnesses.

Recommendation 5-4. To provide leadership in coordination, DHHS
should create a high-level, continuing entity reporting directly to the
secretary to improve collaboration and coordination across its mental,
substance-use, and general health care agencies, including the Sub-
stance Abuse and Mental Health Services Administration; the Agency
for Healthcare Research and Quality; the Centers for Disease Control
and Prevention; and the Administration for Children, Youth, and Fami-
lies. DHHS also should implement performance measures to monitor
its progress toward achieving internal interagency collaboration and
publicly report its performance on these measures annually. State gov-
ernments should create analogous linkages across state agencies.
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Health care providers’ ability to obtain information on a patient’s
health, health care, and potential treatments quickly and to share this in-
formation in a timely manner with other providers caring for the patient is
essential to effective and coordinated care. To that end, major public- and
private-sector collaborations are under way to develop the essential com-
ponents of a National Health Information Infrastructure (NHII). How-
ever, M/SU health care currently is not well addressed by NHII initiatives,
nor are NHII initiatives well incorporated into other public-sector infor-
mation technology efforts for M/SU health care. M/SU health care also lags
behind general health care in its use of information technology. To realize
the potential of the NHII for consumers of M/SU health care, the commit-
tee makes the following recommendations:

Recommendation 6-1. To realize the benefits of the emerging National
Health Information Infrastructure (NHII) for consumers of M/SU
health care services, the secretaries of DHHS and the Department of
Veterans Affairs should charge the Office of the National Coordinator
of Health Information Technology and the Substance Abuse and Men-
tal Health Services Administration to jointly develop and implement a
plan for ensuring that the various components of the emerging NHII—
including data and privacy standards, electronic health records, and
community and regional health networks—address M/SU health care
as fully as general health care. As part of this strategy:

• DHHS should create and support a continuing mechanism to
engage M/SU health care stakeholders in the public and private
sectors in developing consensus-based recommendations for the
data elements, standards, and processes needed to address unique
aspects of information management related to M/SU health care.
These recommendations should be provided to the appropriate
standards-setting entities and initiatives working with the Office
of the National Coordinator of Health Information Technology.

• Federal grants and contracts for the development of components
of the NHII should require and use as a criterion for making
awards the involvement and inclusion of M/SU health care.

• The Substance Abuse and Mental Health Services Administration
should increase its work with public and private stakeholders to
support the building of information infrastructure components that
address M/SU health care and coordinate these information initia-
tives with the NHII.

• Policies and information technology infrastructure should be used
to create linkages (consistent with all privacy requirements) among
patient records and other data sources pertaining to M/SU ser-
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vices received from health care providers and from education,
social, criminal justice, and other agencies.

Recommendation 6-2. Public- and private-sector individuals, including
organizational leaders in M/SU health care, should become involved in,
and provide for staff involvement in, major national committees and
initiatives working to set health care data and information technology
standards to ensure that the unique needs of M/SU health care are
designed into these initiatives at their earliest stages.

Recommendation 6-3. National associations of purchasers—such as
the National Association of State Mental Health Program Directors,
the National Association of State Alcohol and Drug Abuse Directors,
the National Association of State Medicaid Directors, the National
Association of County Behavioral Health Directors, the American
Managed Behavioral Healthcare Association, and the national Blue
Cross and Blue Shield Association—should decrease the burden of vari-
able reporting and billing requirements by standardizing requirements
at the national, state, and local levels.

Recommendation 6-4. Federal and state governments, public- and
private-sector purchasers of M/SU health care, and private foundations
should encourage the widespread adoption of electronic health records,
computer-based clinical decision-support systems, computerized pro-
vider order entry, and other forms of information technology for M/SU
care by:

• Offering financial incentives to individual M/SU clinicians and
organizations for investments in information technology needed
to participate fully in the emerging NHII.

• Providing capital and other incentives for the development of
virtual networks to give individual and small-group providers
standard access to software, clinical and population data and
health records, and billing and clinical decision-support systems.

• Providing financial support for continuing technical assistance,
training, and information technology maintenance.

• Including in purchasing decisions an assessment of the use of
information technology by clinicians and health care organiza-
tions for clinical decision support, electronic health records, and
other quality improvement applications.

A much greater variety of providers is licensed to diagnose and treat
M/SU illnesses than is the case for general medical conditions. Physicians,
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certain advanced practice nurses, and physician assistants are generally
licensed to diagnose and treat general health conditions. By contrast, clini-
cians licensed to diagnose and treat M/SU conditions include psychologists,
psychiatrists, other specialty or primary care physicians, social workers,
psychiatric nurses, marriage and family therapists, addiction therapists,
and a variety of counselors (such as school counselors, pastoral counselors,
guidance counselors, and drug and alcohol counselors). These various types
of clinicians are likely to have differing education, training, and therapeu-
tic approaches. As a result, the M/SU workforce is not uniformly equipped
with respect to the knowledge and skills needed to provide high-quality
services. This situation is compounded by other deficiencies in education
that exist across all types of clinicians, as well as long-standing problems in
achieving cultural diversity in the workforce and an adequate supply of
clinicians for all geographic areas. These problems have persisted despite
recurring, short-lived initiatives to address them. The committee recom-
mends a long-term, sustained commitment to developing the M/SU work-
force by following a model that provides sustained attention to the nation’s
physician and nursing workforce.

Recommendation 7-1. To ensure sustained attention to the develop-
ment of a stronger M/SU health care workforce, Congress should au-
thorize and appropriate funds to create and maintain a Council on the
Mental and Substance-Use Health Care Workforce as a public–private
partnership. Recognizing that the quality of M/SU services is depen-
dent upon a highly competent professional workforce, the council
should develop and implement a comprehensive plan for strengthening
the quality and capacity of the workforce to improve the quality of
M/SU services substantially by:

• Identifying the specific clinical competencies that all M/SU pro-
fessionals must possess to be licensed or certified and the compe-
tencies that must be maintained over time.

• Developing national standards for the credentialing and licensure
of M/SU providers to eliminate differences in the standards now
used by the states. Such standards should be based on core com-
petencies and should be included in curriculums and education
programs across all the M/SU disciplines.

• Proposing programs to be funded by government and the private
sector to address and resolve such long-standing M/SU workforce
issues as diversity, cultural relevance, faculty development, and
continuing shortages of the well-trained clinicians and consumer
providers needed to work with children and the elderly; and pro-
grams for training competent clinician administrators.
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• Providing a continuing assessment of M/SU workforce trends,
issues, and financing policies.

• Measuring the extent to which the plan’s objectives have been
met and reporting annually to the nation on the status of the
M/SU workforce.

• Soliciting technical assistance from public–private partnerships to
facilitate the work of the council and the efforts of educational
and accreditation bodies to implement its recommendations.

Recommendation 7-2. Licensing boards, accrediting bodies, and pur-
chasers should incorporate the competencies and national standards
established by the Council on the Mental and Substance-Use Health
Care Workforce in discharging their regulatory and contracting re-
sponsibilities.

Recommendation 7-3. The federal government should support the de-
velopment of M/SU faculty leaders in health professions schools, such
as schools of nursing and medicine, and in schools and programs that
educate M/SU professionals, such as psychologists and social workers.
The aim should be to narrow the gaps among what is known through
research, what is taught, and what is done by those who provide M/SU
services.

Recommendation 7-4. To facilitate the development and implementa-
tion of core competencies across all M/SU disciplines, institutions of
higher education should place much greater emphasis on interdiscipli-
nary didactic and experiential learning and should bring together fac-
ulty and trainees from their various education programs.

The ease with which several of the above recommendations can be
carried out depends on how accommodating the marketplace is to their
implementation. The M/SU health care marketplace is distinguished from
the general health care marketplace in several ways, including the domi-
nance of government (state and local) purchasers, the frequent purchase of
insurance for M/SU health care separately from that for other health care
(the use of “carve-out” arrangements), the tendency of the private insur-
ance marketplace to avoid covering or to offer more limited coverage to
persons with M/SU illnesses, and government purchasers’ greater use of
direct provision and purchase of care rather than insurance arrangements.
Attending to those differences is essential if the marketplace is to promote
quality improvement in M/SU health care. The committee recommends
four ways of strengthening the marketplace to that end.
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Recommendation 8-1. Health care purchasers that offer enrollees a
choice of health plans should evaluate and select one or more available
tools for use in reducing selection-related incentives to limit the cover-
age and quality of M/SU health care. Risk adjustment, payer “carve-
outs,” risk-sharing or mixed-payment contracts, and benefit stan-
dardization across the health plans offered can partially address
selection-related incentives. Congress and state legislatures should im-
prove coverage by enacting a form of benefit standardization known as
parity for coverage of M/SU treatment.

Recommendation 8-2. State government procurement processes should
be reoriented so that the greatest weight is given to the quality of care
to be provided by vendors.

Recommendation 8-3. Government and private purchasers should use
M/SU health care quality measures (including measures of the coordi-
nation of health care for mental, substance-use, and general health
conditions) in procurement and accountability processes.

Recommendation 8-4. State and local governments should reduce
the emphasis on the grant-based systems of financing that currently
dominate public M/SU treatment systems and should increase the
use of funding mechanisms that link some funds to measures of
quality.

Finally, despite how much is known about ways to improve the quality
of M/SU health care, knowledge gaps remain. In particular, there has been
much less research to identify how to make treatments effective when given
in usual settings of care and in the presence of common confounding prob-
lems (such as comorbid conditions and social stressors) than research to
determine the efficacy of specific treatments under rigorously controlled
conditions. In addition, there are many gaps in knowledge about effective
treatment, especially for children and adolescents, and there is a paucity of
information about the most effective ways to ensure the consistent applica-
tion of research findings in routine clinical practice. To fill these knowl-
edge gaps, the committee recommends the formulation of a coordinated
research agenda for quality improvement in M/SU health care and the use
of more-diverse research approaches.

Recommendation 9-1. The secretary of DHHS should provide leader-
ship, strategic development support, and additional funding for research
and demonstrations aimed at improving the quality of M/SU health care.
This initiative should coordinate the existing quality improvement re-
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search efforts of the National Institute of Mental Health, National Insti-
tute on Drug Abuse, National Institute on Alcohol Abuse and Alcohol-
ism, Department of Veterans Affairs, Substance Abuse and Mental Health
Services Administration, Agency for Healthcare Research and Quality,
and Centers for Medicare and Medicaid Services, and it should develop
and fund cross-agency efforts in necessary new research. To that end, the
initiative should address the full range of research needed to reduce gaps
in knowledge at the clinical, services, systems, and policy levels and
should establish links to and encourage expanded efforts by foundations,
states, and other nonfederal organizations.

Recommendation 9-2. Federal and state agencies and private founda-
tions should create health services research strategies and innovative
approaches that address treatment effectiveness and quality improve-
ment in usual settings of care delivery. To that end, they should develop
new research and demonstration funding models that encourage local
innovation, that include research designs in addition to randomized
controlled trials, that are committed to partnerships between research-
ers and stakeholders, and that create a critical mass of interdisciplinary
research partnerships involving usual settings of care. Stakeholders
should include consumers/patients, parents or guardians of children,
clinicians and clinical teams, organization managers, purchasers, and
policy makers.
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1

The Quality Chasm in
Health Care for Mental and
Substance-Use1 Conditions

Summary

Each year more than 33 million Americans use mental health
services or services to treat their problems and illnesses resulting
from alcohol, inappropriate use of prescription medications, or
illegal drugs. Together, mental and substance-use illnesses are the
leading cause of combined death and disability for women of all
ages and for men aged 15–44, and the second highest for all men.
When appropriately treated, individuals with these conditions
can recover and lead satisfying and productive lives. Conversely,
when treatment is not provided or is of poor quality, these conditions
can have serious consequences for individuals, their loved ones,
their workplaces, and the nation as a whole.

1In this report, whenever possible, we use the phrasing “substance-use problems and ill-
nesses” rather than the terms “addiction” or substance “abuse.” We do not use the term
“addiction” because some consider it pejorative; because it is not a formal diagnostic term;
and because many of the conditions, problems, and policies discussed in this report pertain to
people with much less severe alcohol and other drug-use conditions. We chose not to use the
term substance “abuse,” both because it is diagnostically imprecise in the context of this
report and because outside of strict diagnostic nomenclature, it too can be considered pejora-
tive. We instead use the phrases “substance-use illnesses” when discussing the diagnostic
family of alcohol and other drug-use illnesses and “substance-use problems” when discussing
the problems associated with the unhealthy use of alcohol and other drugs. Nonetheless, these
words appear in some places in the report because they are used so often in the literature, and
it is not always possible to interpret the meaning of the word “abuse.”
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Although science continues to advance our knowledge about
the etiology of mental and substance-use problems and illnesses
and how to treat them effectively, health care for these conditions—
like general health care—frequently is not delivered in ways that
are consistent with science, ways that enable improvement and
recovery. Moreover, care is sometimes unsafe; more often, it is
not delivered at all. This gap between what can and should be
and what exists is so large that, as with general health care, it
constitutes a “chasm” as defined in the 2001 Institute of Medicine
report, Crossing the Quality Chasm: A New Health System for
the 21st Century. Using that report as its template, this report
puts forth an agenda for improving the quality of health care for
mental and substance-use conditions.

MORE THAN 33 MILLION AMERICANS
ANNUALLY RECEIVE CARE

Each year more than 33 million Americans use mental health services
or services to treat their problems and illnesses2 resulting from alcohol,
inappropriate use of prescription medications, or illegal drugs. Approxi-
mately 28 million Americans aged 18 or older (13 percent of this popu-
lation) received mental health treatment in an inpatient or outpatient set-
ting in 20033 (SAMHSA, 2004a), and more than 6 percent of American
children and adolescents aged 5–17 had contact with a mental health pro-
fessional in a 2-month period according to the 1998–1999 National Health
Interview Survey (Simpson et al., 2004). The rates are higher still for ado-
lescents: 20.6 percent of those aged 12–17 (5 million youths) received
treatment or counseling for emotional or behavioral problems in 2003
(SAMHSA, 2004a); in addition, more than 3 million Americans aged 12 or
older (1.4 percent of this group) reported receiving some kind of treatment
during 2003 for a problem related to alcohol or other drug use (SAMHSA,

2Whenever possible, this report uses the words “problems” and “illnesses” (as opposed to
“disorders”) because “disorder,” as defined in the American Psychiatric Association’s Diag-
nostic and Statistical Manual of Mental Disorders (DSM-IV-TR), refers to “a clinically sig-
nificant behavioral or psychological syndrome or pattern that occurs in an individual and that
is associated with present distress (e.g., a painful symptom) or disability (i.e., impairment in
one or more important areas of functioning) or with a significantly increased risk of suffering
death, pain, disability, or an important loss of freedom” (emphasis added) (American Psychi-
atric Association, 2000:xxxi). The committee’s use of the word “problem” acknowledges that
not everyone with a need for mental health care has such significant impairment that it
qualifies as a “disorder.” Nonetheless, the word “disorder” appears often in this report be-
cause it is used so frequently in the literature.

3This figure does not include treatment solely for substance use.
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2004a). Combining mental and substance-use problems and illnesses, more
than 20 percent of U.S. adults aged 18–54 received care for these conditions
during a 12-month period between 2001 and 2003 (Kessler et al., 2005).
Millions more reported that they needed treatment for their mental and/or
substance-use (M/SU)4 problems or illnesses but did not receive it
(Mechanic and Bilder, 2004; SAMHSA, 2004a; Wu et al., 2003). Fewer
than half of adults aged 18–54 who met a definition of severe mental illness
received treatment for the condition during a 12-month period between
2001 and 2003 (Kessler et al., 2005). And in contrast to the more than 3
million Americans aged 12 or older who received treatment during 2003
for a problem related to alcohol or other drug use, more than six times that
number (approximately 21.6 million, or 9.1 percent of this age group)
reported abusing or being physiologically dependent upon alcohol; illicit
drugs such as marijuana, cocaine, heroin, hallucinogens, or stimulants;
prescription drugs used for nonmedical purposes; or a combination of these
(SAMHSA, 2004a).

Many individuals using services to address their mental or substance-
use problems require only a short-term intervention to address their condi-
tion (Bernstein et al., 2005; Fleming et al., 1997; Ockene et al., 1999). They
may be experiencing, for example, anxiety or other distress over the loss of
a loved one or a job or some other life-changing event. They may be
engaging in occasional heavy drinking or be teenagers experimenting with
drugs. These and other less severe problems that many individuals encoun-
ter at some point in their lives are not considered mental illnesses or drug
dependence but are occasions during which an individual might need assis-
tance to cope with a stressful situation, change unhealthy behaviors, and
prevent the condition from worsening. Mental illnesses and substance de-
pendence, in contrast, involve significantly more distress, disability, chro-
nicity, and physical risk and interfere with performing routine activities
such as working, attending school, or participating fully in relationships.

Individuals with M/SU problems and illnesses represent a wide range of
diagnoses, severity of illness, and disability. What they all have in common,
however, is the hope that when they seek help for their condition, they will
receive care that is safe, effective, and of good overall quality. They expect
that such care will enable them either to recover completely from an acute
mental or substance-use illness or manage the illness successfully so they
can live happy, productive, and satisfying lives. As articulated in the 1999
Surgeon General’s report on mental health (Anthony, 1993 as cited in
DHHS, 1999:98):

4Throughout this report we use the acronym M/SU to refer to “mental and/or substance
use.”
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. . . a person with mental illness can recover even though the illness is not
“cured”. . . . [Recovery] is a way of living a satisfying, hopeful, and con-
tributing life even with the limitations caused by illness.

Although a conceptual model of recovery from chronic M/SU illnesses
is not yet fully developed (Onken et al., 2004), recovery as articulated in the
Surgeon General’s report has been an accepted concept in use for over a
century for individuals with alcohol-use problems and illnesses (White,
1998). More recently, recovery has become a widely accepted goal not just
of mental health care (NAMI, 2005; New Freedom Commission on Mental
Health, 2003), but of treatment for all individuals with M/SU problems and
illnesses.

CONTINUING ADVANCES IN CARE AND
TREATMENT ENABLE RECOVERY

The U.S. Surgeon General, the National Institutes of Health (NIH), the
Substance Abuse and Mental Health Services Administration (SAMHSA),
the Institute of Medicine (IOM), and many others (DHHS, 1999; IOM,
1997) continue to document ongoing advances in our understanding of
M/SU problems and illnesses. These advances include the development of
efficacious psychotherapies, drug therapies, and psychosocial services, as
well as strategies for delivering these treatments effectively. Dissemination
of information on brain functioning—the interplay of genetic, environmen-
tal, biological, and psychosocial factors in brain function and M/SU ill-
nesses; our ability throughout our lives to influence the structure and func-
tioning of our brains through environmental and behavioral factors (our
brains’ “plasticity”); and improved treatments—has helped educate con-
sumers,5 the health care community, and the public at large about M/SU
problems and illnesses and the effectiveness of care for these conditions.
Now that NIH has made translation of bench science to clinical applica-
tions a high priority in its strategic plans for the coming years (NIMH,
2005; Zerhouni, 2003), society is poised to reap even greater returns from
developments in such basic science fields as genetics, proteomics, neuro-

5The committee notes that many different words are used to refer to individuals who are in
need of or receive  M/SU health care, including “patient,” “client,” “consumer,” “survivor,”
“recipient,” “beneficiary,” and others. The committee respects the different perspectives rep-
resented by proponents of each of these terms. For convenience, we use the terms “patients,”
“consumers,” and “clients” interchangeably in this report because of their widespread use by
the public at large and within general and specialty health care systems. The use of these
words is not intended to exclude the families of adults who, with the consent of the individual
patient, can play an essential therapeutic role. With respect to children and adolescents, we
always intend these words to include families and other informal caregivers.
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imaging, and animal models of behavior (Gould and Manji, 2004; Sarver et
al., 2002; Tecott, 2003).

The past decade also has seen rapid growth in the science of evaluating
the costs and effectiveness of health interventions. These approaches in-
creasingly demonstrate that care for many M/SU problems and illnesses can
be both effective (i.e., it can work) and cost-effective (i.e., it can represent a
good value). Recent studies have used these approaches to evaluate a vari-
ety of mental health interventions, ranging from use of a specific medica-
tion (clozapine) in populations with schizophrenia (Essock et al., 2000;
Rosenheck et al., 1999), to using specific models for treating depression in
primary care (Pirraglia et al., 2004), to providing supported housing for
homeless persons with mental illness (Rosenheck et al., 2003). These and
other mental health interventions have been found to be as or more cost-
effective than many treatments currently provided in general medical prac-
tice. Consistent with these findings, more than half of adults who received
treatment for mental health problems in 2003 reported that their treatment
improved their ability to manage daily activities “a great deal” or “a lot”
(SAMHSA, 2004a).

A large body of research shows likewise that treatment for alcohol and
other drug problems and illnesses is effective. Many people who enter
treatment decrease their substance use and have fewer problems (Finney
and Moos, 1991; McLellan et al., 2000; Miller et al., 2001). Recent years
have seen many scientific advances in understanding the behavioral and
social factors that lead to substance use and dependence, in identifying key
neuropathways and chemical changes that create the cravings characteristic
of alcohol or drug dependence, and in developing mechanisms to block
these effects. These advances have resulted in a spectrum of evidence-based
pharmacological and psychosocial treatments for individuals who misuse
or are dependent on substances—treatments that produce results similar to
or better than those obtained with treatments for other chronic illnesses
(McLellan et al., 2000). New medications, such as buprenorphine, are
effective in significantly reducing opioid use (Johnson et al., 2000). In
contrast to the first medication for opiate dependence (methadone),
buprenorphine can be prescribed routinely in physicians’ offices. Naltrexone
and acamprosate also show efficacy in treating alcohol dependence
(Kranzler and Van Kirk, 2001; O’Malley et al., 2003) and may be more
acceptable to patients than disulfiram, the first medication approved for
treating that condition.6

Nonpharmacological treatments for drug dependence, such as cogni-
tive behavioral therapy and motivational enhancement treatment, have also

6Disulfiram produces a very uncomfortable physiological reaction in the individual when
alcohol is consumed, and does not reduce craving.
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demonstrated efficacy. Twelve-step mutual support groups such as Alco-
holics Anonymous are effective as well, particularly as an adjunct to treat-
ment and as a form of long-term aftercare (Emrick et al., 1993; Tonigan et
al., 2003; Weisner et al., 2003). Contingency management, a treatment
modality that employs positive reinforcement for desired behaviors and
withholding of reinforcement or punitive measures for undesired behaviors
has shown efficacy for treatment of the use of alcohol, cocaine, and other
psychostimulants (Higgins and Petry, 1999). Brief advice from a physician
and office-based alcohol counseling interventions have been shown to re-
duce episodes of binge drinking as well as alcohol use in problem drinkers
(Fleming et al., 1997; Ockene et al., 1999). Organizing care to address co-
occurring conditions, such as by integrating alcohol and drug treatment
with medical services (Weisner et al., 2001) and combining substance-use
and mental health services, also optimizes outcomes (Moggi et al., 1999), as
well as cost (Parthasarathy et al., 2003). The latter approach is particularly
effective for adolescents, in whom co-occurring substance-use and mental
health problems are very common (Clark et al., 1997; Sterling and Weisner,
2005). As a result of these advances, patients who enter and remain in
treatment for use of alcohol, opioids, or cocaine are less likely to relapse or
resume use (Gossop et al., 1999; Miller and Wilbourne, 2002; Prendergast
et al., 2002).

Additional good news is found in recent studies showing some im-
provements in access to and receipt of care. Over the past decade, although
the prevalence of M/SU problems and illnesses has remained the same, a
greater proportion of adults aged 18–54 with these conditions has received
treatment (Kessler et al., 2005). This has been especially true of those with
the most severe mental illnesses (Kessler et al., 2005; Mechanic and Bilder,
2004). The rate of treatment for depression appears to have more than
tripled between 1987 and 1997 (Olfson et al., 2002), and improvements
have been seen in access to care and treatment for children (Glied and
Cuellar, 2003).

On the other hand, the same reports showing improved access to care
for people with the most severe mental illnesses show declining access for
those with less severe mental illnesses (Mechanic and Bilder, 2004) and
ethnic minorities (Kessler et al., 2005), and many people who need treat-
ment for M/SU illnesses still do not receive it (Kessler et al., 2005;
Mechanic and Bilder, 2004; SAMHSA, 2004a). Moreover, M/SU health
care, like general health care, is frequently delivered in ways that are not
consistent with scientific evidence. Sometimes care also is unsafe. When
untreated or poorly treated, M/SU problems and illnesses can have serious
consequences for the afflicted individuals, their loved ones, and society as
a whole.
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POOR CARE HINDERS IMPROVEMENT
AND RECOVERY FOR MANY

Numerous studies document the discrepancy between the M/SU care
that is known to be effective and the care that is actually delivered. A review
of all peer-reviewed studies published from 1992 through 2000 assessing
the quality of care for many different M/SU clinical conditions (including
alcohol withdrawal, bipolar illness, depression, panic disorder, psychosis,
schizophrenia, and substance abuse) found that only 27 percent of the
studies reported adequate rates of adherence to established clinical practice
guidelines (Bauer, 2002). Subsequent studies have continued to document
clinicians’ departures from evidence-based practice guidelines for condi-
tions as varied as attention deficit hyperactivity disorder (ADHD) (Rushton
et al., 2004), anxiety disorders (Stein et al., 2004), comorbid mental and
substance-use illnesses (Watkins et al., 2001), depression in adults (Simon
et al., 2001a) and children (Richardson et al., 2004), opioid dependence
(D’Aunno and Pollack, 2002), and schizophrenia (Buchanan et al., 2002).
In a landmark study of the quality of a wide variety of health care received
by U.S. citizens, individuals with alcohol dependence were found to receive
care consistent with scientific knowledge only about 10.5 percent of the
time (McGlynn et al., 2003).

In other clinical care situations, the absence of clinical practice guide-
lines further contributes to worrisome variation in the care individuals
receive. One 1999–2000 study of the care received by children and adoles-
cents at residential treatment centers in four states found that 42.9 percent
were receiving antipsychotic medications without having any history of or
current psychosis and were thus receiving such medications for “off-label”
purposes (Rawal et al., 2004). Seclusion and restraints continue to be used
in inpatient mental health facilities despite their resulting in substantial
psychological and physical harm to patients (GAO, 1999), including an
estimated 150 deaths in the United States annually (SAMHSA, 2004b), and
despite a Cochrane Collaboration finding that “few other forms of treat-
ment which are applied to patients with various psychiatric diagnoses are
so lacking in basic information about their proper use and efficacy” (Sailas
and Fenton, 2005).

Moreover, recent studies reaffirm that the health care system some-
times fails to provide any treatment for M/SU illnesses (Kessler et al., 2005;
Mechanic and Bilder, 2004), even when afflicted individuals are receiving
other types of health care and have financial and geographic access to care.
A 1997–1998 national survey found that among persons with probable co-
occurring M/SU conditions who received treatment for one condition, fewer
than a third (28.6 percent) received treatment for the other (Watkins et al.,
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2001). A later longitudinal study of 1,088 youths in residential or outpa-
tient treatment for drug use showed that although 67 percent reported
having severe mental health problems upon admission, only 24 percent
reported receiving mental health services within the 3 months following
their admission (Jaycox et al., 2003). The 2003 National Survey on Drug
Use and Health documents similar failure to treat adults (SAMHSA, 2004a).
And despite the very frequent co-occurrence of M/SU and general health
care problems and illnesses, coordination among providers of M/SU care
and the other sectors of care delivery is highly inadequate (New Freedom
Commission on Mental Health, 2003).

Departures from known standards of care, variations in care in the
absence of care standards, failure to treat M/SU problems and illnesses, and
lack of coordination are of concern for many reasons. While they may often
represent ineffective care, there is evidence that they can also threaten
patient safety. In addition to the substantial psychological and physical
harm to patients caused by the use of seclusion and restraints noted above,
injuries from drug errors are common. A retrospective, multidisciplinary
review of the charts of 31 randomly selected patients in a state psychiatric
hospital discharged during a 41/2-month study period detected 2,194 medi-
cation errors during these patients’ collective 1,448 inpatient days.7 Of
these errors, 19 percent were rated as having the potential to cause minor
harm, 23 percent the potential to cause moderate harm, and 58 percent the
potential to cause severe harm (Grasso et al., 2003). Moreover, because
M/SU illnesses are leading risk factors for suicide (Maris, 2002), failures to
diagnose and treat them effectively can be lethal.

The receipt of ineffective and unsafe care by large numbers of people with
M/SU illnesses is of particular concern because some of the unique features of
these illnesses—such as the symptoms of major depression or schizophrenia—
and their treatments could render patients less able to detect and avoid errors
and more vulnerable to the consequences of errors that occur. The residual
stigma attached to some M/SU illnesses also may make individuals with these
diagnoses less willing to report errors and adverse events, and less likely to be
believed when they do so. Most significant, the delivery of ineffective or unsafe
care, or the failure to deliver any care, has serious consequences for individuals,
their loved ones, and the nation as a whole.

7These medication error rates are consistent with rates reported in studies involving general
medical hospitals, but the distribution of the types of errors is markedly different: a much
higher proportion of the errors (66 percent) occurred during the administration of a medica-
tion as opposed to its prescription, transcription, or dispensing. The authors note that at the
time the study was conducted, medication administration was performed by medical techni-
cians, as opposed to licensed nurses—a practice discontinued after the study (Grasso et al.,
2003).
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FAILURE TO PROVIDE EFFECTIVE CARE HAS SERIOUS
PERSONAL AND SOCIETAL CONSEQUENCES

A Leading Cause of Disability and Death in the United States

A 1996 study of the global burden of diseases, injuries, and risk factors
conducted by the World Health Organization and the World Bank assessed
for the first time the relative burden of 107 of the world’s most common
diseases as of 1990. Using the metric of disability-adjusted life years
(DALYs), representing the combined effect of years of life lost to premature
death and years of life lived with a disability, the study assessed fatal and
nonfatal health outcomes and objectively calculated the relative burden of
major diseases and injuries. The results documented for the first time the
profound effect of M/SU illnesses on death and disability worldwide and in
the United States. In developed regions of the world, unipolar major depres-
sion was the second leading cause of death and disability (next to heart
disease) for all ages,8 and the leading cause for individuals aged 15–44.
Alcohol use ranked highest for males aged 15–44 and fifth across all ages.
Alcohol use also was an underlying factor in a substantial portion of traffic
accidents (which were ranked fourth for all ages and sexes and second only
to alcohol for males aged 15–44). Schizophrenia and bipolar disorder
ranked thirteenth and fifteenth for all ages in developed regions. Other drug
use ranked twenty-second. In developed regions of the world and in
countries with established market economies such as the United States,
when all neuropsychiatric conditions were combined, they were responsible
for more death and disability than any other category of health conditions,
outranking cardiovascular diseases; cancers; and a combined category of
communicable, maternal, perinatal, and nutritional illnesses (Murray and
Lopez, 1996).

The major causes of DALYs differ somewhat for the United States, but
M/SU illnesses remain prominent. In 1996, unipolar major depression was
second only to ischemic heart disease for American women as the cause of
DALYs. For men, traffic accidents ranked second; alcohol abuse and de-
pendence ranked fifth; and depression and drug use ranked tenth and elev-
enth, respectively. Combined, unipolar major depression, drug use, and
alcohol abuse and dependence are the leading cause of death and disability
for American women and the second highest for men (behind heart disease)
(Michaud et al., 2001). If mental illness diagnoses other than unipolar
major depression were included, the DALYs would be even higher.

Moreover, mental or substance-use problems and illnesses seldom oc-
cur in isolation; approximately 15–43 percent of the time they co-occur

8Predominantly because of the disability (rather than mortality) it produces.
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(Kessler et al., 1996; Kessler, 2004).9 They also accompany a substantial
number of general medical illnesses, such as diabetes, heart disease, neuro-
logical illnesses, and cancers (Katon, 2003); sometimes masquerade as
separate somatic problems (Katon, 2003); and often go undetected (Kroenke
et al., 2000; Saitz et al., 1997). M/SU illnesses significantly compromise the
treatment outcomes for general health conditions, increase the use and cost
of general health care (Katon, 2003), and have adverse consequences for
workplace productivity and costs (as discussed below). Mental illness also
is a major risk factor for the development of adverse health behaviors such
as smoking, overeating, and a sedentary lifestyle (Katon, 2003).

Great Cost to the Nation

The disabilities and other adverse effects resulting from M/SU illnesses
impose a sizable cost on the nation (Frank and McGuire, 2000). Considering
health care spending alone, M/SU problems and illnesses represent the fifth
most expensive category of health care conditions10 in the United States
among individuals not residing in nursing homes or other institutions (Thorpe
et al., 2004). Direct spending11 for M/SU health care by all health care
purchasers in the United States totaled an estimated $104 billion in 2001 (82
percent for mental and 18 percent for substance-use illnesses), representing
7.6 percent of all health care spending (Mark et al., 2005). Additional costs
attributable to M/SU illnesses (e.g., secondary health problems, loss of pro-
ductivity in the workplace, and social problems requiring the involvement of
the welfare and criminal and juvenile justice systems) are even higher. Na-
tionally, the estimated direct and indirect costs for alcohol-related illnesses,
injuries, and other consequences, excluding those associated with the use of
other drugs, were estimated at $185 billion in 1998. More than 70 percent of
these costs were due to lost productivity resulting from alcohol-related illness
and premature death (NIAAA, 2000). These direct and indirect costs affect
employers, the child welfare system, the juvenile and criminal justice systems,
education systems, and other sectors of society.

9Among some treatment groups, rates of co-occurrence can be even higher. Among those
with a nonalcohol drug-use disorder who sought treatment for that disorder, for example,
60.3 percent had at least one independent mood disorder, and 55.2 percent had a comorbid
alcohol-use disorder (Grant et al., 2004a).

10Next to heart disease, trauma, cancer, and lung diseases.
11Includes only spending for health care in which M/SU illnesses are listed as the primary

illness being treated. Thus, for example, costs of treating cirrhosis secondary to alcohol de-
pendence are not captured; nor, for example, are other health problems brought on by sub-
stance use if the substance-use illness is not being treated, and other indirect costs of these
illnesses, such as costs to the juvenile and criminal justice systems. Also not captured is care
that is coded as another illness (e.g., back pain).
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Decreased Productivity in the Workplace

Evidence is mounting that M/SU illnesses result in a considerable burden
on the workplace and cost to employers due to absenteeism, “presenteeism”
(i.e., attending work with symptoms that impair performance), days of
disability, and “critical incidents” such as significant task failures and acci-
dents. All cause a decrease in workplace productivity. Depression is the
most frequently studied M/SU illness with respect to the workplace because
it is highly prevalent among working-age adults and associated with sub-
stantial work impairment (Burton et al., 2004; Kessler et al., 2001a; Stewart
et al., 2003); however, substance dependence and generalized anxiety disor-
ders also are very common and associated with high levels of work impair-
ment (Kessler et al., 2001a).

As part of a 2001–2002 national survey of American workers designed
to better understand the relationship between health and productivity, in-
terviews were conducted to determine the effect of depression on worker
productivity. “Lost productive time” (LPT) was measured by summing
employee self-reports of the hours per week absent from work for health-
related reasons and hours of health-related reduced performance on work-
days. Workers with depression reported significantly more total health-
related LPT than workers without depression—on average, a loss of 5.6
hours per week compared with 1.5 hours per week for those without de-
pression. Fully 81 percent of LPT was attributable not to absenteeism, but
to reduced performance while at work—the component of reduced perfor-
mance often invisible to employers because it is not captured in routine
administrative data as are absenteeism, use of leave, and disability (Stewart
et al., 2003). Indeed, there is evidence that improving care for depression
can increase worker productivity and decrease absenteeism (Rost et al.,
2004).

The accuracy of retrospective data self-reported by individuals with
depression has been questioned (because the symptoms of depression may
predispose individuals to appraise their productivity negatively). Yet when
worker performance is measured by other valid and reliable means (Kessler
et al., 2004), major depression continues to be associated with poor work
performance more consistently than is the case for other high-prevalence
conditions (allergies, arthritis, back pain, headaches, high blood pressure,
and asthma) (Wang et al., 2004).

Decreased Achievement by Children in School

Emotional and behavioral problems of children and the M/SU prob-
lems and illnesses of their parents also are important predictors of poor
school outcomes. Risk factors for early school failure include maternal
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depression; parental substance-use problems and illnesses; early behavior
problems, particularly aggression; and maltreatment. Several M/SU-related
risk factors, including parental trauma, maternal depression, maternal alco-
holism, and other substance-use problems and illnesses also are associated
with disorganized attachment behaviors in infants (i.e., insecure and incon-
sistent patterns of attachment to key caregivers) (Ainsworth and Eichberg,
1992; Carlson et al., 1989; Green and Goldwyn, 2002; O’Connor et al.,
1987; Teti et al., 1995; van Ijzendoorn et al., 1999). Those behaviors in
turn lead to lower IQ and poorer school performance (van Izjendoorn and
van Vliet-Vissers, 1988; Zeanah et al., 2003). Children of untreated de-
pressed mothers, for example, have significantly more behavior and school
achievement problems than children of nondepressed mothers (Greenberg
et al., 1999; Gross et al., 1995; Sinclair and Murray, 1998). Children who
experience trauma also have higher rates of school problems than children
who are not maltreated, including lower IQ scores, lower test scores in
math and English, less social acceptance as perceived by the child, increased
absence from class, and more grade repetitions (Eckenrode et al., 1995;
Wodarski et al., 1990).

Although risk factors often associated with substance-use problems
and illnesses (such as poor maternal nutrition, health, and prenatal care)
make it difficult to attribute school problems solely to in utero drug expo-
sure, it is clear that maternal substance-use problems and illnesses are
strongly associated with adverse effects on children’s cognitive, physical,
and social development. Maternal alcohol consumption during pregnancy
is associated with intrauterine growth retardation and low birth weight,
which affect later cognitive and social development (Streissguth et al.,
1994). Children exposed to alcohol in utero also have been found to have
behavioral and social difficulties, such as trouble cooperating and paying
attention and problems with impulsivity (Spohr et al., 1994). Findings of
studies of prenatal exposure to other drugs, such as cocaine, heroin, and
amphetamines, suggest that such exposure results in lower general intelli-
gence and impairs school functioning (Eriksson and Zeterstrom, 1994; van
Baar and de Graaff, 1994; van Baar et al., 1994). Other studies have found
that although prenatal exposure to cocaine does not affect intellectual
ability or academic achievement, it does affect the ability to sustain atten-
tion (Richardson et al., 1996).

These risks that place children on a dangerous trajectory toward school
failure are compounded by the fact that academic failure itself breeds emo-
tional and behavioral problems. Repeating a grade in school is associated
with several specific behavioral problems and illnesses, such as ADHD,
obsessive-compulsive disorder and other specific anxiety disorders, and ma-
jor depressive disorder (Velez et al., 1989). Grade retention also predicts
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school dropout and rapid, repeated adolescent pregnancies (Linares et al.,
1991). This is not a minor problem. According to one national study, 7.6
percent of children repeat kindergarten or first grade (Byrd and Weitzman,
1994). Children who are unable to achieve mastery on standard measures of
school achievement also are at risk for delinquent and antisocial behavior
(Yoshikawa, 1995), and children with early reading difficulties have increased
rates of conduct problems up to the age of 16 (Fergusson et al., 1997).

Increased Burden on the Child Welfare System

The nation’s child welfare system also is greatly affected by the high
prevalence of and disability associated with M/SU illnesses. Foremost, chil-
dren who are reported to and investigated by the child welfare system for
maltreatment typically have experienced a number of known risk factors
for the development of emotional and behavioral problems, including abuse,
neglect, poverty, parental substance-use problems and illnesses, and domes-
tic violence. As a result, almost half (47.9 percent) of a nationally represen-
tative, random sample of children aged 2–14 who were investigated by
child welfare services in 1999–2000 had a clinically significant need for
mental health care (Burns et al., 2004).

In addition, the U.S. Government Accountability Office (GAO) has
found that, because of limitations on insurance coverage, some families
resort to placing their children (most often adolescents with severe mental
illness) in the child welfare system even though the family is not neglectful
or abusive of the child. Because the child welfare system often is able to
secure mental health services otherwise unavailable to them, parents use the
system for this purpose even though they are placing their children in
systems not designed to care for children who have not been abused or
neglected (GAO, 2003). Doing so sometimes requires parents to give up
legal custody of their children and place them in an out-of-home residential
or foster care setting (Giliberti and Schulzinger, 2000). In Virginia, for
example, a 2004 study of the use of the state’s foster care program for
mental health services found that 2,008 children in foster care as of June 1,
2004—approximately 1 of every 4 children in the system at that time—
were there either because their parents wanted them to have mental health
care not fully covered by their insurance or because the family did not have
access to any insurance (Jenkins, 2004).

Finally, the stresses involved with child protective services investigation
and judicial decision making, and for those who are placed in foster care
the stress of removal from home, also constitute risk factors for maladap-
tive outcomes, including emotional, social, behavioral, and psychiatric prob-
lems warranting mental health treatment (Landsverk, 2005).
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Demands on the Juvenile and Criminal Justice Systems

Juvenile justice Between 60 and 75 percent of youth in the juvenile justice
system have a diagnosable mental disorder (Otto et al., 1992; Teplin et al.,
2002; Wierson et al., 1992), and it is conservatively estimated, although the
evidence is less clear, that approximately 20 percent have a severe mental
illness (Cocozza and Skowyra, 2000; Grisso, 2004). Many youths in the
juvenile justice system with mental illness also have a co-occurring substance-
use problem or illness. Although the research on this issue is limited, a recent
study of juvenile detainees in Cook County, Illinois, found that nearly 30
percent of females and more than 20 percent of males with substance-use
disorders had major mental disorders as well (Abram et al., 2003).

Moreover, like youths who are not abused or neglected but are placed
in child welfare solely to obtain mental health services, many children who
are not guilty of any offence are placed in local juvenile justice systems and
incarcerated solely to obtain such services not otherwise available. Although
no formal counting and tracking of such children takes place, juvenile
justice officials in 33 counties in the 17 states with the largest populations
of children under age 18 estimated that approximately 9,000 such children
entered their systems under these circumstances in 2001; county estimates
ranged from 0 to 1,750, with a median of 140. Nationwide the number of
children placed in juvenile justice systems is likely to be higher; 11 states
reported to GAO that they could not provide estimates even though they
were aware that such placements occur (GAO, 2003).

In a subsequent 2003 survey of all (698) secure juvenile detention facili-
ties in the United States,12 two-thirds of such facilities reported holding youths
(prior to, after, or absent any pending adjudication) because they were await-
ing community mental health services. In addition, seventy-one facilities in
33 states reported holding youths with mental problems or illnesses who had
charges against them. As one detention facility administrator explained, “We
are receiving juveniles that five years ago would have been in an inpatient
mental health facility. . .we have had a number of juveniles who should no
more be in our institution than I should be able to fly” (U.S. House of
Representatives, 2004:8). A majority of detention facilities reported holding
children under age 13; 117 reported holding children aged 10 and under; and
1 facility reported holding a 7-year-old child. Moreover, 27 percent of facili-
ties holding children awaiting services rated the mental health treatment in
their facility as “poor,” “very poor,” or “none.” The emotional toll on these
children is high. Fully 48 percent of facilities that hold juveniles waiting for
community mental health services report suicide attempts among these youths
(U.S. House of Representatives, 2004).

12Response rate = 75 percent.
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Criminal justice In mid-2003, the nation’s prisons and jails held 2,078,570
persons—1 in every 140 U.S. residents13—and this rate has been increasing
annually, from 601 persons in custody per 100,000 U.S. residents in 1995
to 715 persons in custody per 100,000 residents in 2003 (Harrison and
Karberg, 2004). Although a rigorous epidemiological study of the prev-
alence of M/SU illnesses in correctional settings has not taken place,14 the
U.S. Bureau of Justice estimates that approximately 16 percent of all per-
sons in jails and state prisons report either having a mental disorder or
staying overnight in a psychiatric facility, as do 7 percent of those in federal
prisons (Ditton, 1999). Substance-use problems and illnesses play a larger
role in incarceration. Approximately two-thirds of incarcerated individuals
were under the influence of alcohol or drugs at the time of their offense, and
nearly 60 percent of all state prisoners report using substances other than
alcohol in the month prior to offending (Mumola, 1999). Moreover, in an
average year, approximately one-third of new admissions to prisons result
from parole violations, nearly 16 percent of which are drug-related (Hughes
et al., 2001).

Because prisons and jails are legally required to provide medical treat-
ment to inmates with medical needs (Haney and Specter, 2003; Metzner,
2002), approximately 95 percent of state correctional facilities report pro-
viding some form of mental health treatment to prisoners. The treatment
provided includes screening for mental illness at intake (78 percent), assess-
ing psychiatric problems (79 percent), delivering round-the-clock mental
health care (63 percent), providing therapy or counseling (84 percent),
prescribing psychotropic medications (83 percent), and providing reentry
assistance (72 percent). On average, 1 in 8 prisoners in state prisons is
engaged in structured counseling, and 1 in 10 is receiving psychotropic
medication (Beck and Maruschak, 2001). The majority of jails also report
providing some type of mental health treatment—most often screening at
intake (78 percent), followed by psychotropic medication (66 percent), 24-
hour care (47 percent), routine therapy or counseling (46 percent), and
psychiatric evaluation (38 percent) (Stephan, 2001). Yet on average, mental
health services are being provided at a level that is roughly half the esti-
mated need (Wolff, 2004).

Although substance-use problems and illnesses play a larger role in
incarceration than do mental illnesses, they receive less treatment (Wolff,

13The majority (66 percent) of these were in state or federal prisons, the remainder in local
jails.

14A more rigorous study of the prevalence of M/SU illnesses in correctional settings, mod-
eled on the prevalence studies of the general population in the United States (Kessler et al.,
2001) and the correctional and general population in the United Kingdom (ONS, 1998), has
been called for (Wolff, 2004).
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2004). One study found that roughly one in four state prisoners received
any treatment for substance-use problems, with a higher percentage (40
percent) receiving such treatment if they reported drug use at the time of
their offense. The most common treatment received was self-help group/
peer counseling (Mumola, 1999). Similarly, although substance-use treat-
ment or other programs, such as education or self-help, were provided by
the majority of jails (73 percent) in 1998, only 20 percent of convicted jail
inmates who were actively involved with drugs prior to their admission to
jail had participated in substance-use treatment or program subsequent to
their incarceration. Treatment (i.e., detoxification units, group/individual
counseling, and residential programs) was provided by approximately 43
percent of jail facilities. Nearly two-thirds of jails reported providing access
to drug or alcohol education or self-help groups (Wilson, 2000).

How These Adverse Consequences Can Be Mitigated

The delivery of effective treatment for M/SU problems and illnesses
could mitigate many of the serious individual and societal consequences
discussed above. Findings of observational studies and some controlled
trials indicate that effective treatment for depression, for example, can
result in improved productivity in the workplace, and this might substan-
tially offset the cost of the treatment (Goetzel et al., 2002; Simon et al.,
2001b; Wang et al., 2003). Treatment for this and other M/SU illnesses also
might help ameliorate the adverse effects of emotional or behavioral prob-
lems and illnesses on children’s educational achievement, as well as reduce
the burden on the child welfare and juvenile justice systems. At a minimum,
provision of effective treatment ensures that funds spent for treatment will
not be wasted.

A CHARGE TO CROSS THE QUALITY CHASM

The high prevalence and adverse consequences of M/SU problems and
illnesses, the availability of many efficacious treatments, and the wide-
spread delivery of poor-quality care are increasingly being recognized by
consumers, purchasers, care providers, and policy makers. Similar concerns
about the safety, ineffectiveness, and poor quality of U.S. health care over-
all have previously received substantial attention among the health care
community, the lay press, and the public at large as a result of two IOM
reports—To Err Is Human: Building a Safer Health System (IOM, 2000)
and Crossing the Quality Chasm: A New Health System for the 21st Cen-
tury (IOM, 2001). These reports have played a key role in focusing national
attention on problems in the quality of the nation’s health care, while
garnering consensus on strategies for achieving significant quality improve-



THE QUALITY CHASM IN MENTAL AND SUBSTANCE-USE HEALTH CARE 45

ments. Both reports underscore that the vast majority of problems in the
quality of health care are not the result of poorly motivated, uncaring, or
unintelligent health care personnel but instead result from numerous barri-
ers to high-quality health care imposed by the delivery systems in which
clinicians work. Some of these barriers occur at the level of the patient’s
interaction with the clinician (e.g., not having sufficient time during the
patient visit to talk with the clinician); some at the level of interactions
among different clinicians serving the patient (e.g., poor communication,
collaboration, and coordination of care); some within the organization in
which care is delivered (e.g., poor decision support for clinicians); and some
in the environment external to the delivery of care (e.g., the arenas of
policy, payment, and regulation) (Berwick, 2002).

Crossing the Quality Chasm speaks to all of these barriers to quality
health care15 and has gained considerable traction in the health care com-
munity since its publication. As the subject of more than 50 peer-reviewed
articles in the medical literature and hundreds of lay publications and cov-
erage in other media, it has attracted the attention of many health care
leaders. In the M/SU sector, the American College of Mental Health Ad-
ministration (ACMHA), for example, focused on the report at its 2002
summit meeting of leaders from public and private behavioral health care
systems. Summit meeting participants reached strong consensus that the
Quality Chasm framework is immediately relevant and applicable to the
concerns of behavioral health systems of care and policy. Attendees also
endorsed the IOM paradigm as a strategic planning blueprint for the rede-
sign of the behavioral health care system. However, because the Quality
Chasm report did not separately address the unique characteristics of health
care for mental and substance-use conditions (e.g., the use of coercion into
treatment; the delivery of care through non-health care sectors, such as
schools), attendees also agreed on the need to develop a strategy for apply-
ing the framework and recommendations of the Quality Chasm to address
the unique characteristics of M/SU health care (ACMHA, undated).

15 Crossing the Quality Chasm identifies four different levels for intervening in the delivery
of health care: (1) the experience of patients; (2) the functioning of small units of care delivery
(“microsystems”), such as surgical teams or nursing units; (3) the functioning of organiza-
tions that house the microsystems; and (4) the environment of policy, payment, regulation,
accreditation, and similar external factors that shape the context in which health care organi-
zations deliver care. Whereas To Err Is Human speaks mainly to the fourth level, Crossing
the Quality Chasm addresses primarily the first and second levels—how the experiences of
patients and the work of microsystems of care, such as health care teams, nursing units, or
individual health care workers delivering care to patients, should be changed (Berwick, 2002).
Both of these reports direct less attention to the third level above—the organizations that
house the microsystems.
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As a result of ACMHA leadership, there was a convergence of support
from many sectors for adapting the Quality Chasm framework to M/SU
health care. With support from the Annie E. Casey Foundation, the CIGNA
Foundation, the National Institute on Alcohol Abuse and Alcoholism, the
National Institute on Drug Abuse, The Robert Wood Johnson Foundation,
SAMHSA within the U.S. Department of Health and Human Services, and
the Veterans Health Administration of the U.S. Department of Veterans
Affairs, the IOM was given the following charge:

Crossing the Quality Chasm: A New Health System for the 21st Century
identified six dimensions in which the United States health system func-
tions at far lower levels than it should (i.e., safety, effectiveness, patient-
centeredness, timeliness, efficiency and equity) and concluded that the
current health care system in is in need of fundamental change. The IOM
is to explore the implications of that conclusion for the field of mental
health and addictive disorders, and identify the barriers and facilitators to
achieving significant improvements along all six of these dimensions. The
committee will examine both environmental factors such as payment, ben-
efits coverage and regulatory issues, as well as health care organization
and delivery issues. Based on a review of the evidence, the committee will
develop an “agenda for change.”

To carry out this charge, in 2004 the IOM convened a multidisciplinary
committee of experts in mental, substance-use, and general health care;
public- and private-sector M/SU health care delivery; primary care; con-
sumer issues; integration of service; ethics; economics; Medicaid; racial and
ethnic disparities in care; veterans’ health and health care; child M/SU
health care; geriatrics; informatics; and systems engineering (see Appendix
A for the biographical sketches of committee members). This report is the
result of their efforts.

As the committee’s charge and expertise indicate, the scope of this
study was large, encompassing both public and private sectors, children
and adults, and health care for mental and substance-use problems and
illnesses. In particular, addressing health care for both mental and
substance-use conditions in a single report was challenging; major public-
and private-sector initiatives and reports have nearly always addressed only
one or the other (DHHS, 1999; New Freedom Commission on Mental
Health, 2003). Nonetheless, the committee found this dual focus to be
appropriate and invaluable to its analysis of the evidence and formulation
of policy recommendations, given the interconnected nature of these condi-
tions and the resulting need for coordinated policy and care delivery. Indeed,
the committee believes that in future initiatives to improve the quality of
M/SU health care, expertise in health care for both mental and substance-
use conditions should always be at the table.
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SCOPE OF THE STUDY

At the beginning of its deliberations, the committee identified several
issues that it decided should be excluded from this study to best focus its
efforts. The special considerations involved in delivering care in rural areas
consistent with the Quality Chasm recommendations are addressed in a
separate IOM report (IOM, 2005), and thus are not addressed here. Simi-
larly, a separate study on emergency care was under way at the same time
as this study. Readers are directed to the reports of the IOM Committee on
the Future of Emergency Care in the U.S. Health System, which will include
discussion of the impact of M/SU illnesses on emergency departments and
the quality of M/SU health care these facilities provide. Moreover, although
touched on briefly in this report, difficulties in achieving diversity in the
health care workforce and addressing disparities in health care likewise
have been the subject two recent IOM reports (IOM, 2003, 2004). Also,
because of the committee’s expansive charge, it was not able to attend to
the unique issues related to dementia and the mental health care needs of
older adults in long-term care facilities; the committee calls attention to the
need for further study and resources focused on this population. Finally,
Crossing the Quality Chasm sets forth a “patient-centered, treatment-
focused” approach to improving individual health care, as opposed to a
“population-centered, prevention-focused” approach to improving public
health. The committee recognizes that much work is needed to apply public
health interventions to M/SU problems and illnesses and briefly touches on
a few of these issues in this report. However, resource limitations and the
scope of the committee’s charge and expertise made it infeasible to address
more fully this very important aspect of improving M/SU health care.

ORGANIZATION OF THE REPORT

In carrying out its charge, the committee focused on those characteris-
tics of M/SU health care that distinguish it from non-M/SU health care
(what is referred to throughout this report as “general” health care). These
characteristics are briefly described in Chapter 2, along with the Quality
Chasm framework. The report then examines how the Quality Chasm
framework can be applied to achieve high-quality M/SU care, focusing first
on patient-centered care (Chapter 3) and then on safe and effective care
(Chapter 4). Approaches to implementing the Quality Chasm rule of coor-
dinating health care across general, mental, and substance-use health condi-
tions are discussed in Chapter 5. Chapter 6 mirrors the original Quality
Chasm report by addressing the application of information technology to
facilitate changes needed to improve the quality of care. This report also
parallels the Quality Chasm report by reviewing in a separate chapter
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(Chapter 7) changes needed in the M/SU health care workforce to imple-
ment the committee’s recommendations. New approaches to purchasing
M/SU health care to create incentives for these changes are discussed in
Chapter 8. Finally, Chapter 9 identifies areas in need of additional research.
Appendix A contains further discussion of the Quality Chasm aims and
rules and the organization of this report.

The report also contains overarching recommendations (in Chapter 2)
as well as more specific recommendations for quality improvement. These
latter recommendations, organized topically in Chapters 3–9, are collected
and grouped according to the entities charged with their implementation in
a series of tables at the end of Chapter 9.
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2

A Framework for
Improving Quality

Summary

Crossing the Quality Chasm identifies six aims and ten rules for
redesigning the nation’s health care system to achieve better-
quality care. However, health care for mental and/or substance-
use (M/SU) conditions in the United States historically has been
more separated from general health care relative to other specialties.
In addition, there are some significant differences between M/SU
and general health care, including the implications of a mental or
substance-use diagnosis for patient decision making; the more
common use of coerced treatment; greater variation in the types
of providers licensed to diagnose and treat M/SU illnesses; the
need for linkages with a greater number of health, social, and
public welfare systems; a less developed quality measurement
infrastructure; less widespread adoption of information technology;
and a differently structured marketplace for consumers and purchasers
of M/SU health care.

In analyzing these differences, the state of M/SU health care,
and the Quality Chasm framework for health care quality im-
provement, the committee finds that:

• M/SU health care—like general health care—is often ineffective,
not patient-centered, untimely, inefficient, inequitable, and at times
unsafe. It, too, requires fundamental redesign.

• Mental, substance-use, and general illnesses are highly
interrelated, especially with respect to chronicity. Improving care
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delivery and health outcomes for any one of the three depends
upon improving care delivery and outcomes for the others.

• The Quality Chasm recommendations for the redesign of
health care are as applicable to M/SU health care as they are to
general health care.

AIMS AND RULES FOR REDESIGNING HEALTH CARE

Crossing the Quality Chasm (IOM, 2001:6) proposes the following
statement of purpose for the U.S. health care system:

. . . to continually reduce the burden of illness, injury, and disability, and
to improve the health and functioning of the people of the United States.

To help achieve this purpose, the Quality Chasm report identifies six di-
mensions in which the U.S. health care system functions at far lower levels
than it could and should, and translates these dimensions into national aims
to guide the quality improvement efforts of all health care organizations,
professional groups, public and private purchasers, and individual clini-
cians (see Box 2-1).

 To further assist quality improvement efforts, the Quality Chasm re-
port specifies an accompanying set of ten rules to guide the redesign of
health care so as to accomplish the six quality aims (see Box 2-2).

BOX 2-1 The Six Aims of High-Quality Health Care

Safe—avoiding injuries to patients from the care that is intended to help them.

Effective—providing services based on scientific knowledge to all who could
benefit and refraining from providing services to those not likely to benefit.

Patient-centered—providing care that is respectful of and responsive to individ-
ual patient preferences, needs, and values and ensuring that patient values guide
all clinical decisions.

Timely—reducing waits and sometimes harmful delays for both those who receive
and those who give care.

Efficient—avoiding waste, in particular waste of equipment, supplies, ideas, and
energy.

Equitable—providing care that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographic location, and socioeco-
nomic status.
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BOX 2-2 The Quality Chasm’s Ten Rules to
Guide the Redesign of Health Care

1. Care based on continuous healing relationships. Patients should receive
care whenever they need it and in many forms, not just face-to-face visits. This
rule implies that the health care system should be responsive at all times (24 hours
a day, every day) and that access to care should be provided over the Internet, by
telephone, and by other means in addition to face-to-face visits.

2. Customization based on patient needs and values. The system of care
should be designed to meet the most common types of needs but have the capa-
bility to respond to individual patient choices and preferences.

3. The patient as the source of control. Patients should be given the neces-
sary information and the opportunity to exercise the degree of control they choose
over health care decisions that affect them. The health system should be able to
accommodate differences in patient preferences and encourage shared decision
making.

4. Shared knowledge and the free flow of information. Patients should have
unfettered access to their own medical information and to clinical knowledge. Cli-
nicians and patients should communicate effectively and share information.

5. Evidence-based decision making.  Patients should receive care based on
the best available scientific knowledge. Care should not vary illogically from clini-
cian to clinician or from place to place.

6. Safety as a system property. Patients should be safe from injury caused by
the care system. Reducing risk and ensuring safety require greater attention to
systems that help prevent and mitigate errors.

7. The need for transparency. The health care system should make informa-
tion available to patients and their families that allows them to make informed
decisions when selecting a health plan, hospital, or clinical practice, or choosing
among alternative treatments. This should include information describing the sys-
tem’s performance on safety, evidence-based practice, and patient satisfaction.

8. Anticipation of needs. The health system should anticipate patient needs,
rather than simply reacting to events.

9. Continuous decrease in waste. The health system should not waste re-
sources or patient time.

10. Cooperation among clinicians. Clinicians and institutions should actively
collaborate and communicate to ensure an appropriate exchange of information
and coordination of care.

SOURCE: IOM, 2001:8.
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Finally, Crossing the Quality Chasm describes how achieving the six
aims and following the ten rules requires a fundamental redesign of health
care by health care organizations and delivery systems. This health care
redesign must include adopting new ways of delivering care; making effec-
tive use of information technologies; managing the clinical knowledge and
skills of the workforce; developing effective teams and coordinating care
across patient conditions, services, and settings; improving how health care
quality is measured; and adopting payment methods that create incentives
for and reward good quality—all of which require attention to how work-
ers are educated and deployed. Such changes have implications for all four
levels of the health care system: (1) the interactions between patients and
their individual clinicians; (2) the functioning of small units of care delivery
(“microsystems”), such as interdisciplinary teams or staff located on inpa-
tient units; (3) the functioning of organizations that house the microsystems;
and (4) the environment of policy, payment, regulation, accreditation, and
similar external factors that shape the environment in which health care
organizations deliver care (Berwick, 2002).

In many ways, the delivery of health care for mental and/or substance-
use (M/SU) problems and illnesses in the United States has evolved so that
these four levels of the system operate very differently from the way they
function in general health care. Therefore, focused examination and some
specialized efforts will be required to apply the Quality Chasm rules and
achieve significant improvements on all six quality aims in the M/SU domain.

DISTINCTIVE CHARACTERISTICS OF HEALTH CARE FOR
MENTAL/SUBSTANCE-USE CONDITIONS

Greater Separation from Other Components of the Health Care System

M/SU health care differs from other specialty and nonspecialty health
care in many ways. One of these is its greater degree of separation, both
structurally and functionally, from other components of the health care
system. This separation is historical in origin. Because of poor understand-
ing of the biological aspects of M/SU illnesses and the lack of any medical
treatments, care for individuals with these illnesses initially was viewed as a
social rather than a medical problem. Specific therapies for mental illnesses
were rarely mentioned in the medical literature before 1800. Sick individu-
als were often treated by ministers and women, rather than by doctors
(Grob, 1994). Substance-use “disorders” similarly were viewed as manifes-
tations of intellectual weakness or moral inferiority. In the early nineteenth
century, for example, when alcoholism was beginning to be understood as
a disease, “drunkards, along with unwed mothers, and those suffering from
venereal disease, were routinely denied admission to America’s earliest hos-
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pitals on the grounds that they were unworthy of community care” (White,
1998:4). Even when alcohol and other substance-use illnesses began to be
recognized as biological diseases, medical treatment initially had little to
offer, and most recovery assistance came from “mutual support” societies
that were not part of health care (White, 1998).

Although understanding of the biological aspects of these illnesses and
effective treatments has since greatly improved, the greater separation of
M/SU health care from the rest of the system persists. This is manifested in
part by society’s continuing reliance on public-sector delivery systems and
funding for M/SU care (Hogan, 1999; Mark et al., 2005); the resulting
existence of a separate administration for these illnesses within federal (the
Substance Abuse and Mental Health Services Administration [SAMHSA])
and state governments; frequent calls for the integration of health care
services for mental and substance-use conditions with each other and with
primary health care (Bazelon Center for Mental Health Law, 2004; DHHS,
2001; Jenkins and Strathdee, 2000; Minkoff, 2001; Torrey et al., 2002),
and the separate purchase of M/SU health care by public- and private-sector
purchasers. The separate purchasing of M/SU health care in most individu-
als’ health insurance plans is known as “carving out” these services
(Grazier and Eselius, 1999). “Carved-out” M/SU health care plans can be
provided by companies separate from the main insurer or by subsidiaries of
the primary insurer. Mental health care is even more separated from gen-
eral health care for children and adolescents; they frequently receive mental
health care through their schools, not through their primary health care
provider (Burns et al., 1995; Kessler et al., 2001).

Some of these separations can have salutary effects, for example, by
fostering recognition of and support for specialized knowledge of M/SU
problems and illnesses and treatment expertise, and attenuating problems
related to the adverse selection of individuals with M/SU illnesses in insur-
ance plans. Moreover, some M/SU health care organizations involve indi-
viduals recovering from M/SU illnesses in the administration and delivery
of services, providing a strong source of recovery support for others with
these illnesses. At the same time, however, separation of those with M/SU
problems and illnesses from the mainstream population might nurture the
residual stigma and discrimination faced by some of these individuals
(Corrigan et al., 2001, 2002; Kolodziej and Johnson, 1996). It can also
pose obstacles to the coordination of M/SU health care services with each
other and with general health care (IOM, 1997). Individuals needing these
services often must interact with separate delivery systems to receive health
care for general, mental, and substance-use conditions. These multiple de-
livery arrangements frequently have unreliable or nonexistent linkages with
each other, creating opportunities for discontinuity of care. Chapter 5 ad-
dresses in greater detail these separation issues and the resulting need for
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better coordination of care, while Chapter 8 contains a more detailed dis-
cussion of the benefits and difficulties of carve-outs.

Additional Differences

Beyond the structural and functional separation discussed above, there
are many other ways in which M/SU health care is distinctive. These differ-
ences, briefly summarized in Table 2-1 and in the text that follows, can
have significant implications for efforts to apply the Quality Chasm aims
and rules and are discussed more fully in succeeding chapters.

Consumer Role

Consumers of M/SU health care face a number of obstacles not gener-
ally encountered by consumers of general health care. Shame, stigma, and
discrimination still experienced by some consumers of M/SU services may
prevent them from seeking care (Peter D. Hart Research Associates, Inc.,
2001; SAMHSA, 2004) and nourish both their own and providers’ doubts
about their competence to make decisions on their own behalf (Bergeson,
2004; Leibfried, 2004; Markowitz, 1998; Wright et al., 2000). These atti-
tudes create obstacles to consumers’ exercising the control of which they
are capable over health care decisions that affect them and to their manag-
ing their illnesses effectively. Moreover, coerced treatment, which is com-
mon in substance-use health care and also seen (though less frequently) in
mental health care for those with more severe mental illnesses, raises the
question of how patients subjected to such treatment can make decisions
about their care. As the locus of most M/SU treatment has shifted to the
community, new mechanisms for pressuring or compelling individuals with
these illnesses to undergo treatment have evolved, including coercion from
the criminal justice and welfare systems, schools, and workplaces (Monahan
et al., 2003, 2005; Sterling et al., 2004; Weisner et al., 2002).

At the same time, the long-standing history of individuals in recovery
from substance-use illnesses helping to teach others about their illness and
recovery strategies and supporting them in the recovery process is an ad-
vantage that consumers of substance-use health care services have when
attempting to make informed health care choices and manage their ill-
nesses. Mental health care is following in these footsteps; peer support
programs are an emerging component of public-sector mental health ser-
vices. Evidence shows that seeing or visualizing those similar to oneself
successfully performing activities typically increases one’s belief in one’s
own ability to perform those activities successfully (Bandura, 1997) and
facilitates successful management of one’s own chronic illness (Lorig et al.,
2001) (see Chapter 3).
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• Stigma is less common.

• Expectations are rising for
consumer decision making
in the purchase of health
care and selection of
treatments.

• Coercion into treatment is
rare.

• The role of consumers in
managing their chronic
illnesses has only recently
been emphasized.

• Laboratory and physical
exam findings, biological
tests, imaging technolo-
gies, and other objective
methods are frequently
available to supplement
the patient history and
patient reports of symp-
toms used in making a
diagnosis and monitoring
care.

• The majority of physicians
practice in groups of three
or more.

• Care for multiple acute,
chronic, and severe ill-
nesses is delivered through
the same health plan.

TABLE 2-1 Differences Between General Health Care and Health Care
for Mental and Substance-Use Conditions

Type of Care

Mental/Substance-Use
Attribute General Health Care Health Care

Consumer role in
treatment

Diagnostic
methods

Mode of clinician
practice

Care delivery
arrangements

• Residual stigma persists,
especially for substance-use
illnesses.

• Decision-making ability often
is not anticipated or sup-
ported and often is chal-
lenged.

• Coercion is common (espe-
cially for substance-use
treatment).

• There is a long history of
peer support/mutual support
groups/recovering consumers
as providers of alcohol and
other drug treatment services.
There has recently been a
movement to do the same in
mental health care.

• Diagnosis relies more on
results of interview tools and
the patient history and in-
volves more professional
interpretation, with resulting
greater variation in diagnosis.

• Psychiatrists more often
practice in solo or two-
clinician practices.

• Children’s mental health care
is often secured through
schools and the welfare and
juvenile justice systems.

• Care for M/SU illnesses is
often provided by a separate
health plan.
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Quality
measurement

Information
sharing and
technology

• Care for chronic and severe
illnesses is delivered through
public-sector programs.

• When consumers are covered
by a separate managed be-
havioral health care plan,
determination of the need for
an M/SU specialist is made
by the group purchaser, and
the consumer is generally
expected to receive care from
such a specialist rather than
from a primary care pro-
vider. Receiving M/SU health
care from the primary care
provider is not well sup-
ported.

• EAPs play a significant role
in detection, referral, and
treatment.

• Leadership is predominantly
from the public sector.

• Less consensus exists on core
measures across the public
and private sectors.

• Fewer established clinical
databases exist.

• Quality measurement and
improvement mechanisms are
less well developed.

• The situation is similar to
that for general health care,
but with a larger number of
state laws and regulations
restricting the sharing of
information.

TABLE 2-1 continued

Type of Care

Mental/Substance-Use
Attribute General Health Care Health Care

• Care for all types of ill-
nesses is available through
private-sector programs.

• Determination of the need
for a specialist is generally
made by the patient and
primary care provider.
Primary care providers can
routinely be paid for treat-
ing illnesses of all types.

• Employee assistance pro-
grams (EAPs) play a more
limited role.

• Both public- and private-
sector leadership is
involved.

• Consensus exists on some
core quality measures and
specifications across the
public and private sectors.

• Well-established clinical
administrative databases
exist.

• Quality measurement
mechanisms for health
plans, hospitals, and nurs-
ing homes have been in
operation for several years.

• Uniform, federally pre-
scribed rules (implement-
ing the Health Insurance
Portability and Account-
ability Act [HIPAA]) exist
for the sharing of clinical
information and for

(continued on next page)
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Workforce

Marketplace and
insurance coverage

patient privacy and confi-
dentiality, but more-
protective state statutes
take precedence.

• The use of electronic
health records, decision
support, and other infor-
mation technology (IT)
applications is growing.

• Only physicians and
certain advanced practice
nurses generally are li-
censed to diagnose and
treat.

• Private insurance and
Medicare dominate
purchasing.

• Care is typically covered
by insurance. Copayments
are lower, and more
visits/days of care are
covered.

• Non-M/SU specialty care
is purchased under the
same contract as primary
care.

• IT is less well developed and
less commonly used for clini-
cal care support.

• A more diverse workforce is
licensed to diagnose and
treat, including psychologists,
psychiatrists, other physi-
cians, social workers, psychi-
atric nurses, marriage and
family therapists, addiction
therapists, and a variety of
counselors with different
education and certification
requirements.

• State and local governments
(including Medicaid) domi-
nate purchasing.

• Insurance provides less cover-
age. Copayments are higher,
and fewer visits/days of care
and therapies are covered.

• M/SU insurance coverage
is purchased separately
(“carved out”) from general
health care.

TABLE 2-1 continued

Type of Care

Mental/Substance-Use
Attribute General Health Care Health Care

Diagnostic Methods

Compared with general health care, relatively few laboratory, imaging,
or other physical findings can be used to diagnose mental illnesses or sub-
stance dependence.1 Accurate diagnosis instead relies primarily on clinical

1Substance use, but not dependence, can be detected by laboratory tests.
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interviews with patients or their caregivers regarding the patient’s symp-
toms and a clinician’s application of expert, but still subjective, judgment.
Moreover, different types of clinicians vary in the breadth, depth, and
theoretical basis of their training (see Chapter 7). As a result, individuals
with the same symptoms presenting to different mental health clinicians can
receive very different diagnoses (Eaton et al., 2000; Kramer et al., 2000;
Lefever et al., 2003; Lewczyk et al., 2003; McClellan, 2005; Mojtabai,
2002). In children, diagnoses may have an even greater range of variability
because clinicians are greatly dependent upon parents’ perceptions of the
nature of the presenting problem. Subjectivity in diagnosis is also manifest
in the different diagnoses received by individuals who are members of
ethnic minorities (Bell and Mehta, 1980, 1981; Mukherjee et al., 1983).
Criteria for accurately diagnosing M/SU problems and illnesses are found in
the American Psychiatric Association’s Diagnostic and Statistical Manual
of Mental Disorders, now in its revised fourth edition (DSM-IV-TR). How-
ever, adherence to these guidelines is not uniform (Rushton et al., 2004),
nor is training on the appropriate use of this manual required for profes-
sional credentialing.

Mode of Clinician Practice

A substantial proportion of mental health clinicians report that “indi-
vidual practice” is either their primary or secondary2 employment setting
(Duffy et al., 2004) (see Table 2-2).

Among primary care and specialist physicians who are self-employed
or employees of physician-owned medical groups,3 psychiatrists are most
likely to work in solo practices or small groups. Fully 85 percent practice in
groups of one to three clinicians, compared with 53 percent of physicians
overall, 54.9 percent of pediatricians, and 62.7 percent of internists
(Cunningham, 2004).

Individual practice may be an impediment to the delivery of high-
quality M/SU health care for multiple reasons. As described in Chapter 6,
the size of health care provider organizations is related to the uptake of
information technologies. Use of electronic health records, for example, is
typically found in larger health care organizations (Brailer and Terasawa,
2003). Moreover, as articulated in Crossing the Quality Chasm, “Today,

2Many mental health practitioners work in multiple settings. For example, 60 percent of
full-time psychiatrists reported working in two or more settings in 1998, as did 50 percent of
psychologists in 2002, 20 percent of full-time counselors, and 29 percent of marriage /family
therapists. Rates were higher for part-time counselors (Duffy et al., 2004).

3Residents and employees of hospitals, universities, medical schools, government, and health
maintenance organizations (HMOs) are excluded.
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no one clinician can retain all the information necessary for sound, evidence-
based practice. No unaided human being can read, recall, and act effec-
tively on the volume of clinically relevant scientific literature” (IOM,
2001:25). Clinicians in solo practice must assume all the burden of investi-
gating, analyzing, purchasing, and maintaining decision support technolo-
gies, which can be prohibitively expensive when there is no economy of
scale to be achieved.

Need to Navigate a Greater Number of Care Delivery Arrangements

As discussed above, the ways in which M/SU and other health care
providers are separated are more numerous and complex than is the case
for other health care generally. Not only is M/SU care separated from
general health care, but health care services for mental and substance-use
conditions are separated from each other despite the high rate of co-
occurrence of these conditions. Also distinctive are the location of services
needed by individuals with more severe mental and substance-use illnesses
in public-sector programs apart from private-sector health care, and reli-
ance on the education, child welfare, and juvenile and criminal justice
systems to deliver M/SU services for many children and adults. These dis-
connected care delivery arrangements necessitate numerous patient interac-
tions with different providers, organizations, and government agencies.
They also require multiple provider “handoffs” of patients for different
services, and the transmittal of information to and joint planning by all
these providers, organizations, and agencies if coordination is to occur. Yet
effective structures and processes to ensure coordination of care across
clinicians and organizations are not in place. This situation is exacerbated
by the widespread failure of general medical, mental health, and substance-

TABLE 2-2 Percentage of Clinically Trained Specialty Mental Health
Personnel Reporting Solo Practice as Their Primary or Secondary Place
of Employment

Percentage Reporting Solo Practice

Primary Secondary Reporting
Discipline Employment Employment Year

Psychiatry 37.0 18.0 1998
Psychology 38.0 28.0 2002
Social work 18.5 27.1 2000
Counseling 15.1 21.6 2002
Marriage/family therapy 34.9 28.5 2000

SOURCE: Duffy et al., 2004.
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use health care providers to look for and respond to co-occurring condi-
tions, as well as legal and organizational prohibitions on sharing M/SU
information. These issues are discussed more fully in Chapter 5.

Quality Measurement Infrastructure

The infrastructure required to measure, analyze, publicly report on,
and improve the quality of M/SU health care is less well developed than that
for general health care. As a result, less measurement of the safety, effective-
ness, and timeliness of M/SU health care has taken place (AHRQ, 2003;
Garnick et al., 2002) (see Chapter 4). This situation exists for several
reasons. For example, multiple organizations and initiatives have put forth
different core measurement sets and different approaches to identifying
aspects of M/SU health care delivery to be measured. This problem is due in
part to the fact that conceptualizing a framework for M/SU health care is
more complex than is the case for general health care. The larger number of
disciplines licensed to diagnose and treat M/SU problems and illnesses can
require the involvement of a greater number of stakeholder groups in a
consensus process. Further, as noted above, consumers have been more
active in shaping the delivery of M/SU health care than that of general
health care, again with implications for the numbers and diversity of stake-
holders involved in a consensus process. Moreover, although general health
care is delivered in both the private and public sectors, M/SU health care in
the public sector serves a population with a clinical profile much different
from that of those treated in the private sector—more often those with
severe and chronic illnesses. Measures that may be meaningful to private-
sector stakeholders may be less useful to those in the public sector, and vice
versa.

The separation of M/SU and general health care also has sometimes
created confusion about which entity is accountable for the quality of care
that can be delivered through multiple arrangements (primary or specialty
care, a general or a “carved out” health plan, school-based programs, etc.).
For example, measures of M/SU quality required of comprehensive managed
care organizations seeking accreditation are often not required of managed
behavioral health organizations (MBHOs) seeking accreditation from the
same organization.4 Moreover, to produce many performance measures, data
about the patient’s entire illness—from detection to ongoing treatment—is
required. When M/SU patients are served by arrangements such as carved-
out managed behavioral health plans or employee assistance programs sepa-
rate from their general health care plan or from each other, difficulties in

4Personal communication, Philip Renner, MBA, Assistant Vice President for Quality Mea-
surement, National Committee for Quality Assurance, March 22, 2005.
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linking the necessary data produced by different organizations can make
many performance measures infeasible (Garnick et al., 2002).

Information Sharing and Technology

The need to share patient information across providers so that care can
be coordinated is widely acknowledged as necessary to effective and appro-
priate care. This need was acknowledged most recently in regulations gov-
erning the privacy of individually identifiable health information under the
authority of the Health Insurance Portability and Accountability Act
(HIPAA) of 1996. Under HIPAA regulations, the routine sharing of infor-
mation for treatment, payment, or health care operations is permissible
without requiring patient consent. These regulations have provided some
consistency with respect to the sharing of information on general health
conditions and care, but much less so for M/SU health care.

HIPAA itself requires that regulations promulgated to implement its pri-
vacy provisions not supersede any more stringent provisions of state law per-
taining to patient privacy. Each of the 50 states (and the District of Columbia)
has a number of statutes that specifically govern aspects of mental health
records. Many of these statutes and regulations are more stringent than the
HIPAA requirements, and the variation among them is great (see Appendix B).
Moreover, separate federal laws govern the release of information pertaining to
an individual’s treatment for alcohol or drug use. These federal laws are also
superseded by state laws, which are more stringent. The preamble to the
HIPAA privacy regulations recognizes the constraints of substance-use confi-
dentiality laws and states that wherever one is more protective of privacy than
the other, the more restrictive should govern. This means that clinicians provid-
ing treatment to the many individuals with co-occurring mental, substance-use,
and general health problems and illnesses need to comply with multiple regula-
tions and laws governing the release of information, as well as policies pre-
scribed by the organization or organizations under whose auspices they pro-
vide care. This situation inhibits or at least confounds communications between
M/SU and general health care providers. The need for an appropriate balance
between privacy concerns and sharing of clinically relevant information among
providers is addressed in Chapters 5 and 6.

Finally, while use of electronic health records, decision support, and
other information technology applications is growing in general health
care, their use in M/SU health care is more limited.

Greater Diversity of Types of Providers

Although the diagnosis and treatment of general health conditions are
typically limited to physicians, certain advanced practice nurses, and phy-
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sician assistants,5 M/SU health care clinicians include psychologists, psy-
chiatrists, other specialty or primary care physicians, social workers,
psychiatric nurses, marriage and family therapists, addiction therapists,
psychosocial rehabilitation therapists, sociologists, and a variety of coun-
selors (e.g., school counselors, pastoral counselors, guidance counselors,
and drug and alcohol counselors) (see Chapter 7). In addition to having
differing education, training, and therapeutic approaches, these clinicians
may not be educated in clinical practice guidelines for evidence-based care,
receive training in their use, understand them, or be motivated to apply
them (Manderscheid et al., 2001). As a result, some clinicians may be more
committed to “schools” of practice than to evidence-based eclecticism
(Jackim, 2003). Also, differences in educational curriculums make it diffi-
cult to credential providers in the large number of therapies in current use.

Differences in the Marketplace

State and local governments play a larger role in purchasing and deliv-
ering M/SU health care compared with general health care (Hogan, 1999).
In 2001, Medicaid (a state-administered program) and other state and local
government programs together paid for 52 percent of all M/SU health care
in the United States, with Medicaid, the largest payer, representing more
than a quarter of all spending on mental health care (Mark et al., 2005).
Medicaid funds pay primarily for mental health care; the major source of
funds for substance-use health care is federal block grants to states, which
states use to purchase or provide services directly. Moreover, M/SU spend-
ing accounts for approximately 30 percent of all state and local spending
(excluding Medicaid) for health care but represents only 4 percent of health
care spending in the private sector. Between 1991 and 2001, annual spend-
ing by private insurers for substance-use treatment did not keep pace with
inflation and declined in real dollars. In 1991, private insurers paid for 24
percent of all substance-use health care; in 2001 they paid for 13 percent
(Mark et al., 2005). In general health care, payers are more often private
insurers or the Medicare program.

The greater financial attention to M/SU health care in the public sector
has several ramifications. First, because of the larger role of state and local
governments, there is greater variability in how M/SU health care can be
accessed and how providers are selected and reimbursed, as well as in the
reporting requirements associated with the various local and state pro-
grams. Second, the greater visibility and financial consequences of M/SU

5Dentists, chiropractors, and podiatrists also are licensed to diagnose and treat, but typi-
cally within proscribed domains.
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health care in the public as compared with the private sector may explain
why leadership on some quality improvement initiatives, such as reduction
in the use of restraints, performance measurement, and consumer-oriented
health care, is more often found in the public than the private sector.

Moreover, although access to M/SU health care for some individuals
has improved over the past decade (Kessler et al., 2005; Mechanic and
Bilder, 2004), there are still unique obstacles to accessing these services.
Insurers continue to impose greater limits on M/SU health care coverage by
requiring higher copayments and deductibles, limiting benefits (Bureau of
Labor Statistics, 2003), and excluding coverage altogether if an injured
individual was under the influence of alcohol or some other drug (Cimons,
2004). These cost and insurance issues are a leading reason reported by
consumers for not receiving needed M/SU treatment (SAMHSA, 2004).

Further, individuals with substance-use illnesses themselves may im-
pede their access to care in the marketplace. Individuals with substance-use
problems and illnesses who do not experience recovery on their own typi-
cally do not seek treatment until their condition becomes so severe that they
must do so, or they are compelled by workplace problems, criminal of-
fenses, and the like (Weisner and Schmidt, 2001). In a 2001 national survey
of individuals in recovery from alcohol or other drug illnesses and their
families, 60 percent reported that denial of “addiction” or refusal to admit
the severity of the problem was the greatest barrier to their recovery. Em-
barrassment or shame was the second most frequently cited obstacle (Peter
D. Hart Research Associates, Inc., 2001). This is unfortunate because,
as noted in Chapter 1, evidence shows that interventions delivered to pa-
tients with substance-use problems and illnesses can reduce substance use
(Bernstein et al., 2005; Fleming et al., 1997).

APPLYING THE QUALITY CHASM APPROACH TO HEALTH CARE
FOR MENTAL AND SUBSTANCE-USE CONDITIONS

More detailed analyses of the above issues are presented in the follow-
ing chapters. As a result of these analyses, the committee made an overall
finding and formulated an overarching recommendation concerning the
relationship between M/SU and general health care. In addition, the com-
mittee made two overall findings and formulated a second overarching
recommendation pertaining to the feasibility of applying the Quality Chasm
framework to M/SU health care.

Relationship between M/SU and General Health Care

In conducting its work, the committee, like many expert panels before
it, was confronted by the “destructive,” “artificial, centuries old separation
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of mind and body” that was criticized in the 1999 Surgeon General’s Re-
port on Mental Health (DHHS, 1999:Preface and p. x). Since that report
was released, evidence for the effects of mental and substance-use problems
and illnesses on each other and on general health and health care continues
to accumulate (Bush et al., 2005; Katon, 2003; Kroenke, 2003). Depression
and anxiety disorders are strongly associated with somatic symptoms, such
as headache, fatigue, dizziness, and pain, that are the leading cause of
outpatient medical visits and often medically unexplained (Kroenke, 2003).
Similarly, substance-use problems and illnesses contribute to the misdiag-
nosis, difficult management, and poor outcomes associated with many of
the most pervasive medical illnesses in this country, such as chronic pain,
sleep disorders, breast cancer, hypertension, diabetes, pneumonia, and
asthma (Howard et al., 2004; Rehm et al., 2003; Saitz et al., 1997). A sub-
stantial portion of individuals with chronic physical illnesses also have a
comorbid M/SU problem or illness. A nationally representative survey of
Americans found that among respondents with the four most common
chronic general illnesses (hypertension, arthritis, asthma, and ulcers), the
loss of whole or partial work days was confined largely to those to those
who had a co-occurring mental condition (Kessler et al., 2003).

Examining in detail the effect of just one type of mental illness (depres-
sion) on one general health care condition (heart attack), a recent Agency
for Healthcare Research and Quality (AHRQ) Evidence Report/Technology
Assessment found that approximately one in five patients hospitalized for a
heart attack suffers from major depression, and that the evidence is “strik-
ingly consistent” that post–heart attack depression significantly increases
one’s risk of death from heart-related or other causes. Patients with depres-
sion are about three times more likely to die from a future heart attack or
other heart problem. Fully 60–70 percent of individuals who become de-
pressed when hospitalized for a heart attack continue to suffer from depres-
sion for 1–4 or more months after discharge, and during the first year
following a heart attack, those with major depression can experience a
delay in returning to work, worse quality of life, and worse physical and
psychological health (Bush et al., 2005:5).

Overall Finding. Mental, substance-use, and general illnesses are
highly interrelated, especially with respect to chronic illness and
injury. Improving care delivery and health outcomes for any one
of the three depends upon improving care delivery and outcomes
for the others.

Overarching Recommendation 1. Health care for general, mental, and
substance-use problems and illnesses must be delivered with an under-
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standing of the inherent interactions between the mind/brain and the
rest of the body.

Applicability of the Quality Chasm Framework

As a result of its analyses (contained in the succeeding chapters), the
committee made the following two overall findings:

Overall Finding. M/SU health care—like general health care—is
often ineffective, not patient-centered, untimely, inefficient, inequitable,
and at times unsafe. It, too, requires fundamental redesign.

Overall Finding. The Quality Chasm recommendations for the
redesign of health care are as applicable to M/SU health care as
they are to general health care.

In light of the above findings, the committee makes the following rec-
ommendation:

Overarching Recommendation 2. The aims, rules, and strategies for
redesign set forth in Crossing the Quality Chasm should be applied
throughout M/SU health care on a day-to-day operational basis, but
tailored to reflect the characteristics that distinguish care for these
problems and illnesses from general health care.

The following chapters describe how to implement these overarching
recommendations.
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3

Supporting Patients’ Decision-
Making Abilities and Preferences

Summary

Residual stigma, discrimination, and the multiple types of coercion
that sometimes bring individuals with mental and/or substance-
use (M/SU) illnesses into treatment have substantial implications
for their ability to receive care that is respectful of and responsive
to their individual preferences, needs, and values—what the Quality
Chasm report refers to as “patient-centered care.” Concerns about
impaired decision making and the risk of violence are responsible
for much of this stigma and the resulting discrimination. The
failure of many to understand the biological and medical nature
of drug dependence creates additional stigma for those individuals
whose alcohol or other drug use has progressed to physiological
dependence. Moreover, coerced treatment, common in substance-
use health care though less so in mental health care, raises the
question of how all patients with M/SU illnesses can be the source
of control for their treatment decisions.

However, there is great diversity in the decision-making abilities
of individuals with M/SU illnesses—just as there is in the general
population. Even when care is coerced, patients can and should
have a voice in the options available within their care plan. Actively
supporting these patients’ decision making at the point of care
delivery can preserve respect for patient preferences, needs, and
values and improve patient outcomes. The committee recommends
specific actions that all clinicians, organizations, accrediting bodies,
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health plans, and purchasers involved in M/SU health care should
take to ensure patient-centered care for individuals with M/SU
problems and illnesses. It further recommends actions to preserve
patient-centered care when coercion into treatment is unavoidable.

RULES TO HELP ACHIEVE PATIENT-CENTERED CARE

Crossing the Quality Chasm defines “patient-centered care” as care
that is “respectful of and responsive to individual patient preferences, needs,
and values and ensur[es] that patient values guide all clinical decisions”
(emphasis added) (IOM, 2001:40). A number of the rules for redesigning
health care set forth in the Quality Chasm report (see Box 2-2 in Chapter 2)
relate to achieving patient-centered care (see Box 3-1).

The aim of patient-centered care and its associated rules emphasize (1)
clinical care that is based on individual patient preferences, needs, values,
and decision making; and (2) patient access to and receipt of information
that permits well-informed health care decisions. Yet consumers of all types
of health care face substantial barriers to making such decisions. These

BOX 3-1 Rules for Patient-Centered Care

Customization based on patient needs and values. The system of care should
be designed to meet the most common types of needs but have the capability to
respond to individual patient choices and preferences.

The patient as the source of control. Patients should be given the necessary
information and the opportunity to exercise the degree of control they choose over
health care decisions that affect them. The health system should be able to ac-
commodate differences in patient preferences and encourage shared decision
making.

Shared knowledge and the free flow of information. Patients should have un-
fettered access to their own medical information and to clinical knowledge. Clini-
cians and patients should communicate effectively and share information.

The need for transparency. The health care system should make available to
patients and their families information that allows them to make informed deci-
sions when selecting a health plan, hospital, or clinical practice, or choosing
among alternative treatments. This should include information describing the sys-
tem’s performance on safety, evidence-based practice, and patient satisfaction.

Anticipation of needs. The health system should anticipate patient needs, rather
than simply reacting to events.

SOURCE: IOM, 2001:8.
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barriers include inadequate comparative information and poorly structured
mechanisms to enable meaningful choices of plans, providers, and treat-
ments1; poor general and health literacy (IOM, 2004a); a tension that can
sometimes occur between consumer-directed and evidence-based care (IOM,
2001); and providers’ lack of understanding of cultural differences.

When one is diagnosed with a mental and/or substance-use (M/SU)
illness (and sometimes an M/SU problem), additional obstacles to decision
making arise from the lingering stigma attached to some of these illnesses
and from the practice of coerced treatment. The effects of this stigma and
coercion (especially as they relate to perceptions of patients as having im-
paired decision-making abilities and posing a danger) are complex and have
substantial ramifications for the delivery of patient-centered care. These
issues and related evidence are presented in the following four sections of
this chapter, which address, respectively:

• Effects of stigma and discrimination in impairing patient decision
making, patient-centered care, and patient outcomes. Understanding these
effects points to actions that can counteract stigma and discrimination.

• Two stereotypes that uniquely stigmatize individuals with M/SU
problems and illnesses—impaired decision making and dangerousness—as
well as additional stigmatizing misperceptions about drug dependence.

• Coercion into treatment that results from concerns about impaired
decision making and dangerousness.

• Actions clinicians, organizations, insurance plans, and governments
(federal, state and local) can take to combat stigma and discrimination and
support patient-centered care.

The committee’s recommendations for achieving patient-centered M/SU
care are presented in the final section.

HOW STIGMA AND DISCRIMINATION IMPEDE
PATIENT-CENTERED CARE

“Stigma” is defined as the negative labeling and stereotyping of a group
of individuals that is based on some observable trait they share and that

1Some consumer information needs and choices pertain to the patient’s role as a consumer
in the health care marketplace, that is, as a purchaser of health insurance and chooser of both
health plan and individual providers. Other information needs and choices relate to consum-
ers’ role within the patient–health care provider treatment relationship, one that involves
selecting among different treatments and being active partners in the management of their
illness and recovery. This chapter addresses the individual’s role as patient within the treat-
ment relationship; the patient’s role as informed consumer and purchaser in the health care
marketplace is discussed in Chapter 8.
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leads to discrimination against them by individuals or society at large
(Corrigan and Penn, 1999; Link and Phelan, 2001). “Stigma” refers to the
negative attitudes toward members of a group; “discrimination” refers to
the behaviors that result from these attitudes.

Within a stigmatized group, different personal, social, and economic
resources shape the lives and personal power of individual group members
and produce substantial variation in the extent to which any given member
personally experiences the effects of stigma (Link and Phelan, 2001). Nev-
ertheless, American society as a whole—like that of most if not all coun-
tries—has for centuries stigmatized individuals with M/SU illnesses and
discriminated against them socially, in employment, and in their efforts to
secure such necessities of life as housing (Farina, 1998; Join Together,
2003; SAMHSA, 2000). Although understanding of the causes of mental
illnesses has improved among the general population over the past 50 years,
stigma continues (Hall et al., 2003; Pescosolido et al., undated) to varying
degrees for individuals with different M/SU illnesses. In general, substance-
use illnesses are more stigmatized than mental illnesses, and some mental
illnesses (e.g., schizophrenia) more than others (e.g., major depression)
(Mann and Himelein, 2004; Martin et al., 2000).

Two negative stereotypes in particular stigmatize individuals with
M/SU illnesses and affect their ability to receive patient-centered care: (1)
misperceptions about the extent to which individuals with various M/SU
illnesses are capable of making decisions about their treatment, and (2)
erroneous beliefs about the extent to which these individuals pose a danger
to themselves or others (Martin et al., 2000).2 Individuals who have devel-
oped physiological drug dependence may also suffer from the erroneous
stereotype that their drug cravings and compulsion to continue using drugs
in the face of serious adverse consequences are solely a matter of weak
moral character or lack of willpower (SAMHSA, 2000). This failure to
understand the biological mechanisms and consequences of drug depen-
dence interferes with these individuals’ ability to participate in and receive
care that may be most effective in treating their chronic condition.

Evidence pertaining to the above stereotypes is presented in the next
section. In this section, we examine three ways in which these stereotypes
threaten the receipt of patient-centered care: (1) by lessening patients’
ability to participate in the management of their illness and achieve
desired treatment outcomes; (2) by encouraging pessimistic and non-
therapeutic attitudes and behaviors among clinicians, making them less

2Individuals with mental illnesses also historically have been stereotyped as possessing a
number of other negative attributes, such as lack of interpersonal skills; the display of alienat-
ing behaviors; and among the seriously mentally ill, unattractive appearance (Farina, 1998;
Martin et al., 2000).
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likely to foster and support patients’ self-management efforts; and (3) by
promoting discriminatory public policies that create barriers to patient-
centered care and recovery. All three of these effects of stereotyping can
contribute to poorer health outcomes (Link and Phelan, 2001). Under-
standing them can point to ways of remedying them and thereby promot-
ing patient-centered care.

Adverse Effects on Patients’ Ability to Manage Their Care
and Achieve Desired Health Outcomes

As noted below, the adverse effects of stigma lead down a pathway to
diminished health outcomes. The steps along this pathway are depicted in
Figure 3.1 and described below.

3Evidence suggests that actual experiences with social rejection are likely to be a more
powerful influence than the expectation of rejection (Wright et al., 2000).

Diminished Self-Esteem

Stigma influences not just how individuals with M/SU illnesses are
perceived by others, but also how they perceive themselves (Farina, 1998;
Link and Phelan, 2001; Wahl, 1999; Wright et al., 2000). Individuals with
a mental illness who have greater concerns about or experiences with stig-
matization3 have lower self-esteem (Link et al., 2001; Wright et al., 2000),
perform more poorly on tasks (Farina, 1998), and have weaker social and
leisure relationships and interactions (Perlick et al., 2001), all of which are
associated with a greater risk of relapse or no remission (Cronkite et al.,
1998; Sherbourne et al., 1995). Among individuals with mental health
problems, stigma also is associated with not taking prescribed medications
(Sirey et al., 2001) and is a significant reason why some individuals do
not seek treatment (SAMHSA, 2004b). Moreover, stigma leads to self-
deprecation and compromised feelings of mastery over life circumstances
(Wright et al., 2000), and thereby diminishes beliefs and expectations re-
garding self-determination and the ability to make decisions on one’s own
behalf. In short, diminished self-esteem correlates with decreased belief in
“self-efficacy” (Markowitz, 1998).

Stigma → ↓ Self-Esteem → ↓ Self-Efficacy → ↓ Ability to Manage Chronic Illness → ↓ Health Outcomes/Recovery

FIGURE 3-1 The stigma pathway to diminished health outcomes.
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Decreased Self-Efficacy

Perceived self-efficacy refers to a person’s belief that that he or she is
capable of carrying out a course of action to reach a desired goal. Self-
efficacy beliefs touch every aspect of peoples’ lives—whether they think
productively, self-defeatedly, pessimistically, or optimistically; how well
they motivate themselves and persevere in the face of adversity; their vul-
nerability to stress and depression; the life choices they make; the courses of
action they pursue; how much effort they will make in pursuing a course of
action; and their emotional reactions to the course of events. Self-efficacy
also is a critical determinant of how well knowledge and skills are obtained
(Pajares, 2002) and an excellent predictor of behavior. Unless people be-
lieve they can produce desired events through their actions, they have little
incentive to act. Self-efficacy beliefs are constructed from four main sources
of information: personal experience of mastery; vicarious experience
through others with similar characteristics; verbal persuasion; and physi-
ological capability, strength, and vulnerabilities (Bandura, 1997b).

There is evidence that self-efficacy is key to individuals’ successful self-
management of a variety of chronic illnesses and achievement of resulting
improvements in health outcomes (Lorig and Holman, 2003; Lorig et al.,
2001; Shoor and Lorig, 2002), as well as an important component of
recovery from substance use (Samet et al., 1996). Self-efficacy is among the
most powerful predictors of favorable posttreatment outcomes among
treated alcohol patients (Project MATCH Research Group, 1998). It is also
theorized to be a common mechanism in the effectiveness of psychosocial
treatments for a variety of mental illnesses (Bandura, 1997a; Mueser et al.,
2002).

Impaired Illness Self-Management

Illness self-management encompasses the day-to-day tasks an individual
carries out to live successfully with chronic illness(es). Experts in the study
of effective illness self-management interventions identify five core skills
needed by patients: problem solving, decision making, resource utilization,
formation of an effective patient–provider relationship, and taking action.
These five skills are necessary to manage the effects of illness in three areas:
medical or behavioral health practices, social and interpersonal role func-
tioning, and emotional management (Lorig and Holman, 2003). These skills
pertain, for example, to monitoring illness symptoms; using medications
appropriately; practicing behaviors conducive to good health in such areas
as nutrition, sleep, and exercise; employing stress reduction practices and
managing negative emotions; using community resources appropriately;
communicating effectively with health care providers; and practicing health-
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related problem solving and decision making. Self-management support
programs for a variety of chronic illnesses, including heart disease, lung
disease, stroke, and arthritis, have been shown to reduce pain and disabil-
ity, lessen fatigue, decrease needed visits to physicians and emergency rooms,
and increase self-reported energy and health. These improvements in health
outcomes are strongly associated with increased self-efficacy (Bodenheimer
et al., 2002a; Lorig and Holman, 2003; Lorig et al., 2001).4

Components of illness self-management for individuals with chronic
mental illnesses such as schizophrenia and bipolar illness (i.e., psycho-
education, behavioral practices to support taking medications appropriately,
relapse prevention, and teaching of coping skills and actions to alleviate
symptoms) also have been developed, tested, and found effective in address-
ing many of the behaviors necessary for patient recovery (Mueser et al.,
2002). A standardized approach for illness self-management has been devel-
oped and empirically validated by Stanford University (Stanford University
School of Medicine, 2005). Illness self-management also is included as one of
the six essential components of the Chronic Care Model (Bodenheimer et al.,
2002b), which is discussed in Chapter 5 and is achieving improved health
outcomes for a variety of physical and mental illnesses.

Weakened Patient Activation and Self-Determination

Self-efficacy and self-management also are related to the concepts of
“patient activation” and “patient self-determination.” “Patient activation”
refers to the constellation of skills, knowledge, beliefs, and behaviors neces-
sary for an individual to manage a chronic illness successfully (Von Korff et
al., 1997). An “activated” patient also is one of the key elements of the
Chronic Care Model (Bodenheimer et al., 2002a). Self-determination theory
is concerned with individuals’ innate inner resources for personality devel-
opment and behavioral regulation and how these resources are influenced
by social contexts so as to affect human motivation (Ryan and Deci,
2000). Research in this area has established the central importance to self-
determination of three innate psychological needs: self-perceived compe-
tence (self-efficacy, discussed above), autonomy, and relatedness. This re-
search also has shown that people must perceive themselves as competent

4A recent analysis of self-management education programs (Warsi et al., 2004) found a
small to moderate effect on outcomes for some clinical conditions (diabetes and hypertension)
but no significant consistent benefit for asthma programs. This same analysis noted wide
variation in the methodologies used and inconsistent reporting of measures of self-efficacy in
these programs. Experts caution that many programs calling themselves self-management
programs do not teach all the core skills involved and fail to address the necessary scope of
issues (Lorig and Holman, 2003).
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(self-efficacious) and experience their behavior as volitional if they are to
possess intrinsic motivation (Cook, 2004).

Whether one is discussing patient self-management, self-activation, or
self-determination, the underlying theme is the same: patients’ behaviors
will be determined by how meaningful a given problem is to them and how
capable of resolving the problem they perceive themselves to be. As de-
scribed above, stigma can adversely affect individuals’ self-efficacy beliefs,
their ability to manage their M/SU illness, and thereby their recovery. Clini-
cians, through their clinical expertise and close relationship with their pa-
tients, should be vehicles for increasing their clients’ beliefs in their self-
efficacy. However, not all providers foster their patients’ self-efficacy beliefs
and support patient decision making—the second way in which stigma
obstructs patient-centered care.

Stigma Affects Clinician Attitudes and Behaviors

Because of their scientific knowledge and special relationship with their
patients, clinicians have a singular opportunity through their attitudes and
practices to promote patient self-esteem, self-efficacy, decision making about
treatment, illness self-management practices, and recovery. While many
health care professionals exemplify these positive attitudes and related
practices in their treatment relationships with their patients, some do not.
Testimony to the committee from consumer groups (Bergeson, 2004;
Leibfried, 2004) revealed that poor provider support for patients’ decision
making and illness self-management and pessimistic beliefs about their abili-
ties were serious obstacles to their decision making and recovery. As articu-
lated by one speaker (Bergeson, 2004):

We believe that the majority of physicians and other health care providers
must fundamentally change their approach toward their patients, an ap-
proach revealed through the use of that “special voice.” Sadly, far too
many professionals have a manner of speaking to us as if we are slightly
stupid children.

It’s that voice that reminds us that we aren’t really partners in care
with our health care providers. No matter that we may know more about
the latest efficacy data on specific medications than our doctors; no mat-
ter that we may be following rTMS and vagus nerve studies as treatment
options and our nurses haven’t even heard of them; no matter that we
may be aware of the outcomes of CBT [cognitive behavioral therapy] with
bipolar patients, and our talk therapist—who is most frequently a social
worker—isn’t schooled in the fundamentals of CBT.

It’s that voice that reminds us that health care providers still think of
themselves as taking care of us, instead of working with us. It’s the voice
of learned helplessness.
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Such negative and discouraging attitudes and practices are a serious
problem. Experts in self-efficacy research note that it is usually easier to
weaken self-efficacy beliefs through negative appraisals than to strengthen
them through positive comments (Pajares, 2002).

With respect to treatment for substance dependence, some providers
hold the stereotypical view discussed above that fails to understand the
biological aspects of dependence and regards the illness simply as a matter
of failed willpower or weak character. As a result, a treatment provider or
program may not offer or support a patient’s choice to use medications,
such as methadone, to treat the illness.

Nontherapeutic clinician attitudes and behaviors may have several
sources. First, health care providers, through general societal acculturation,
initially can be expected to hold the same attitudes and beliefs about indi-
viduals with M/SU illnesses as society at large unless they have had substan-
tial prior contact with such individuals (Corrigan et al., 2001; Kolodziej
and Johnson, 1996) and/or been assimilated into a different culture that
counteracts this misinformation. However, the clinical settings in which
some graduate mental health students receive their training provide pre-
dominantly inpatient as opposed to outpatient care. Graduate education of
medical residents, for example, has been slow to shift training away from
inpatient settings (Hoge et al., 2002). Clinical training in inpatient settings,
as opposed to the ambulatory settings in which most individuals receive
treatment, provides experience with patients with mental illnesses during
their most acutely ill phase and may thus reinforce a view of those with
such illnesses as being more disabled than is the case. Moreover, most
academic education and training programs for clinicians focus on the cog-
nitive domain of learning, along with some skill development.  Few pro-
grams have content or instructional strategies targeting the affective or
attitudinal domain of learning. Thus it should not be a surprise that clini-
cians’ attitudes may mirror those of society at large and be unchanged by
their education (Stuart et al., 2004).

Also, as discussed in Chapter 7, education of the general health care
workforce has addressed substance-use illnesses inadequately. To the ex-
tent that health care providers do not understand and have knowledge of
alcohol and drug dependence as distinct diseases, their treatment of these
illnesses will be ineffective. Unfortunately, evidence presented in Chapter 4
indicates that such poor understanding and limited knowledge may be
widespread. In one study, treatment of alcohol problems and illnesses na-
tionally ranked the lowest on measures of health care quality for a wide
variety of illnesses (McGlynn et al., 2003).

Moreover, the terminology used by society to refer to M/SU health care
is different from that used in general health care and may foster stigmatiz-
ing beliefs. For example, “mental illness” often is used as a singular noun
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instead of the plural “mental illnesses.” Research indicates that some people
attach different levels of stigma to different mental illnesses, based in part
on the extent to which a given illness is perceived as treatable (Mann and
Himelein, 2004). Consistent with this attitude, surveys of the public show a
reluctance to label an individual as “mentally ill,” but a greater willingness
to use more-specific mental health labels, such as “schizophrenia,” “major
depression,” or “alcohol dependence” (Link et al., 1999). A one-size-fits-all
label of “mental illness” could foster a perception that all mental illnesses
have equal consequences, disabilities, and handicaps, and perhaps contrib-
ute to stereotyping. In contrast, we no longer typically refer to individuals
as having “cancer” as if it is a single disease; rather, we more often (and
more accurately) refer to them as having leukemia, breast cancer, mela-
noma, lung cancer, colon cancer, prostate cancer, etc. A parallel can also be
drawn with references to HIV, measles, tuberculosis, and so on instead of
simply “infectious disease.”

In addition, some terminology and phrasing used in M/SU health care is
different from that commonly used in general health care and may encour-
age clinicians’ nontherapeutic attitudes. For example, the terms mental
“disorders” (as in the Diagnostic and Statistical Manual of Mental Disor-
ders [DSM]) and emotional “disturbances”5 are used to describe mental
illnesses, problems, and symptoms. In general health care, the terms “disor-
ders,” “disordered” and “disturbance” are used less frequently. The Inter-
national Classification of Diseases (ICD), the coding system used in the
United States and worldwide for the collection and analysis of health care
data, generally uses the terminology “diseases,” “conditions,” “symptoms,”
“problems,” and “complaints” for most health conditions but, like the
DSM, typically refers to mental illnesses and conditions as “disorders”
(AMA, 2001). Calling mental and emotional problems and illnesses “disor-
ders” and “disturbances” disinclines those so labeled and those applying
the labels to think of individuals thus afflicted as having an illness, a condi-
tion, symptoms, or perhaps a “problem” that is amenable to short-term
intervention. Rather, these labels could contribute to a perception that
mental illnesses and problems should be viewed differently from most gen-
eral health care illnesses, symptoms, and problems.

Moreover, the phrasing “serious and persistent,” used in some federal
laws to refer to a subset of mental illnesses, has no counterpart in general
medical care, which describes general illnesses with similar consequences as
“severe” and “chronic.” The word “serious,” for example, is not used in
general health care terminology such as that in the ICD (e.g., it is not

5The term “serious emotional disturbance” is found in multiple federal statutes and regula-
tions (e.g., the Individuals with Disabilities Education Act [IDEA], Public Law 101-476) and
has thus pervaded the vocabulary of mental health care for children.
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common to talk about “serious” cancers). The term “persistent” could
connote a lack of belief in the ability to improve and recover. A less pejora-
tive and clinically more meaningful way to categorize individuals with
mental illnesses that are accompanied by chronic functional limitations
might be to refer to them as having mild, moderate, or severe disability
associated with a mental illness symptom or diagnosis, rather than referring
to them as “seriously” mentally ill.

The use of the word “abuse” as opposed to substance “use” or “depen-
dence” also has been identified as pejorative. It implies that alcohol or other
drug dependence connotes a “willful commission of an abhorrent (wrong
and sinful) act” and misstates the nature of alcohol or drug use and depen-
dence (White, undated:4).

Recognizing the power of terminology to contribute to stigma, the
Substance Abuse and Mental Health Services Administration’s (SAMHSA)
National Treatment Plan Initiative for improving substance abuse health
care called for a language audit to identify problems inherent in the termi-
nology used in the field and in public discussions, and for the development
of a nonstigmatizing taxonomy to describe alcoholism, drug “addiction,”
and available treatments and services (SAMHSA, 2000). A similar process
could be beneficial in reducing stigmatizing language used throughout the
mental health field.

Finally, major factors in clinicians’ beliefs and behaviors may be no-
tions of M/SU patients’ inability to make decisions competently and diffi-
culties encountered when individuals are coerced into treatment—a com-
mon occurrence for those entering treatment for substance use. Evidence on
both of these factors is discussed later in this chapter.

Relationship Between Stigma and Discriminatory Policies

The discrimination that results from stigma can be direct from person
to person, such as that described above, or may involve an individual in a
position of authority denying employment, housing, or a social relation-
ship to an individual who is a member of a stigmatized group. More
structurally imbedded societal discrimination can also occur, as when
treatment settings are located in more disadvantaged neighborhoods or
when society decides to expend fewer resources on a stigmatized group
(Corrigan and Watson, 2003; Link and Phelan, 2001). Thus, the effects of
stigma extend beyond the attitudes and practices of individual members
of the public, patients, and clinicians to influence public policy as well—
the third way in which stigma obstructs patient-centered care. The most
visible manifestation of this level of discrimination is the more limited
insurance coverage of M/SU health care compared with general health
care. Such discrimination is also seen in public policies that impose addi-
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tional penalties beyond those imposed by the judicial system on individu-
als convicted of some types of drug use.

Discrimination in Health Insurance Coverage

Coverage of mental health care Despite federal and state laws aimed at
encouraging equal coverage of mental health and other health benefits
offered by employers,6 the National Compensation Survey of private em-
ployers, conducted in 2000 by the Department of Labor, documented that
inpatient and outpatient mental health care is less often covered in em-
ployee health benefit plans than is general health care. Approximately 7
percent of employees with medical care benefits do not have inpatient or
outpatient mental health care included in their benefit package. Of the 93
percent of employees with mental health benefits, 85 and 93 percent are
subject to limitations on inpatient and outpatient mental health benefits,
respectively, that are more restrictive than those on general medical ben-
efits. The most common difference is more restrictions on inpatient days of
care and outpatient visits, experienced by 76 and 72 percent of employees,
respectively. Higher copayments or coinsurance for inpatient and outpa-
tient care are also experienced by 16 and 50 percent, respectively (Bureau
of Labor Statistics, 2003).7

Results of a 2002 survey of public employers indicate that limitations
on inpatient and outpatient days of care may have increased over the past
few years, while cost sharing has declined (Barry et al., 2003). In 2003,
27 percent of workers in public and private firms with three or more
workers were restricted to 20 or fewer outpatient visits per year, and 37
percent were restricted to 21–30 inpatient days per year. An additional
13 percent were limited to 20 or fewer inpatient days per year (Claxton et
al., 2003). These benefit limits most often are reached by individuals with
some of the most severe mental illness diagnoses, including depression,
bipolar illness, and psychoses. Moreover, some state laws narrowly define
mental illness to include only specific diagnoses, such as schizophrenia,

6The Mental Health Parity Act, passed by Congress in 1996, prohibited annual or lifetime
dollar limits on coverage in firms with 50 or more employees unless equal limits were placed
on nonmental health care. However, the law did not prohibit other types of benefit coverage
disparities, such as different copayment requirements and limits on outpatient visits or inpa-
tient days. Also, although 34 states have enacted some form of parity legislation, these laws
vary greatly in the population covered, types of limitations prohibited, and excluded diag-
noses (Barry et al., 2003).

7The Medicare program similarly requires a 50 percent copayment for visits to a psychia-
trist, in contrast to a 20 percent copayment for visits for other illnesses.
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schizoaffective disorder, bipolar disorder, major depression, and obsessive-
compulsive disorder (Health Policy Tracking Service, 2004).

There is also evidence that benefit limits are reached more often by
children than adults (Peele et al., 1999). In addition, some specific diag-
noses that are common in childhood, such as autism, attention deficit hy-
peractivity disorder (ADHD), and conduct disorders, are excluded from
coverage under certain private health benefit plans (Peck and Scheffler,
2002; Peele et al., 2002). In other cases, benefits are constructed in ways
that prevent effective treatment for some childhood conditions (Peck and
Scheffler, 2002).

The U.S. Government Accountability Office (GAO) found that such
limitations on insurance coverage contribute to the phenomenon whereby
some families resort to placing their children (most often adolescents with
severe mental illness) in the child welfare or juvenile justice system even
though the family is not neglectful or abusive of the child, and the child has
committed no criminal or delinquent act. Because the child welfare and
juvenile justice systems often have ways of paying for mental health ser-
vices, they are used by parents for this purpose even though they were not
designed to care for children who have not been abused or neglected or
committed a criminal or delinquent act (GAO, 2003). Doing so sometimes
requires parents to give up legal custody of their children and place them in
an out-of-home residential or foster care setting (Giliberti and Schulzinger,
2000). In 2001, 19 states and 30 counties estimated that 12,700 children in
their jurisdictions were placed in the child welfare or juvenile justice system
for the purpose of receiving mental health services. Because there is no
systematic tracking of these children, the extent to which this phenomenon
occurs nationally is unknown; however, GAO states that it is likely higher
than the numbers reported by this limited number of states (GAO, 2003).
In Virginia alone, for example, 2,008 children—approximately 1 of every 4
children in Virginia’s foster care system as of June 1, 2004—were there
either because mental health care was not fully covered by the parents’
insurance or because the family did not have access to any insurance
(Jenkins, 2004).

Coverage of substance-use health care Individuals with substance-use ill-
nesses face even greater discrimination in insurance coverage than those
with mental illnesses. Fewer employer-sponsored health plans cover
substance-use treatment than cover either general or mental health care.
Only 84 and 85 percent of employers providing medical care benefits,
respectively, have coverage for outpatient drug or alcohol rehabilitation,
compared with 100 percent who have coverage for general hospital and
physician office visits and 93 percent who have coverage for inpatient and
outpatient mental health care. When coverage for substance-use illnesses is
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available, it also is typically more restrictive than that for general illnesses
(Bureau of Labor Statistics, 2003). For example, some policies provide for
only two lifetime episodes of treatment for substance-use problems or ill-
nesses.8 Although as of 2000, 41 states and the District of Columbia either
explicitly included substance-use treatment within the scope of their men-
tal health benefit laws or had separate statutes addressing substance-use
treatment coverage, 13 of these state laws covered only treatment for alco-
holism, as opposed to treatment for other drug use (GAO, 2000).

Moreover, private insurers sometimes deny insurance claims for the
care of an injury sustained by an individual if he or she was intoxicated or
under the influence of any narcotic at the time of the injury. A late 1998
review of insurance statutes in all 50 states found that 38 states and the
District of Columbia allowed policies that denied health insurance coverage
for injuries due to alcohol use (Rivara et al., 2000). Representative data do
not exist on the extent to which insurance plans exercise these provisions.
However, provider perceptions that this may occur and result in denial of
reimbursement discourage emergency departments and trauma centers from
screening for alcohol use (Cimons, 2004)—this despite the strong associa-
tions between alcohol use and trauma and the effectiveness of screening and
brief interventions in reducing substance use (D’Onofrio and Degutis, 2002;
Gentilello et al., 2005; Moyer et al., 2002).

Insurance discrimination is not limited to private-sector insurance pro-
grams. The traditional Medicare indemnity program (the fee-for-service
program in which the great majority of Medicare beneficiaries are enrolled)
covers mental health and substance-use care. However the outpatient ben-
efit requires relatively high cost sharing (50 percent), except for medication
management (20 percent copayment).

Other Discriminatory Public Policies

Restrictions on access to student loans for some drug offenses Because
federal student loan programs can help pay for higher education, they can
play an important part in helping individuals realize their plans for recov-
ery from substance-use illnesses. However, the 1998 Amendments to the
Higher Education Act of 1965 added a provision9 that makes an individual
convicted (in the criminal as opposed to juvenile justice system) of the
possession or sale of a controlled substance ineligible to receive any federal
grant, loan, or work assistance funding for higher education. The period of

8Joan M. Pearson, Principal, Towers Perrin. Personal communication July 8, 2005.
920 USC Chapter 28, Higher Education Resources and Student Assistance, Subchapter IV,

Part F, Section 1091(r). Regulations at 34 CFR Chapter VI, Subpart D, section 668.40.
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ineligibility varies from 1 year to an “indefinite” length of time according
to whether the conviction is for possession or sale and whether it is for a
first, second, or subsequent offense. These restrictions are placed on an
individual in addition to the sentence imposed by the criminal justice sys-
tem. Eligibility can be reinstated subsequent to satisfactory completion of
an approved drug rehabilitation program (which is defined liberally but
must include at least two unannounced drug tests). This law does not
include alcohol-related convictions, such as multiple drunk-driving convic-
tions or manslaughter as a result of drunk driving. Nor does it prohibit
student loans for individuals convicted of non–drug-related violent crimes,
such as assault, rape, or murder.

Potential lifetime ban on receipt of food stamps or welfare for felony drug
conviction Under section 115 of the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 (often referred to as the “Welfare
Reform Act”), individuals convicted of a state or federal felony offense of
possession, use, or sale of drugs (i.e., controlled substances, not alcohol)
are subject to a ban on receiving federal cash assistance (Temporary Assis-
tance for Needy Families [TANF] or “welfare”) and food stamps, even if
they serve the full term of their sentence, unless the state in which they
reside has passed legislation opting out of or mitigating this restriction.10,11

Moreover, although a convicted individual cannot be included in the
calculation of household size for TANF benefits or food stamps, his or her
income and resources are included in calculating eligibility for food
stamps.12 Including the ineligible person’s income in determining food stamp
benefits penalizes the entire household, which is thereby eligible for less
assistance each month. This and the TANF provisions diminish the re-
sources available to convicted individuals living in poverty to change their
life circumstances in ways that are important to achieving recovery. For
example, they are less capable of paying for child care, securing transporta-
tion, and paying for education—all of which may be necessary in securing
and retaining employment. These resources may also be critical to remov-
ing these individuals from contact with people, places, and situations asso-
ciated with their former drug use. Such contact creates a biological response

1021 US Code Chapter 13, Subchapter I, Part D, Section 862a. Accessed at http://uscode.
house.gov on February 2, 2005.

11As of 1997, 21 states had done so by opting out entirely (10 states), allowing individuals
convicted of felonies who are in substance abuse treatment programs to receive benefits (6
states), or implementing a shorter disqualification period or reduced benefits (4 states) (Gabor
and Botsko, 1998).

12 Implementing regulations for the Food Stamp Program are at 7 CFR Chapter II Part 273
sections 273.11 (c) and (m).
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in an individual with a drug dependence that induces cravings for the
addictive substance (Hyman and Malenka, 2001).

EVIDENCE COUNTERS STEREOTYPES OF
IMPAIRED DECISION MAKING AND DANGEROUSNESS

Two Harmful Stereotypes:
Incompetent Decision Making and Dangerousness

The 1996 General Social Survey of the attitudes, beliefs, and behaviors
of Americans documented the extent to which Americans believe individu-
als with M/SU illnesses are incompetent to make decisions and are a danger
to themselves or others (Pescosolido et al., 1999):

• More than a third (36 percent) of Americans believed that indi-
viduals with major depression are “not very able” or “not able at all” to
make decisions about their treatment; 74 percent believed this to be true for
individuals with schizophrenia. A minority (6.8 percent) further believed
that an individual with a mental health “problem” not severe enough to be
considered a mental illness also is not very able or not able at all to make
treatment decisions.

• The public perceived those with drug problems as least competent in
decision making. About half (51 percent) believed individuals with alcohol
dependence are not very able or not able at all to make decisions about their
treatment; 72.1 percent believed this of individuals with cocaine dependence.

• The belief that individuals with major depression are “very likely”
to do something violent to others was held by 9.2 percent; 12.8 percent
believed this of individuals with schizophrenia. The percentages were higher
for individuals with dependence on alcohol (17.5 percent) and cocaine (42
percent).

• As the public’s perception of the seriousness of an individual’s
condition increased, so, too, did the belief in that individual’s dangerous-
ness, while belief in the person’s competence to make decisions decreased.

• Significantly, the proportion of Americans who associated mental
illness with “violent or dangerous behavior” in 1996 was nearly double
that found in the 1950 General Social Survey (Pescosolido et al., undated).

Such beliefs are inconsistent with the evidence (discussed below) that a
clear majority of individuals with mental illnesses (including those with
severe illnesses such as schizophrenia) and substance-use illnesses are able
to make treatment and other life decisions, and do not represent a danger to
themselves or others. Stereotypes of incompetent decision making and dan-
gerousness are refuted by strong evidence showing great diversity in the
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decision-making abilities of individuals with M/SU illnesses—just as there is
in the population without these illnesses. Variable proportions of “normal”
research subjects have been found to have deficits in decision making.
Many situations (e.g., stress, serious illness, pain, or, more commonly, poor
judgment) can undermine mentally healthy people’s decision-making ca-
pacity. Moreover, individuals with M/SU illnesses are a minor source of the
acts of violence committed in society; most acts of violence are committed
by individuals who traditionally would not be considered mentally ill.

Evidence on Decision-Making Capacity13

Conceptual Framework

The process of determining the decision-making capacity of any indi-
vidual (whether with or without an M/SU illness) can be conceptualized as
involving three interrelated sets of factors: (1) the individual’s innate abili-
ties at a point in time to understand, appreciate, reason, and communicate
preferences; (2) the risks and benefits inherent in the specific decision to be
made; and (3) the knowledge and biases of the person making the judgment
about the capacity of the individual in question. The influence of each of
these factors on decision-making capability is discussed below.

Ability to understand, appreciate, reason, and communicate preferences
Analyses and reviews of the legal and ethics literature over many years have
identified several abilities as integral to the concept of “competence”
(Appelbaum and Grisso, 1988; Brody, 1998; Culver and Gert, 1990; Faden
and Beauchamp, 1986; Roth et al., 1977). The abilities to understand, ap-
preciate, reason, and  communicate one’s preferences are those most often
accepted as salient in the clinical setting, cited in major policy recommenda-
tions, and used in clinical reports on competence (American Psychiatric Asso-
ciation, 1998; Appelbaum and Grisso, 1995; Berg et al., 1996; National
Bioethics Advisory Commission, 1998). The model based on these four abili-
ties was developed, operationalized, and tested over the past two decades

13Much of the evidence and discussion in this section is from three papers commissioned by
the committee: “Impact of Mental Illness and Substance-Related Disorders on Decision-
Making Capacity and Its Implications for Patient-Centered Mental Health Care Delivery” by
Scott Kim, MD, PhD, Department of Psychiatry and the Program for Improving Health Care
Decisions, University of Michigan Medical School; “Capacity to Consent to or Refuse Treat-
ment and/or Research: Theoretical Considerations” by Elyn R. Saks, JD, Orrin B. Evans, Pro-
fessor of Law, Psychology, and Psychiatry and the Behavioral Sciences, University of Southern
California Law School, and Dilip V. Jeste, MD, Professor of Psychiatry and Neurosciences,
University of California, San Diego; and “Decisional Capacity in Mental Illness and Substance
Use Disorders: Empirical Database and Policy Implications,” also by Drs. Jeste and Saks.
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(Appelbaum and Grisso, 1988, 1995; Appelbaum et al., 1999; Berg, 1996;
Grisso and Appelbaum, 1995; Grisso et al., 1997). This model is the basis
for three generations of  instruments (Appelbaum et al., 1999; Grisso et al.,
1995, 1997) employed in studies of decision making involving persons with
general medical illness (heart disease) (Grisso and Appelbaum, 1995; Grisso
et al., 1995), schizophrenia (Carpenter et al., 2000; Grisso and Appelbaum,
1995; Grisso et al., 1997), major depression (Appelbaum et al., 1999; Grisso
and Appelbaum, 1995), HIV (Moser et al., 2002), and Alzheimer’s disease
(Kim et al., 2001) disease.14 In this model:

• Understanding refers to an individual’s ability to comprehend rele-
vant facts. The individual need not be able to apply, believe, or ac-
knowledge that the facts pertain to him or herself. For instance, one
might be able to explain that doctors are recommending a specific
course of treatment and clearly articulate their rationale, and yet
refuse to believe that this rationale applies to one’s own case (Appel-
baum et al., 1982). The concept of understanding thus has a fairly
narrow meaning.

• Appreciation is the ability to apply the facts of a situation to oneself.
• Reasoning refers to the formal aspects of decision making, such as

the ability to compare, make judgments about probability, and think
about the consequences of potential actions (Grisso and Appelbaum,
1998). It does not refer to the reasonableness of the content of a
belief; rather, the focus is on the process of arriving at a decision.

• Evidencing a choice is a minimal, necessary requirement.

When these functional abilities are fully intact, the person’s decision-
making capability is not in question (Meisel, 1998). When these functional
abilities are obviously absent (for example, when a patient is in a catatonic
state and unable even to express a preference), the determination of in-
capacity also is straightforward. The determination is more difficult when
decision-making abilities fall somewhere in between. For example, as dis-
cussed below, multiple studies using various methodologies have shown
that persons with schizophrenia have impairments in the abilities needed
for informed consent (Grisso and Appelbaum, 1995; Grisso et al., 1997;
Grossman and Summers, 1980). Given such impairment, how do we decide
whether individuals are competent to decide for themselves? Two other sets
of factors have been identified as influencing the competency determination

14Although this is the most widely cited model, it is not without its critics (Charland, 1998;
Kapp and Mossman, 1996; Saks, 1999; Slobogin, 1996) since what is being attempted is
measurement of a fairly abstract and (at least in part) socially constructed concept. Also,
while this terminology is that used most frequently, there is some variability in the way these
terms are interpreted (Saks and Jeste, 2004).
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process: the risk context, and the knowledge and characteristics of those
making the judgment about decision-making capacity.

Contextual risk–benefit factors It is widely accepted that decision-making
capacity should be measured separately for different types of decisions, rather
than inferring a uniform ability or inability to make all decisions on the basis
of a specific diagnosis or a generic cognitive screening test (Grisso and
Appelbaum, 1998). Thus there are many types of decision-making competen-
cies, such as competence to give informed consent to research, to give in-
formed consent to medical treatment, to make a will, and to manage finances.

It also is widely held that the threshold for finding an individual ca-
pable of making a decision (Grisso and Appelbaum, 1998) and/or the crite-
ria used to make such a finding (Appelbaum et al., 1998; Cournos et al.,
1993) should vary depending upon the risks and benefits involved (i.e.,
when the stakes are higher, a higher level of ability is necessary). Although
there is some philosophical debate about this risk-related model of compe-
tence (Brock, 1991; Cale, 1999; Wicclair, 1991), it is reflected in major
policy statements (American Psychiatric Association, 1998; Keyserlingk,
1995; National Bioethics Advisory Commission, 1998; New York Depart-
ment of Health Advisory Work Group on Human Subject Research Involv-
ing the Protected Classes, 1999; Office of the Maryland Attorney General,
1998). Moreover, many clinicians report adhering to this model in practice
(Masand et al., 1998; Umapathy et al., 1999). The application of this model
has implications for designing and implementing an overall evaluation pro-
cess, especially when standards for competence are being set. For example,
whether a person is capable of participating in a self-directed mental health
services program may depend not only on that person’s abilities, but also
on the extent to which decision-making assistance is provided and safety
net practices are in place so that any adverse events are anticipated and
procedures exist for their prevention and management.

Characteristics of the competency evaluator Ideally, individuals making
judgments about others’ decision-making capability would use only objec-
tive evidence on the relevant abilities of the subject and information on the
risks and benefits of the situation to make such a judgment. However, an
evaluator who places greater value on protecting an individual from potential
harm may, for any given risk–benefit scenario, require a higher threshold
of ability than another evaluator who tends to err on the side of allowing the
person to determine his or her own course (Faden and Beauchamp, 1986).
Thus, determinations of competency status inevitably involve value judg-
ments (National Bioethics Advisory Commission, 1998; Roth et al., 1977).

Most studies of decision-making capability conducted to date have
focused on the abilities of the individual; however, application of the data
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from these research studies will inevitably involve the contextual and
evaluator elements as well. Currently, there is no “gold standard” or
algorithm that can be used by competency evaluators to make a final
decision about an individual’s decision-making capability (Grisso and
Appelbaum, 1998).

Decision-Making Abilities of Individuals with and without M/SU Illnesses

Mental illnesses Most research on decision-making capability in mental
health has involved persons who might be expected to have the greatest
impairments in this capability—those with chronic psychoses such as
schizophrenia and schizoaffective disorder. Individuals with less severe ill-
nesses, such as depression, have less often been the subjects of such re-
search; however, findings to date suggest that this lack of research atten-
tion may be appropriate. Mild to moderate depression, for example,
appears to have little effect on decision-making capability; even inpatients
with depression tend to perform quite well on decision-making capacity
interviews (Appelbaum et al., 1999; Grisso and Appelbaum, 1995; Stiles et
al., 2001; Vollmann et al., 2003). Severe depression without dementia or
psychosis also is not associated with severe impairments in decision-making
capability (Bean et al., 1994; Lapid et al., 2003).

The findings of research on decision-making capability involving indi-
viduals with psychotic symptoms also are encouraging:

• Although as a group, persons with psychotic symptoms exhibit
impaired decision-making capability to a greater extent than non–mentally
ill individuals, there is considerable heterogeneity within the group.

• Psychotic symptoms have less influence on decision-making capa-
bility than do cognitive abilities (i.e., the ability to remember, learn, under-
stand, and reason). In this respect, individuals with severe mental illnesses,
such as schizophrenia, that can affect cognition (Goldman-Rakic, 1994)
may have much in common with those having other chronic general medi-
cal conditions, such as Parkinson’s disease, multiple sclerosis, or brain
injury, that can impair brain functioning, memory, and cognition, as well as
individuals who are otherwise considered healthy but make poor decisions.

• There is substantial evidence that understanding of factual infor-
mation (even among persons with psychotic symptoms) can be improved
through interventions.

Difference in decision-making ability Despite methodological hetero-
geneity and idiosyncrasies, studies over time consistently have found im-
paired understanding in persons with schizophrenia as a group (Benson et
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al., 1988; Grossman and Summers, 1980; Irwin et al., 1985; Munetz and
Roth, 1985; Roth et al., 1982; Schacter et al., 1994). The most significant
study to date, the MacArthur Treatment Competence Study (Grisso and
Appelbaum, 1995), found that persons with schizophrenia performed worse
than their normal counterparts on every measure of decision-making abil-
ity. Using a psychometrically derived threshold score defined as the bottom
5 percent of the normal controls, about 25 percent of those with schizo-
phrenia failed on any given measure of decision-making ability. Further, 52
percent of those with schizophrenia failed on at least one such measure.
Subsequent studies have yielded similar findings (Carpenter et al., 2000;
Grisso et al., 1997; Moser et al., 2002; Vollmann et al., 2003). Even when
the capacity construct is operationalized very differently, the pattern of
group impairment is found (Saks et al., 2002).

Despite this unequivocal evidence for impaired decision-making capa-
bility in persons with chronic psychoses as a group, there is tremendous
within-group heterogeneity (Palmer et al., 2004). For example, in the
MacArthur study of acutely ill psychotic patients with symptoms severe
enough for psychiatric inpatient admission, nearly half performed ad-
equately on all the subscales relevant to decision-making capability. This
heterogeneity is so great that any policy that ignores it will be either too
restrictive or too permissive for large proportions of this population. For
example, while it may appear from an intuitive standpoint that patients
with obvious and severe psychotic symptoms (e.g., actively hallucinating or
delusional) may be readily identified as lacking decision-making capability,
this is apparently not the case.

Poor decision-making abilities better predicted by cognitive than by
psychotic symptoms Some contemporary models of decision-making ca-
pacity suggest that certain cognitive abilities (e.g., memory, information
processing, and executive functions) underlie specific tasks involved in deci-
sional capacity (Dymek et al., 2001; Marson and Harrell, 1999; Marson et
al., 1996, 1997). Among older persons with schizophrenia, diabetes, or
Alzheimer’s disease, cognitive impairment has been shown to be a signifi-
cant predictor of decisional capacity (Palmer et al., 2004); this is the case
even within diagnostic groups. Consistent with these findings, research has
shown that although patients’ decision-making performance is correlated
modestly with psychotic symptoms, it is correlated more strongly with
cognitive dysfunction (Moser et al., 2002; Palmer et al., 2004; Saks et al.,
2002). In total, these findings suggest that decisional incapacity is best
conceptualized as a reflection of brain dysfunction resulting in cognitive
impairment, rather than as a direct by-product of positive symptoms of
psychosis, such as hallucinations and delusions. The lay perception of
schizophrenia, defined largely by positive symptoms, thus poorly predicts
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decision-making incapacity. Decisional capacity is a multidimensional con-
struct reflecting the interaction of a wide range of patient characteristics
and contextual/environmental factors.

Ability of interventions to improve decision-making capability The
ability to understand the factual elements of informed consent has been shown
to be highly responsive to interventions aimed at improving performance
(Moser et al., 2002; Stiles et al., 2001; Wirshing et al., 1998; Wong et al.,
2000). For example, a comparison of routine informed consent and consent
enhanced by an educational session for older, chronically psychotic individu-
als and normal controls found that although the patient group performed
worse than the controls on a comprehension test, the patient group that
received education to enhance consent showed comprehension similar to that
of the normal group (Dunn et al., 2002). In another study, even those who
performed very poorly on an understanding scale tended to improve consider-
ably with a remediation session, to the point where their performance as a
group became comparable to that of the normal control group (Carpenter et
al., 2000). However, few data exist on the effects of such interventions on
other decision-making abilities, such as appreciation and reasoning.

Summary The evidence detailed above shows that it is inappropriate to
draw conclusions about individuals’ capacity for decision making solely on
the basis of whether they are mentally ill, or even whether they have a
particular mental illness, such as schizophrenia. Many people with mental
illnesses—indeed, many with severe mental illnesses—are not incompetent
on most measures of competency. Even among patients hospitalized with
schizophrenia, the MacArthur researchers found only 25 percent incompe-
tent on any given measure, and only 50 percent if the measures were aggre-
gated (Grisso and Appelbaum, 1998). Other studies have found a higher
proportion of individuals with schizophrenia to be competent in decision
making (Saks et al., 2002). The evidence shows that poor decision making
has a stronger relationship to cognitive problems (e.g., problems with
memory, attention, learning, and thought) and deficiencies in higher-level
executive functions than to the symptoms of mental illness, such as psycho-
sis. The minority who experience a decline in such cognitive abilities be-
cause of their mental illness may not be very different from individuals who
have general medical conditions such as cerebrovascular disease, are under
the effects of serious emotional stress or in pain, or generally have lower
abilities to understand and analyze information. Simple screening instru-
ments are needed to allow evaluators to determine when a more thorough
investigation is warranted, and it may be that such screening is just as
appropriate when patients are seriously physically ill as when they are
seriously mentally ill.
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Effects of substance use on decision making and compulsive behavior In-
dividuals with substance-use problems and illnesses can experience varying
degrees of impaired decision making, as well as compulsive behaviors,
depending upon a variety of factors, including the substance in use, whether
use extends to dependence, and whether the individual is in a state of
intoxication or withdrawal. For example, although manifestations of in-
toxication vary greatly—according to the individual, the substance, the
dose, the duration of exposure to the drug, the period of time since the last
dose, and other factors—individuals intoxicated from use of any substance
are likely to have impaired cognition and judgment, including disturbances
of perception, attention, and thinking; mood lability; belligerence; and im-
paired social functioning. These symptoms may be short-lived or persist
for hours or days beyond the time when the substance is detectable in
bodily fluids (American Psychiatric Association, 2000).

Apart from these known cognitive and behavioral characteristics of
intoxication, decision-making capacity has not been examined as closely in
substance-use illnesses as in mental illnesses. This is in part because with
substance-related problems and illnesses, there are fewer concerns about
decision-making capability in a nonintoxicated state than about the ability
to maintain a desired pattern of behavior over time (Hazelton et al., 2003;
Rosen and Rosenheck, 1999). For example, although nonintoxicated indi-
viduals with substance-use problems or illnesses may perform quite well on
a typical interview assessing decision-making capability (unless there are
other issues, such as dementia due to substance use), they may still relapse
in the face of drug-related cravings and cues in their environment. Accord-
ing to the usual criteria, such persons would be considered to have in-
tact decision-making capability. Indeed, this is the way researchers treat
decision-making capability for the purposes of enrolling patients in studies
of substance-use problems and illnesses (Gorelick et al., 1999).

However, substance dependence is characterized by compulsive
alcohol- and other drug-taking behaviors, even in the face of serious ad-
verse consequences (Hyman and Malenka, 2001). Research designed to
shed light on these behaviors has produced findings similar to those for
individuals with mental illnesses: although nonintoxicated individuals with
substance dependence as a group exhibit problems in decision making,
there are great within-group differences in decision-making abilities (Grant
et al., 2000). Studies of decision making by individuals dependent upon
alcohol, cocaine, or methamphetamines, for example, revealed three differ-
ent decision-making subgroups. The first did not differ from normal com-
parison subjects in decision-making abilities. The second performed simi-
larly to people with certain types of brain lesions; they made choices that
were insensitive to future consequences and favored short-term rewards,
even though this strategy resulted in long-term losses. The third subgroup
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made choices that offered the promise of high rewards, regardless of short-
or long-term consequences, and the presence or prospect of obtaining those
rewards dominated their behavior (Bechara and Damasio, 2002; Bechara et
al., 2002).

Impaired decision making by individuals not mentally ill or using sub-
stances As mentioned above, the absence of an M/SU illness does not nec-
essarily mean that one is unimpaired in decision-making ability. There are
many situations that stress mentally healthy people’s decision-making ca-
pacity. They may be under the sway of a strong emotion, desperate be-
cause of bad medical news, physically frail in a way that affects their
thinking, under severe stress, or in great pain. Any of those factors, and
many others, can affect a mentally healthy person’s ability to process medi-
cal information and make a competent decision.

In addition, even when not under such stress, mentally healthy people
regularly process information in ways that are not completely rational.
They overvalue vivid memories, misunderstand probabilities, depart from
the laws of logic, and let irrational ideas affect their judgment (Kahneman
et al. 1982). Indeed, there is a separate branch of cognitive psychology that
identifies such reasoning frailties in much of the population (Garnham and
Oakhill, 1994; Connolly et al., 2000). Not surprisingly, variable propor-
tions of “normal” research subjects have been found to have deficits in
decision-making capability (Davis et al., 1998; Roth et al., 1982).

In short, not all, but also not only, individuals with M/SU illnesses are
sometimes less than competent in their decision making.

Risk of Dangerousness

As noted above, fear of individuals with severe mental illnesses because
of their perceived greater dangerousness is a significant factor in the devel-
opment of stigma and discrimination (Corrigan et al., 2002; Martin et al.,
2000). However, findings of population-based epidemiological and cohort
studies show that the vast majority of individuals with a mental illness and
no concurrent substance use pose no greater risk of violent behavior than
those without M/SU illnesses.15

The empirical literature on violence and mental illnesses is copious.
Samples and methods differ greatly across studies, making comparisons

15We focus here on studies of violence in the community because public fears of persons
with mental illness typically are based on concerns about the likelihood of their perpetrating
violence in the places where most people live and work. A separate literature, not reviewed
here, addresses violent behavior by persons with mental illnesses in institutions, which can be
a major problem for front-line staff and directly contributes to difficulties in recruitment and
retention and to quality-of-care issues in these settings.
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difficult and rendering each study susceptible to challenge on one basis or
another. The following summary of the data is illustrative of the major
studies, rather than exhaustive, and does not attempt a detailed method-
ological critique.

The first large-scale epidemiological data on the prevalence and inci-
dence of violence (assaultive behavior) among individuals with M/SU ill-
nesses were produced in the early 1980s as a part of the Epidemiological
Catchment Area (ECA) study, which was designed primarily to determine the
prevalence of untreated psychiatric illnesses in community populations across
the United States.16 A secondary analysis of these data (Swanson, 1994)
found that the vast majority of individuals with mental illness who had not
qualified for a substance-use or -dependence diagnosis in the past year were
not violent. Even among individuals with major mental illnesses (such as
schizophrenia) having no co-occurring substance-use diagnosis, the propor-
tion committing an act of violence was only somewhat higher than that in the
population without mental illness. Only about 7 percent of those with a
major mental illness (but without a substance-use or dependence diagnosis)
had engaged in any assaultive behavior in the preceding year, compared with
slightly more than 2 percent of individuals without any major psychiatric
diagnosis. Individuals with less-severe mental illness were at no greater risk of
committing an act of violence than those with no mental illness. Because
major mental illness is a relatively rare occurrence, individuals with mental
illnesses (but without a substance-use or -dependence diagnosis) account for
a very small proportion (about 3–5 percent) of the risk of violence in a
community.

Substance-use illnesses by themselves and in combination with major
mental illnesses were found to be related more strongly to violence. The
ECA study found a 1-year violence prevalence rate of 19.7 percent among
respondents with a substance-use or -dependence diagnosis without the
presence of a major mental illness, and rate of 22 percent among those with
dual mental and substance-use or -dependence diagnoses. Individuals with
substance-use or -dependence diagnoses alone represented 26–27 percent of
the risk of violence in the community, while those with both diagnoses
contributed a much smaller share of the risk (5–6 percent) because of their
smaller numbers.17

The ECA study also found that the presence of severe M/SU illnesses is
only one factor helping explain (and statistically predict) violence. Other

16The study conducted a series of parallel surveys in New Haven, Baltimore, Saint Louis,
Durham, and Los Angeles.

17The contribution of any group to overall rates of violence is a function of three factors:
the number of individuals in the group, the prevalence of violence within the group, and the
size of the group relative to the total population (Swanson, 1994).
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factors, such as age, gender, and socioeconomic status, also are associated
with violent behavior.

A number of subsequent studies have examined cohorts selected from
the general population and followed them at one or more points in time to
determine their rates of violence and mental illness. These studies have
tended to be performed in countries other than the United States—
Denmark (Brennan et al., 2000), Sweden (Hodgins and Janson, 2002), New
Zealand (Arsenault et al., 2000), and Finland (Tiihonen et al., 1997)—
where comprehensive databases are available. Many of these studies fo-
cused on individuals with psychotic illnesses and major depression. All
found a link between individuals with these illnesses and violence: persons
with these severe illnesses had 2–27 times higher rates of violence, depend-
ing on diagnosis and gender, compared with persons without such illnesses.
Many of the studies controlled for substance-use diagnoses, socioeconomic
status, and other variables likely to inflate rates of violence (Monahan,
1981). However, studies from countries with lower overall rates of violence
than the United States, such as the Scandinavian countries where many of
these studies were conducted, are likely to show a greater effect of mental
illnesses, and hence the results cannot be extrapolated directly to this coun-
try (Simpson et al., 2003). In the United States, however, an epidemiologi-
cal sample in an economically impoverished, largely immigrant neighbor-
hood in New York City (Link et al., 1992) found that a group of current
psychiatric outpatients and former psychiatric inpatients had significantly
elevated rates of reported violence compared with the never-treated mem-
bers of the study sample.

In contrast to the above epidemiological and cohort studies, the
MacArthur Violence Risk Assessment Study, the largest prospective study
to date of a clinical sample (i.e., newly discharged psychiatric inpatients)
found that persons with severe mental illnesses were at no greater risk for
community violence than nonhospitalized persons in their neighborhoods,
as long as they did not have concurrent symptoms of a substance-use diag-
nosis. However rates of substance-use problems and illnesses were signifi-
cantly elevated in the patient sample compared with the community com-
parison group (31.5 percent at the first 10-week follow-up versus 17.5
percent) (Steadman et al., 1998). Other studies that attempted to control
for a co-occurring substance-use diagnosis, however, including the ECA
analysis, found that its presence did not fully account for the effect of
mental illnesses on violence. Further emphasizing the discrepancies in the
data, the MacArthur study found that persons with schizophrenia had the
lowest violence risk of the major diagnostic categories, whereas several
other studies have found schizophrenia to have the strongest relationship
with violence (Arsenault et al., 2000; Wessely, 1997). Two studies that
followed patients after their first episode of schizophrenia found an in-
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creased risk of violence compared with other psychiatric patients (in En-
gland [Wessely, 1997]) and compared with a matched sample from the
general population (in Australia [Wallace et al., 2004]).

In summary, although findings of many studies suggest a link between
mental illnesses and violence, the contribution of people with mental ill-
nesses to overall rates of violence is small. Based on the ECA data, Swanson
(1994) and colleagues estimated that roughly 3–5 percent of violence in the
United States could be attributed to persons with mental illnesses. More-
over, results of studies from England and New Zealand indicate that in
those countries, the percentage of homicides accounted for by persons with
major mental illnesses has fallen in recent decades despite policies of
deinstitutionalization that have placed more people with severe mental
illnesses in the community (Monahan, 1981; Shaw et al., 2004; Taylor and
Gunn, 1999). Data also suggest that most violence committed by persons
with mental illnesses is directed at family members and friends rather than
at strangers (Simpson et al., 2003; Steadman et al., 1998) and tends to
occur in the perpetrator’s or the victim’s residence rather than in public
places (Steadman et al, 1998). Indeed, persons without mental illnesses are
more likely to attack strangers and to be violent in public (Shaw et al.,
2004; Steadman et al., 1998). Thus while there may be a causal relationship
between mental illnesses and violence, the magnitude of the relationship is
greatly exaggerated in the minds of the general population.

COERCED TREATMENT18

Individuals with substance-use illnesses, and to a lesser extent those
with mental illnesses, are more likely to be forced or coerced into treat-
ment than are individuals with general medical illnesses.19 Coerced treat-
ment sometimes occurs as the result of a legal order; sometimes as the
result of pressure from other formal organizations, such as employers or
social agencies; and at other times through informal pressures exerted by
family members or friends. Forms of coercion exist along a continuum,
ranging from friendly persuasion, to interpersonal pressure, to control of
resources, to force. How individuals perceive this coercion is variable and
is influenced by the nature of the coercive process, that is, the extent to

18In this report, the term “coercion” is not used in its narrow legal sense, but refers to the
full range of pressures applied to individuals to secure their participation in treatment, en-
compassing workplace mandates; criminal justice diversion programs (including drug and
mental health courts); and other sources of leverage, such as social programs that require
treatment adherence to receive housing, disability, or welfare benefits.

19Individuals are also coerced into treatment for general medical conditions, such as tuber-
culosis, but this occurs less frequently.
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which they view those who are coercive as acting out of concern for them,
treating them fairly, with respect, and without deception; providing them
a chance to tell “their side of the story”; and considering what they have
to say about treatment decisions (Dennis and Monahan, 1996). Within
the legal system, specialty drug or mental health courts offer individuals
with M/SU problems or illnesses the option of treatment as an alternative
to criminal processing or sentencing. This and other types of coercion are
intended to compensate for poor decision making, compulsive behavior,
or a risk of danger to oneself or others. These practices generate great
controversy and raise the question of how patient-centered care with the
patient as the source of control can and should be provided in their
presence.

Coercion and Mental Illnesses

Until relatively recently in the history of the treatment of mental ill-
nesses, coercive interventions were the norm. In the United States, the first
statute authorizing voluntary hospitalization of persons with mental illness
was not enacted until 1882, and even through the 1960s, the vast majority
of psychiatric hospitalizations took place on an involuntary basis. (Volun-
tary hospitalizations accounted for only 10 percent of admissions in 1949
and 24 percent in 1961 [Brakel, 1985].) Once hospitalized, even voluntar-
ily, patients were assumed to have no right to decide whether to accept the
treatment chosen for them. And under provisions for conditional or proba-
tionary discharge, many patients in the public system of care could be called
back to the hospital at their psychiatrist’s discretion (Lindman and
McIntyre, 1961).

There are several reasons for this reliance on involuntary hospitaliza-
tion and treatment, and they relate to the themes discussed earlier. Violence
committed by some individuals with mental illnesses led to a general mis-
perception of all such persons as dangerous and thereby in need of confine-
ment. This attitude was compounded by the belief that mental illnesses
usually rendered persons incompetent to make decisions for themselves;
asking them whether they desired hospitalization or treatment was there-
fore regarded as pointless. The convenience for caregivers and treaters of
making decisions for rather than with persons with mental illnesses may
also have contributed to the use of coercive approaches.

In the 1960s and 1970s, as the rights of underrepresented groups in
general received attention, involuntary commitment statutes were narrowed
in every state to limit nonconsensual hospitalization to persons who mani-
fested clear dangerousness to themselves or others. Procedures were re-
vamped simultaneously to afford protections, such as judicial hearings and
assistance of an attorney, characteristic of the criminal process. By the
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1980s, many states—often prompted by judicial decisions—had instituted
substantial rights for even involuntarily hospitalized patients to refuse un-
wanted treatment. A large number of these states required a formal finding
of decisional incapacity before a patient’s decisions could be overridden
(Appelbaum, 1994).

Compared with the situation in 1960, today’s mental health system is
substantially less coercive. But coercive approaches remain significant fea-
tures of the system, and as the majority of treatment episodes have shifted
to the community, new mechanisms for pressuring or compelling persons
with mental illnesses to undergo treatment have evolved (Monahan et al.,
2001b). These developments have been motivated by the concerns about
impaired decisional capacity and dangerousness described above, as well as
by more recent concerns about reducing the burden on the criminal justice
system for treating mental illnesses and addressing the needs of untreated
persons with severe mental illnesses.

Outpatient commitment is probably the most discussed of the
community-based mechanisms for compelling persons with mental illnesses
to receive care (Swartz and Monahan, 2001).20 A majority of states now
have statutes permitting commitment to outpatient treatment (Judge David
L. Bazelon Center for Mental Health Law, 2000a). Criteria in the newer
statutes are typically broader than those for inpatient commitment, often
being predicated on the likelihood that without treatment, the person will
deteriorate to the point that standards for inpatient commitment will be
met. In most statutes, this prediction must be based on a pattern of previous
deterioration after release from the hospital. For persons who are found
eligible for outpatient commitment, courts can require compliance with a
treatment plan, including outpatient visits and medication. Although find-
ings of a number of uncontrolled studies suggest positive effects from out-
patient commitment (e.g., reduced rates of hospitalization), the only two
controlled studies had methodological problems that rendered their results
ambiguous (Appelbaum, 2001).

While outpatient commitment has garnered the most attention, with
critics claiming both that it unfairly extends the state’s coercive powers and
that it would be unnecessary if enough high-quality outpatient services
existed (Brown, 2003; Judge David L. Bazelon Center for Mental Health
Law, 2000b), less visible approaches can be more coercive and may be
more common as well. This is because outpatient commitment statutes are
generally without effective enforcement mechanisms. Statutes may allow
noncompliant persons to be picked up by the police and brought for evalu-

20Seclusion and restraint are more intense forms of coercion used in inpatient settings and
are addressed in Chapter 4 in a discussion of threats to safe care.
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ation to a mental health center, but they generally do not permit involun-
tary administration of medication or hospitalization unless the usual crite-
ria required for those interventions are met.

The criminal justice system also exercises coercion in several ways.
Persons who have been arrested and convicted of an offense can be required
by the terms of their probation or parole to participate in treatment of their
mental illness, at the risk of being incarcerated if they fail to comply. The
extent and effectiveness of this process are essentially unstudied (Skeem et
al., 2003). In addition, the last decade has seen the growth of mental health
courts in many jurisdictions, modeled on specialty drug courts that are
common nationwide (Steadman et al., 2001). Defendants identified as hav-
ing a mental illness may be given the option of referral to a mental health
court prior to or following trial; ongoing compliance with treatment may
be required to avoid incarceration. As yet, there is no unitary model for
mental health courts, and as with interventions by the probation and parole
systems, their effectiveness is unknown (Redlich et al., 2005; Wolff, 2004).

More-informal means of leveraging persons with mental illnesses into
treatment also exist but are less visible (Monahan et al., 2001b). These
include control of their money by family members or formally appointed
representative payees. The latter can be designated by the Social Security
Administration to receive payments on behalf of recipients who are be-
lieved to be too impaired to manage their money; the Veterans Administra-
tion has a similar mechanism. Recent data suggest that formal and informal
money managers are common for persons with severe mental illnesses, and
that control over a person’s finances is often used in an attempt to promote
compliance with treatment (Luchins et al., 2003; Monahan et al., 2005;
Redlich et al., 2005). Access to housing may similarly be conditioned on
treatment involvement, even where laws would appear to preclude such
conditions (Monahan et al., 2001b, 2005).

Overall, the degree of coerciveness in the current mental health system
may be underestimated and the source of the majority of coercive pressures
misidentified. A recent cross-sectional study of the extent to which four
types of coercion were experienced by chronically mentally ill individuals
receiving mental health services in public-sector settings in five states during
2002–2003 found that across all sites, 44 to 59 percent of individuals
experienced at least one of four types of coercion into treatment. Making
housing contingent upon compliance was the most frequently used form of
leverage (experienced by 23–40 percent of individuals). Other types of
leverage and the frequency with which they were encountered across sites
were use of criminal sanctions (15–30 percent), outpatient commitment
(12–20 percent), and withholding access to money (7–19 percent)
(Monahan et al., 2005). Questions remain about both the extent to which
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such practices are used more broadly and their impact—both positive and
negative—on persons subjected to them.

Coercion and Substance-Use Illnesses

The majority of individuals entering treatment for substance-use ill-
nesses do so as a result of coercion (Weisner and Schmidt, 2001). As is the
case with mental health care, this coercion takes many forms and can be
thought of as ranging along a continuum. Thus coercion ranges from subtle
forms, as when an individual acts to please family, friends, or significant
others, to more overt forms, such as coercion by an employer through a
stated risk of loss of employment, or a situation in which an individual is
threatened with the loss of custody of a child or liberty and the establish-
ment of a criminal record, as is the case in the criminal justice system. In the
private sector, for example, many clients enter treatment with some degree
of coercion from the workplace, either by employers, employee assistance
programs, or unions (Polcin and Weisner, 1999; Roman and Blum, 2002;
Weisner et al., 2002). These referrals are due to positive drug tests on the
job or to alcohol or drugs interfering with job performance. Public benefit
programs also exercise coercion. For example, local welfare agencies some-
times exert pressure on individuals with alcohol or drug problems to receive
treatment for their substance use in order to maintain their benefits and
become ready to work (Capitani et al., 2001).

In addition, most states have mechanisms in place for involuntary civil
commitment of individuals with substance-use illnesses and involuntary
treatment mechanisms in the criminal justice system (e.g., through drug
courts) (Hall and Appelbaum, 2002). Drug courts are increasing in number
throughout the country. They focus on criminal behavior related to illicit
drugs (rather than alcohol) and are designed to reduce the number of
nonviolent substance-using offenders who are incarcerated, as well as po-
tentially to provide better outcomes (Longshore et al., 2005; Marlowe,
2003, Marlow et al., 2004). Drug courts rely upon the identification of
substance-use offenders during the pretrial or presentencing period and in
return for a guilty plea offer these individuals the option of receiving
community-based treatment for their substance use in lieu of incarceration
(Belenko, 1999, 2002; Longshore et al., 2005; Marlowe et al., 2004). Suc-
cessful treatment (completion of a year or more) results in dismissal of the
original charges, while failure to complete treatment results in immediate
incarceration, since the individual has already pled guilty. In some states,
such as California, specific legislation exists to offer treatment for individu-
als arrested for nonviolent felony offenses related to alcohol or drug use.

Research on the effects of coerced treatment (through the legal system,
the workplace, welfare, and informal pressure) for substance-use illnesses
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has yielded mixed results but on the whole has found higher retention and
similar outcomes relative to voluntary clients (Farabee et al., 1998; Lawental
et al., 1996). A review of 18 longitudinal studies of the effectiveness of
compulsory substance-use treatment published between 1988 and 2001
found that compulsory treatment (legal, formal, informal, and mixed) gen-
erally achieved better treatment retention, but no reduction of substance
use or criminal behavior (Wild et al., 2002). This same review identified the
need for stronger research and analytic models to illuminate the utility of
compulsory treatment. Further, agreement needs to be reached on appro-
priate measures of the outcomes of coerced treatment; these can range from
increased attendance at treatment appointments for outpatients; to the ab-
sence of illicit drugs in urine/blood; to improved functioning in family,
work, and educational roles. Finally, when patients are mandated to treat-
ment, it is not always clear that they are getting the most appropriate
treatment, or that they are aware of the consequences of not doing well in
treatment. Thus, issues relating to patient-centered care and decision mak-
ing in health care for both mental and substance-use conditions are impor-
tant here. When patients make choices between treatment and criminal
justice sanctions, it is essential that they be informed about the treatment
they will receive, have as much choice in the decision as feasible, and be
informed about the “usual” outcomes of that treatment so they can make
an informed decision.

Summary

The phenomenon of coercion, like the consequences of stigma and
discrimination, has implications for the implementation of the Quality
Chasm rule of patients being able to “exercise the degree of control they
choose over health care decisions that affect them.” Despite these difficul-
ties, however, the committee finds that the aim of patient-centered care
applies equally to individuals with and without M/SU illnesses. To compen-
sate for the obstacles presented by coercion, as well as those posed by
stigma and discrimination, the committee finds that health care clinicians,
organizations, insurance plans, accrediting bodies, and federal and state
governments will need to undertake specific actions to actively support all
M/SU patients’ decision-making abilities and preferences, including those
of individuals who are coerced into treatment.

ACTIONS TO SUPPORT PATIENT-CENTERED CARE

Our knowledge of how stigma develops, how it affects stigmatized
individuals, and how it can be eradicated is incomplete but growing
(Corrigan, 2004; Farina, 1998). Many advocacy, governmental, and public
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service organizations in the United States and elsewhere have used this
knowledge to establish campaigns to combat the stigma of M/SU illnesses,
usually through the use of one or more of the following strategies:
(1) educating the public about M/SU illnesses; (2) creating opportunities for
the public to have contact with individuals with these illnesses; (3) protest-
ing against erroneous, stereotyped portrayal of these individuals by the
media21; and (4) pursuing legal action to guarantee rights to health care,
housing, employment, and other justice-related concerns (Corrigan and
Penn, 1999; Smith, 2002). These initiatives include those of SAMHSA’s
Resource Center to Address Discrimination and Stigma (SAMHSA, 2000);
SAMHSA’s National Addiction Technology Transfer Centers Network ini-
tiative to develop and disseminate a training module on stigma for treat-
ment providers, and to collect and distribute research-based information on
fighting the stigma of drug and alcohol dependence (Woll, 2001); Faces &
Voices of Recovery, a national recovery advocacy campaign and organiza-
tion that promotes public policies and actions to end discrimination against
individuals with substance-use illnesses22; the National Alliance for the
Mentally Ill’s (NAMI) “In Our Own Voices” and “StigmaBusters” initia-
tives; the National Institute of Mental Health’s (NIMH) Outreach Partner-
ship Program (NIMH, 2005); and the efforts of many other consumer and
advocacy organizations, such as the National Mental Health Association
and the National Council on Alcoholism and Drug Dependence, that fight
stigma by using a combination of the above strategies. Some consumers
report that becoming involved in these initiatives helps them cope with the
adverse effects of stigma and develop feelings of self-empowerment and
self-enhancement (Wahl, 1999).

The committee applauds and supports the continuation of these cam-
paigns. However, national, state, and local initiatives to eliminate stigma
and discrimination often are targeted at changing the attitudes of society at
large. Research has shown that public attitudes are not the sole determinant
of behaviors; behaviors are also influenced by a number of personal and
situational features present in the interactions of stigmatized individuals
with others. Thus, to combat the effects of stigma on patient-centered care,
additional actions are required of (1) health care organizations and clini-
cians providing treatment services; (2) insurance plans that shape patient–
provider relationships; and (3) public policy makers and quality oversight
organizations, who are able to address other situational conditions that

21There is less empirical evidence in support of protest as an effective mechanism for
reducing stigma than is the case for the other three strategies (Corrigan and Penn, 1999;
Corrigan et al., 2001).

22Pat Taylor, Faces & Voices of Recovery, e-mail communication, October 11, 2004.
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foster and permit stigmatizing attitudes and behaviors at the locus of care
delivery.

Combating Stigma and Supporting Decision Making
at the Locus of Care Delivery

Health care clinicians, organizations, insurance plans, accrediting orga-
nizations, and government bodies can counter the adverse effects of stigma
on patient-centered M/SU health care by taking several concrete actions.
These include (1) endorsing and supporting decision making by M/SU health
care consumers as the default policy in their organizational polices and
practices; (2) involving M/SU health care consumers in service design,
administration, and delivery; (3) providing decision-making support to
all M/SU health care consumers, including those under coercion and mak-
ing decisions about diversion programs; and (4) supporting illness self-
management practices for all consumers and formal self-management pro-
grams for individuals with chronic illnesses.

Endorsing and Supporting Consumer Decision Making in
Organizational Polices and Practices

All organizations have cultures, defined as the dominant and com-
monly held beliefs, attitudes, values, and behaviors that shape organiza-
tional goals, policies, and procedures (Schein, 1992). In health care, the
effect of an organization’s beliefs, attitudes, values, and behaviors on the
practices of its individual members is so widely accepted that substantial
analysis and tool development have taken place to help organizations cre-
ate, for example, “cultures of safety” (Bagian and Gosbee, 2000; Wong et
al., 2002). Desired cultures can be consciously built and objectively as-
sessed. Recently, for example, the Agency for Healthcare Research and
Quality (AHRQ) developed a survey instrument for use by hospitals in
assessing the extent to which they have been effective in creating an internal
culture of safety (AHRQ, 2005). Organizations similarly can create cul-
tures that endorse and support consumer decision making through their
leadership and formal policies, and through employee education in the
adverse effects of stigma and the capabilities of M/SU consumers to engage
in decision making.

Leadership and policy practices Effective leadership within an organiza-
tion is essential to achieving cultural change (Davenport et al., 1998;
Heifetz and Laurie, 2001). If patient-centered care is to be provided and
decision making by consumers of M/SU services is to be ensured, leaders
within treatment organizations must see that their organizational culture
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actively supports these practices. Organizational leaders can take many
different actions to create such a culture. First, organizational managers
and leaders can demonstrate behaviors that recognize and support con-
sumer decision making in their interactions with other organizational em-
ployees. As noted above, each patient’s right to make treatment decisions
and receive support in doing so should be clinicians’ and organizations’
default policy unless there is evidence of a danger to the patient or others,
or the patient has been determined to be incompetent to make decisions.
Organizations’ formal, written policy documents, such as mission state-
ments and policies and procedures manuals, can explicitly endorse and
specify this default policy and other organizational actions to support con-
sumer decision making. If the organization has a consumer bill of rights, it
can include content on consumer decision making. The orientation of new
providers and ongoing training of existing providers also should include
content on the adverse effects of stigma on patients’ self-efficacy and recov-
ery, and reaffirm organizational polices and practices that support patient
decision making.

Continuing education of clinicians and other service personnel Because it
is not reasonable to expect that all clinicians (especially those newly li-
censed) will come to their practice settings possessing all of the necessary
knowledge and skills, organizations need to provide for their clinicians’
ongoing training (IOM, 2004b) and education (see Chapter 7). Education
has been shown to decrease stigma and improve clinicians’ attitudes re-
garding persons with mental illnesses (Corrigan and Penn, 1999; Farina,
1998). Empirical evidence also indicates that having credible and compe-
tent leaders deliver this education is important if some of these messages
(e.g., those related to stigma) are to be taken up by learners (Corrigan et
al., 2001). The education and training provided should include, for ex-
ample, content on patient-centered care and decision making, erroneous
beliefs about dangerousness, and the clinician’s and the organization’s need
to tolerate “bad” choices and achieve the right balance between “benefi-
cence” and autonomy (Murdach, 1996).

Tolerance for “bad” decisions23 The Quality Chasm report (IOM, 2001)
notes that among all consumers, there can at times be a tension between the
aim of providing patient-centered care and that of providing effective
(evidence–based) care. For example, a patient may have received informa-
tion on and desire to receive a particular type of treatment, but the provider

23The discussion in this section incorporates content from the paper “Patient-Centered
Care/Self-Directed Care: Legal, Policy and Programmatic Considerations,” prepared for the
committee by Susan Stefan of the Center for Public Representation.
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may know that evidence of the treatment’s effectiveness is lacking or incon-
clusive, or has shown the treatment to be ineffective. The provider may have
evidence that an alternative treatment may be more or equally effective at
lower cost. The Quality Chasm report notes that in such instances, health
care institutions, clinicians, and patients need to work together to reconcile
competing and conflicting aims through shared decision making.

A more difficult situation exists when patients, particularly individuals
with severe mental illnesses, propose a course of action that their mental
health professional believes to be misguided. Without guidance in such
situations, clinicians may react in ways that may reflect their own values
more than the patient’s, and thereby undermine patient-centered care. For
example, some clinicians may believe that the apparent irrationality of a
patient’s treatment decision raises questions about the individual’s compe-
tence to make such decisions, and use this to justify excluding the patient
from decision making about his or her care. Others may formally respect
their patient’s autonomy and decision making but do so in a way that
distances them from the patient and his or her decisions. For example,
when a patient disagrees with a mental health professional about the course
of treatment, the professional may “respect” the patient’s decision but
formally or informally withdraw from the treatment partnership. Patient
decision making is preserved, but the treatment relationship is weakened,
and the patient has in effect been punished for disagreeing with the mental
health professional (Stefan, 2004).

In contrast, in her autobiographical book An Unquiet Mind, Kay Red-
field Jamison paints a vivid portrait of patient-centered care as she describes
her relationship with her psychiatrist, who remained steadfast through her
many disagreements with his recommendations that she take lithium for
her bipolar illness. While Jamison does not represent a “typical” patient,
her concerns, her reluctance to pursue a recommended course of treatment,
and the concomitant risks are not unusual. Moreover, the manner in which
she was involved in decision making is a strong example of patient-centered
care.

Jamison explains that over a 1-year period, she started and stopped
taking lithium multiple times:

. . . I still somehow thought that I ought to be able to carry on without
drugs, that I ought to be able to continue to do things my own way. My
psychiatrist, who took all of these complaints very seriously—existential
qualms, side effects, matters of value from upbringing—never wavered in
his conviction that I needed to take lithium. . . .  (Jamison, 1995:102)

Her psychiatrist stayed with her, recording her decisions and their
consequences and continuing his attempts to help her. He never took steps
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to commit her involuntarily24 or medicate her against her will, although her
“depressions were getting worse and far more suicidal” (p. 103). Jamison
eventually decided that she needed to take lithium and, because she had
made the decision herself after struggling with it, has continued to do so
despite experiencing adverse effects. Her psychiatrist discussed and per-
suaded but did not coerce. Instead, he listened to, respected, and responded
to her concerns, exemplifying being “respectful of and responsive to indi-
vidual patient preferences, needs, and values and ensuring that patient
values guide all clinical decisions” (IOM, 2001:40).

Jamison’s experience can be contrasted with that of a patient involved
in the research of the MacArthur Research Network on Mental Health and
the Law on coercion. That experience illustrates the opposite of Jamison’s—
the absence of patient-centeredness:

I talked to him [the therapist who had arranged for his commitment] this
morning. I said, “You . . . didn’t even listen to me. You . . . call yourself a
counselor. . . . Why did you decide to do this instead of . . . try to listen to
me and understand . . . what I was going through.” And he said, “Well, it
doesn’t matter, you know, you’re going anyway.” He didn’t listen to what
I had to say. . . . He didn’t listen to the situation. . . . He had decided
before he ever got to the house . . . that I was coming up here. Either I
come freely or the officers would have to subdue me and bring me in.
(Bennett et al., 1993:298)

It is important to be clear about what patient-centered care does and
does not mean. Patient-centered care does not mean that professionals
must agree with all of the patient’s decisions. Nor does it mean that a
provider should abandon a patient if the patient’s decisions disagree with
the provider’s own. A Michigan policy on self-directed care explicitly
provides that “self-determination shall not serve as a method for a [com-
munity mental health support program] to reduce its obligations to the
consumer, or to avoid the provision of needed specialty mental health
services or supports” (Michigan Department of Community Health,
2003). Patient-centered care does involve supporting the patient through
disagreements about treatment decisions, asking about the patient’s goals
for recovery, and factoring these into shared decision making for the
recovery process.

Taking these and other actions to endorse and support the primacy of
consumer decision making in treatment polices and practices lays the
groundwork for implementing three additional practices that can support

24This may have been influenced in part by his stated belief that she could not be involun-
tarily committed under the state’s laws (Jamison, 1995).
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consumer decision making more directly: (1) involving M/SU health care
consumers in service design, administration, and delivery; (2) providing
decision-making support to all M/SU health care consumers; and (3) sup-
porting illness self-management practices for all consumers and formal self-
management programs for individuals with chronic illnesses.

Involving Consumers in Service Design, Administration, and Delivery

Contact with individuals with mental illnesses improves health care
workers’ attitudes toward them and decreases negative stereotyping
(Corrigan et al., 2001; Kolodziej and Johnson, 1996), including erroneous
perceptions of dangerousness (Corrigan et al., 2002; Farina, 1998). The
same is true for the public at large (Rasinski, 2003). Contact is most effec-
tive in countering erroneous beliefs and stigma when participants have
equal status, interact in a highly collaborative manner, have personal rather
than formal interactions, and have support from the institution in which
the contact occurs (Corrigan and Penn, 1999; Kolodziej and Johnson,
1996). Equal status is facilitated when individuals work together on speci-
fied activities giving those in a stigmatized group the opportunity to apply
and demonstrate their own knowledge and skills. Such contact can be
achieved by involving individuals with M/SU illnesses in administrative,
clinical care delivery, and policy-making roles.

Consumer participation in service design and administration Consumers
have served in key administrative and service design roles in a number of
M/SU health care organizations. For example, they have served on key
policy-making bodies that plan, design, and oversee internal performance
measurement and quality improvement (Hibbard, 2003; Sabin and Daniels,
1999, 2001), and that design and implement mechanisms for soliciting
consumer feedback on the quality of delivered services (Sabin and Daniels,
1999). Serving on bodies that develop and oversee utilization management
policies (when the care-providing organization is also a health plan) is
another way for consumers to participate in service design and administra-
tion (Sabin et al., 2001). These mechanisms for direct involvement in ser-
vice design and administration are more effective in reducing stigma than
simply having consumers serve on separate advisory councils because they
provide opportunities for consumers to work side by side with care provid-
ers in a collaborative manner.

Consumers as service providers People with M/SU illnesses have for many
years served as providers of treatment and recovery support services by
leading and participating in self-help or mutual help groups such as Alco-
holics Anonymous (Humphreys et al., 2004); serving as case managers,
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counselors, crisis workers, job coaches, and residential managers; and pro-
viding care in a variety of other positions supporting psychiatric rehabilita-
tion and recovery (Kaskutas and Ammon, 2003–2004; Mowbray et al.,
1997; Solomon and Draine, 2001). These positions range from those that
are unpaid, to those that are paid but created or set aside exclusively for
consumers (available only to people with mental illnesses), to those that
are paid and competitive (available to consumers and nonconsumers)
(Cook, 2004).

Consumers also serve as providers in peer support programs that help
individuals with severe M/SU illnesses achieve recovery. Georgia’s Peer
Support program, for example, employs individuals who (1) are current or
former recipients of mental health services for a major mental illness, (2)
openly identify themselves as consumers, (3) have had advocacy or advisory
experience, (4) have made a demonstrated effort at self-directed mental
health recovery, and (5) have successfully passed a written and oral exami-
nation after completing a 2-week training program. The Georgia Division
of Mental Health, Developmental Disabilities, and Addictive Diseases trains
and certifies these peer specialists to model competence and recovery by
providing (under the direct supervision of a mental health professional)
structured, scheduled activities that promote socialization, recovery, self-
advocacy, development of natural supports, and maintenance of commu-
nity living skills to individuals with “serious and persistent” mental ill-
nesses. Their primary responsibility is to assist consumers in regaining
control over their recovery process and developing the attitudes and skills
that facilitate recovery. They do this through a variety of activities ranging
from helping consumers create a wellness recovery action plan, to support-
ing consumers in their vocational choices, to informing them about com-
munity and other supports and how to utilize them in the recovery process
(Sabin and Daniels, 2003).

SAMHSA’s Recovery Community Services Program similarly uses peer
support to help consumers of substance-use treatment services prevent re-
lapse, promote timely reentry into treatment when relapse occurs, and aid
in achieving sustained recovery and an enhanced quality of life. Grants
made through this program support peer-to-peer recovery assistance, in-
cluding help in securing housing, education, and employment; building
constructive family and other personal relationships; managing stress; par-
ticipating in alcohol- and other drug-free social and recreational activities;
and obtaining services from multiple systems, such as the primary and
mental health care, child welfare, and criminal justice systems (SAMHSA,
2004a).

Peer support programs are discussed further below as an important
mechanism for increasing consumers’ self-efficacy beliefs and decision-
making capabilities.
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Providing Decision-Making Support to All M/SU Health Care Consumers

Supporting consumer decision making means providing consumers with
(1) a choice of treatments and providers; (2) information about the benefits
and risks of different treatment options; (3) assistance in making choices;
and (4) for those individuals with significantly impaired cognition or dimin-
ished self-efficacy beliefs, compensatory mechanisms such as peer support
programs and advance directives.

Providing consumers with real choices Decision making is less relevant if
the only choice presented is that between one treatment and no treatment.
As evidence presented in Chapter 5 shows, there may be multiple different
therapeutic approaches for a given M/SU illness—different medications,
medication alone without psychotherapy, psychotherapy alone without
medication, and medication combined with psychotherapy (frequently
shown to be most effective). Some of these approaches have more proven
effectiveness than others; others may have less evidence to support their
effectiveness but offer the promise of fewer side effects. Because of this and
other factors, patient preferences are likely to differ. The Quality Chasm
report notes, for example, that among all patients, some people are “risk
averse,” while others may choose a riskier intervention despite a lesser
likelihood of benefit.25 Moreover, patients with more chronic medical con-
ditions often have been shown to be more willing to take risks in the hopes
of achieving better health. Their preferences also have been shown to be
motivated in part by a concern for social health (defined as the ability to
develop, maintain, and nurture major social relations), not solely by a
desire for physical or mental health (Sherbourne et al., 1999).

When consumers are coerced into treatment or have no choice of pro-
vider, offering them a choice of treatment is especially important. In gen-
eral, few inpatients—whether voluntarily or involuntarily admitted—choose
the psychiatrist, therapist, or nurse who is assigned to their care. A similar
situation occurs for the many individuals who receive care in a clinic set-
ting. In these inpatient and outpatient settings, individuals receive care from
the providers scheduled to provide care on that day. For patients receiving
care from a specialized team (e.g., an assertive community treatment [ACT]
team), there is typically only one team available. With respect to choice of
treatments, rules for involuntary treatment of committed patients vary
across states, with some states (but not all) precluding involuntary treat-
ment with medications unless patients are first declared incompetent to
make decisions about their care.  Whatever rule is in effect, and regardless

25The report further notes that patient preferences are likely to change over time and as a
consequence of the issues at hand.
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of whether patients are able to choose their providers, individuals can still
exercise choice by selecting among different treatment approaches, medica-
tions, and strategies for treating and recovering from their illness. Patients
should be supported in expressing their treatment preferences and having
them incorporated into treatment decision making. Supporting decision
making and treatment preferences requires that patients have information
on the various treatment options available.

Providing information about the benefits and risks of different treatment
options Information needs to be available to consumers to support their
decision making and to promote their exercise of choice. Clinicians and
their sponsoring health care organizations should provide patients with
information (in a user-friendly format) about the comparative effectiveness
of different treatment approaches (regardless of whether those approaches
are offered by the clinician or health care organization) and any risks/
contraindications/side effects that may be present given the patient’s clini-
cal profile. When information on the comparative effectiveness of different
treatment approaches is not available (see the discussion of the limited
evidence base in Chapter 4), this lack of information should be made
known to the consumer. Patients should also be given information on
whether a specific therapeutic approach is available from their clinician,
organization, or health plan.

Providing decision support to all patients It is widely acknowledged that
all clinicians need support in their clinical decision making to stay abreast
of recent developments in therapeutics. If patient are truly to share in
clinical decision making, it is likely that they, too, will need information to
support that decision making. However, decision-support tools are just
beginning to be used in general health care to help consumers select among
different treatment options for a limited number of medical conditions, for
example, problems with vision or specific diseases such as benign prostatic
hypertrophy (Stanton, 2002). Consumers of M/SU health care services also
need such decision-support tools, although their availability is currently
very limited.

In the interim, clinicians and health care organizations can support all
M/SU consumers in their decision making by (1) providing them with the
information described above (in a user-friendly format); (2) avoiding un-
dermining their decision-making abilities (verbal support is effective in in-
creasing individuals’ belief in their ability to make treatment decisions, or
their self-efficacy; see the discussion earlier in this chapter [Bandura,
1997b]); and (3) appreciating the changing nature of consumers’ decision-
making preferences. The Quality Chasm report, for example, underscores
that shared decision making is a dynamic process that changes as patients’



118 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

circumstances and preferences change. As evidence presented in the preced-
ing section indicates, decision-making capacity appears to be less a fixed,
unchangeable trait and more a state dependent on a variety of factors. The
capacity for decision making should therefore be viewed not as an all-or-
nothing state, but as the result of the interplay of multiple functional abili-
ties that can vary according to the context and over time. For example, a
person may understand a consent form one day but not the next when he or
she is distracted, confused, under duress, in pain, or delirious. Similarly, a
person may be impaired in the acute phases of a severe mental illness, such
as schizophrenia or bipolar illness, but may return to normal when in
remission. The Quality Chasm report also acknowledges that patients vary
in their preferences and views about how active they want to be in decision
making: some patients desire a very active role, while others may prefer to
delegate decision making to their providers or a proxy.

Providing stronger decision support mechanisms for individuals with sig-
nificantly impaired cognition or diminished self-efficacy beliefs Peer sup-
port services and advance directives can be used to assist individuals with
significantly impaired cognition or diminished self-efficacy beliefs.

Peer support programs As noted earlier in this chapter, evidence shows
that individuals’ belief in their self-efficacy can be increased through four
mechanisms: (1) their own success in mastering a task or activity, (2) obser-
vation of others’ success in the same area, (3) verbal persuasion and social
influences, and (4) individuals’ own physiological and affective states. Vi-
carious experience is particularly powerful when the observer can identify
with some of the characteristics of the person performing the activity.
Observing the successes of a model with whom one identifies enhances
one’s belief in one’s own capabilities. Empowerment and belief in one’s self-
efficacy are also influenced by the verbal encouragement of others (Bandura,
1997b).

The positive effects of seeing or visualizing people similar to oneself
successfully perform specific activities are proportionate to the degree of
similarity between the person performing the activities and the observer.
Modeling that conveys effective coping strategies by individuals who begin
timorously, but who gradually overcome their difficulties through persis-
tent efforts can be more helpful than “masterful” models, that is, individu-
als who perform calmly and faultlessly. Observers are persuaded that if
others can do it, they can too (conversely, observing the failures of others
similar to themselves decreases the self-efficacy beliefs of observers)
(Bandura, 1997b).

Peer support programs involve individuals who serve as models of self-
efficacy. These programs provide verbal persuasion and social influences,
as well as the opportunity to observe others’ success in facing the same
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challenges. Peer leadership has been found to be a key component of suc-
cessful self-management programs (Lorig et al., 2001). Peer support pro-
grams also are identified in the Chronic Care Model of illness management
(described in Chapter 5) as a useful mechanism for supporting patients in
their illness self-management (Bodenheimer et al., 2002b). Studies of illness
self-management programs have shown that when peers are well trained
and given a detailed protocol, they teach as well as and possibly better than
health professionals (Lorig and Holman, 2003).

Peer support programs are a strong component of mental health care,
as described above. Peer-based support services in recovery from substance-
use problems and illnesses have an even longer history, extending from the
eighteenth century to the present and encompassing Native American “re-
covery circles”; fraternal temperance societies; and social support provided
within inebriate homes and asylums, half-way houses, and self-managed
recovery homes (White, 2002, 2004). Twelve-step mutual support groups
such as Alcoholics Anonymous (AA), Narcotics Anonymous (NA), and
Cocaine Anonymous (CA) are used as a routine adjunct to treatment and
are relied on as a form of long-term aftercare for many alcohol and drug
treatment programs today (McElrath, 1997; Troyer et al., 1995). The effi-
cacy or effectiveness of the largest addiction-oriented mutual aid/self-help
group, AA, has been the focus of increased research and several reviews in
recent years (e.g., Emrick et al., 1993; Kaskutas et al., 2003; Kelly et al.,
2002; Tonigan and Toscova, 1996). This work has documented correla-
tional evidence of a relationship between AA attendance and, more strongly,
AA “involvement” (e.g., having a sponsor, being a sponsor, working the
steps) and positive drinking-related outcomes. In addition, participation in
self-help groups has been associated with lower subsequent health care
costs (Humphreys and Moos, 1996, 2001).

Advance directives26,27 Psychiatric advance directives, like advance di-
rectives used in general health care, are intended to preserve consumers’
ability to engage in self-direction during times when their decision-making
capacity or ability to communicate their preferences might be impaired.
Psychiatric instructional directives typically address such issues as preferred
medications, treatments, service providers and locations, and who is to be
notified about hospitalizations and allowed to visit. Psychiatric proxy di-

26Advance directives for mental health care are legally executed documents stating an
individual’s preferences regarding various aspects of psychiatric treatment in times of crisis,
inpatient care, or otherwise impaired decision making.

27Information in this section incorporates content from the commissioned paper “‘Patient-
Centered’ and ‘Consumer-Directed’ Mental Health Services” by Judith A. Cook, PhD, Profes-
sor and Director, Center on Mental Health Services Research and Policy, University of Illinois
at Chicago.
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rectives (sometimes combined with instructional directives) allow people to
designate someone to make treatment decisions on their behalf (Srebnik
and La Fond, 1999). Allowing individuals to state their treatment prefer-
ences ahead of time increases the likelihood that care during times of psy-
chiatric crisis and/or lack of decision-making competency will reflect their
values and preferences. A number of approaches to preparing mental health
advance directives have been developed, including completion of paper-
and-pencil checklists, use of templates available on the Internet, and use of
an interactive CD-ROM on a computer. Duke University’s Program on
Advance Psychiatric Directives provides tool kits and user-friendly instruc-
tions for consumers, clinicians, and family members to use in completing
psychiatric advance directives (Cook, 2004).

Although there is much interest in advance directives for mental health
care, few people with mental illnesses create such directives or find them
honored in times of crisis. The reasons for failing to honor an advance
directive include lack of provider awareness of the directive; concerns about
an individual’s competency at the time the directive was prepared; written
directives that are unclear; poor communication with proxies about treat-
ment preferences; limited availability of desired services in many communi-
ties; revocation issues, such as who can revoke a directive and under what
circumstances; and legal and ethical issues involved in implementing direc-
tives that physicians disagree with or perceive as harmful to the individual
(Cook, 2004). Moreover, although this option appears sensible and poten-
tially applicable within the substance-use treatment field, there are as yet no
published studies of its use in this field, and very few treatment programs
have employed this approach with alcohol- or drug-dependent patients.

Several evaluation studies have found psychiatric advance directives to
be feasible for use (with support) by individuals with severe and chronic
mental illnesses (Peto et al., 2004; Sherman, 1998; Srebnik et al., 2004).
Use of such directives is also perceived positively by consumers and associ-
ated with decreased feelings of coercion and increased perception of having
a choice in their treatment decisions (Srebnik et al., 2004; Sutherby et al.,
1999). Psychiatric advance directives, like advance directives for general
medical conditions, can help ensure patient-centered care in times of dimin-
ished medical decision-making capacity (Backlar et al., 2001; Swanson et
al., 2000).

Supporting Illness Self-Management Practices and Programs

The evidence reviewed earlier in this chapter shows the value of pa-
tients’ self-management of their illnesses. However, it is important to un-
derscore that successful self-management programs go far beyond tradi-
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tional patient education programs by requiring teaching, supporting, and
working closely with patients. Also, as cited earlier in this chapter, expert
designers and researchers on these programs caution that many programs
calling themselves self-management programs do not teach all the core
skills involved and fail to address the necessary scope of issues (Lorig and
Holman, 2003). Self-management support is defined as the “systematic
provision of education and supportive interventions to increase patients’
skills and confidence in managing their health problems, including regular
assessment of progress and problems, goal setting, and problem-solving
support” (IOM, 2003:52 [emphasis added]). Whereas traditional patient
education offers technical information and skills training (typically in areas
defined by the clinician), self-management education supports patients in
identifying their problems and provides techniques to help them make deci-
sions, take appropriate actions, and modify these plans as circumstances or
the course of their illness changes. Patient self-management thus requires
that a clinician utilize a collaborative model of practice in which the patient
and clinician are equal partners, with equal expertise (Bodenheimer et al.,
2002a). Whereas the clinician brings expertise in the illness and therapeu-
tics, patients are experts in their own lives and in what concerns them and
motivates and enables them to make changes in their lives. This model is the
basis for a collaborative process between the health care provider and
patient in which attainable, short-term goals are identified by the patient,
discussed jointly, and agreed upon.

Several approaches have been developed in recent years to support
individuals’ self-management. One example, the Wellness Recovery Action
Plan (WRAP), is a structured approach designed to help individuals with
mental illnesses identify internal and external resources for facilitating re-
covery, and then use these tools to create a plan for successful living
(Copeland, 2002). Creating a WRAP plan generally begins with develop-
ment of a personal Wellness Toolbox, consisting of simple, safe, and (usu-
ally) free self-management strategies such as a healthy diet, exercise, good
sleep patterns, and pursuit of adult life roles. The person then uses this
toolbox to create an individualized plan for using each strategy to attain
and/or maintain recovery. The plan also includes identification of early
warning signs of symptom exacerbations or crisis, and ways in which the
toolbox can help people manage and feel better. In addition, WRAP en-
courages development of a crisis plan, which states how the person would
like to be treated in times of crisis (similar to an advance directive), as well
as a postcrisis plan for getting back on the road to recovery.

Patient self-management of chronic illness also has become one of the
pillars of the Chronic Care Model, reflecting recognition of the fact that
for chronic illnesses, patients themselves are their principal caregivers—
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assuming such responsibilities as regulation of diet and exercise, self-
measurement of laboratory values (e.g., blood glucose levels), and medi-
cation use. The Chronic Care Model helps patients and their families
develop the skills and confidence to manage their chronic illness, provid-
ing self-management tools (e.g., symptom-monitoring flow charts, diets)
and routinely assessing the patient’s and family’s problems and accom-
plishments in illness management (Bodenheimer et al., 2002b). Compo-
nents of the Chronic Care Model have been applied successfully to the
treatment of depression (Badamgarev et al., 2003; Gilbody et al., 2003;
Pincus et al., 2003), and the model has been identified as having potential
applicability to the care of persons with chronic substance-use illnesses as
well (Watkins et al., 2003).

Eliminating Discriminatory Legal and Administrative Policies

In addition to the practices recommended above to be undertaken at the
locus of care, public policy needs to be aligned to support patient-centered
care. One very important policy change needed is ending insurance discrimi-
nation. Restrictions on access to student loans and the potential lifetime ban
on receipt of food stamps or welfare (discussed earlier in this chapter) also
need to be reexamined to determine whether their success in deterring drug
use or achieving other purposes outweighs the obstacles they pose to the
recovery of individuals with substance-use illnesses.

Attention needs to be paid as well to how coerced treatment is used for
individuals with M/SU illnesses. Although the use of coercion is somewhat
different for mental and substance-use illnesses, it is likely to continue for
the foreseeable future for many individuals with substance-use illnesses, as
well as for a minority of individuals with mental illnesses. For this reason,
it is important that policies governing the use of coercion (1) reduce the risk
of its use in situations in which it is not needed by making transparent the
policies and practices used to assess decision-making capacity and danger-
ousness; (2) preserve as much patient decision making as possible whenever
coercion is used, in part by providing comparative information on treat-
ment and providers; and (3) minimize the risks associated with coerced
treatment. Research also is needed to better understand the need for, appro-
priate use of, and outcomes of coercive practices for treatment of M/SU
illnesses. Moreover, coercion can sometimes be avoided altogether. In a
study of inpatient psychiatric admissions in two states, many individuals
who experienced involuntary legal commitment reported that they were not
offered the opportunity to enter the hospital voluntarily, and more than
half indicated that they would have entered voluntarily had the offer been
made (Hoge et al., 1997).
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Transparent Policies and Practices for Assessing Decision-Making
Capacity and Dangerousness

As previously discussed, the source of coercion into treatment for
M/SU illnesses can be either informal (e.g., family and friends) or formal
or governmental (e.g., mandatory outpatient treatment for individuals
with mental illnesses because of a perceived danger to themselves or oth-
ers, or criminal justice diversion programs such as drug courts for indi-
viduals with substance-use illnesses). Moreover, pressure for treatment
can be expressed in both positive (persuasion or inducements) or negative
(threats or force) forms. Evidence shows that threats and force lead to
high levels of perceived coercion relative to persuasion and inducement.
For this reason, positive pressure, such as persuasion, should be the strat-
egy of choice to get people to accept treatment. Negative approaches
should be used in emergencies or when all other options have failed
(Dennis and Monahan, 1996).

With respect to involuntary commitment or treatment for mental ill-
ness or other governmentally imposed treatment for substance use, care-
fully crafted criteria for applying governmentally imposed coercion and due
process protections would help minimize the risk that involuntary treat-
ment mechanisms will be used to serve other than therapeutic ends (Hall
and Appelbaum, 2002). However, application of even the best-crafted cri-
teria is hampered by the lack of standardization in the approaches used by
evaluators and the courts to determine both decision-making capacity and
the risk of violence for individuals with mental illnesses. Variation is due
both to infrequent (though growing) reliance on standardized assessment
measures and to a lack of consensus on the relevant normative questions.
These normative questions include (1) how much impairment of decision
making is tolerable, or at what level of impaired decision making it is
appropriate to override a patient’s preference to avoid treatment; and (2)
how much risk of violence should be tolerated before a person is confined
for treatment or other coercive interventions are undertaken. These ques-
tions cannot be answered solely by empirical research because they involve
identifying and reaching agreement on matters of values. As noted in the
previous discussion of decision making, for example, decisions about a
person’s competency status inevitably involve the value judgments of the
individual performing the evaluation (National Bioethics Advisory Com-
mission, 1998; Roth et al., 1977). For this reason, some recommend that
these judgments be made by a group of individuals from diverse back-
grounds (Saks and Jeste, 2004).

Until more standardized instruments with better normative data and
consensus on standards and processes for making such a determination are
available, following the Quality Chasm’s rule of transparency could help
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minimize the risk that coerced treatment will be used for other than thera-
peutic purposes or for protection of the public, as well as help establish a
normative database to guide decision making in this area. The rule of
transparency states:

The health care system should make information available to patients and
their families that allows them to make informed decisions when selecting
a health plan, hospital, or clinical practice, or choosing among alternative
treatments. This should include information describing the system’s per-
formance on safety, evidence-based practice, and patient satisfaction.
(IOM, 2001:8)

In M/SU health care, the health care “system” encompasses other soci-
etal systems that are not as strongly involved in the delivery of general
health care—the criminal and juvenile justice, education, and child welfare
systems. The health care delivered under the auspices of these systems and
the policies that influence the delivery of that care also must be transparent
to clients, their families, and the public at large so that individuals in need
of care, their families, and society can make informed decisions about when
and how coerced treatment is to be used. Policies and practices not only for
initiating coercive treatment, but also for terminating it should be transpar-
ent, providing information on what one has to do to be discharged from
involuntary inpatient or outpatient treatment or to have one’s status
changed to voluntary. Moreover, documenting the tools and approaches
used in the judicial system to arrive at decisions to invoke mandatory
outpatient treatment would be of help in developing the normative data-
base needed to provide better guidance to individuals charged with making
these decisions.

Preserving Patient-Centered Care and Patient Decision Making in
Coerced Treatment

As previously discussed, the ways in which individuals perceive coer-
cion vary and are influenced by the nature of the coercive process—the
extent to which patients perceive those who are coercive as acting out of
concern for them; treating them fairly, with respect, and without deception;
giving them a chance to tell “their side of the story”; and considering what
they have to say about treatment decisions (Dennis and Monahan, 1996).
In all circumstances then, but especially when negative pressures are being
used, patients need to be afforded “as much process as possible.” Further,
individuals who are coerced into treatment should still be involved in deci-
sion making about the types of treatment to be used for their illness and in
the choice of provider.
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Minimizing Risks in Involuntary Treatment

As evidence in Chapter 4 shows, treatment itself is not without risks.
These risks can result from errors in care as well as from the delivery of
ineffective care. As discussed earlier, while unsafe and ineffective care per-
meates all of health care, individuals with M/SU illnesses may be especially
at risk for errors and vulnerable to their effects. This is the case because the
symptoms of some severe M/SU illnesses, such as major depression or
schizophrenia, when not alleviated by therapy, may decrease patients’ abil-
ity to be involved in the management of their care and therefore to detect
and report errors in their care. Moreover, the stigma attached to individuals
with M/SU illnesses may render them less likely to be believed when report-
ing information about errors and adverse events. These risks may be multi-
plied for an individual who has been committed involuntarily to inpatient
or outpatient mental health treatment or coerced into treatment for sub-
stance use. When the patient’s autonomy and treatment preferences are
superseded, it is critically important that those responsible for making treat-
ment decisions use comparative information on provider and treatment
safety and effectiveness and continue to involve the patient in selecting and
evaluating treatment alternatives.

Ensuring safe and effective care and preserving patient decision making
can be accomplished by providing patients and their family members or
other proxy decision makers with information about the illness to be treated;
the range of available, evidence-based treatments for the illness and evi-
dence on their relative effectiveness; and comparative information on the
performance of individual providers and organizations in treating the ill-
ness (see Chapter 4).

Needed Research

More research is needed on how best to minimize the use of coercion and
how to use it most effectively when it is unavoidable. In mental health care:

Little hard information exists on the pervasiveness of the various forms
of mandated treatment for people with mental disorders, how leverage
is imposed, or what the measurable outcomes of using leverage actually
are. The many vexing legal and ethical questions surrounding mandated
treatment have not been thoroughly aired. . . . If policy makers and
practitioners in mental health care are to embrace—or repudiate—some
or all forms of mandated community treatment, an evidence-based ap-
proach must soon replace polemics. (Monahan et al., 2003:37)

With respect to the use of coercion in treatment for substance use, research
is needed to determine the effects, both positive and negative, of outpatient
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commitment, drug courts, the use of treatment conditions in probation and
parole, and less formal mechanisms of pressure on persons with substance-
use problems and illnesses. Empirical data will not resolve the debate about
the legitimacy of these approaches, but to the extent that their conse-
quences are known, such data can inform treatment interventions and policy
making. Data can also help identify how involuntary interventions can be
avoided.

Recommendations

The committee finds that actions in all of the areas addressed in
this chapter can help to counteract the effects of stigma and discrimina-
tion on patient-centered care. To this end, the committee makes two
recommendations.

Recommendation 3-1. To promote patient-centered care, all parties
involved in health care for mental or substance-use conditions should
support the decision-making abilities and preferences for treatment and
recovery of persons with M/SU problems and illnesses.

• Clinicians and organizations providing M/SU treatment services
should:
– Incorporate informed, patient-centered decision making through-

out their practices, including active patient participation in the
design and revision of patient treatment and recovery plans,
the use of psychiatric advance directives, and (for children)
informed family decision making. To ensure informed decision
making, information on the availability and effectiveness of
M/SU treatment options should be provided.

– Adopt recovery-oriented and illness self-management practices
that support patient preferences for treatment (including medi-
cations), peer support, and other elements of the wellness re-
covery plan.

– Maintain effective, formal linkages with community resources
to support patient illness self-management and recovery.

• Organizations providing M/SU treatment should also:
– Have in place policies that implement informed, patient-

centered participation and decision making in treatment, ill-
ness self-management, and recovery plans.

– Involve patients and their families in the design, administra-
tion, and delivery of treatment and recovery services.

• Accrediting bodies should adopt accreditation standards that re-
quire the implementation of these practices.
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• Health plans and direct payers of M/SU treatment services should:
– For persons with chronic mental illnesses or substance-use de-

pendence, pay for peer support and illness self-management
programs that meet evidence-based standards.

– Provide consumers with comparative information on the qual-
ity of care provided by practitioners and organizations, and
use this information themselves when making their purchasing
decisions.

– Remove barriers to and restrictions on effective and appropri-
ate treatment that may be created by copayments, service ex-
clusions, benefit limits, and other coverage policies.

The committee wishes to underscore that, with respect to the recom-
mendation that health plans and direct payers of M/SU treatment services
pay for peer support and illness self-management programs for individuals
with chronic mental and substance-use illnesses, we are not calling for
payment for all programs that involve peer support (including self- and
mutual-help 12-step programs) or all programs that aim to teach illness
self-management. Rather, the committee recommends funding of peer sup-
port and illness self-management programs that provide a standardized
intervention encompassing all components found necessary through em-
pirical testing and modeling, that have themselves been empirically tested,
and that have been shown to improve health outcomes. The Georgia Peer
Support program and the Stanford University School of Medicine’s stan-
dardized approach for illness self-management are two examples of such
programs.

Recommendation 3-2. Coercion should be avoided whenever possible.
When coercion is legally authorized, patient-centered care is still appli-
cable and should be undertaken by:

• Making the policies and practices used for determining danger-
ousness and decision-making capacity transparent to patients and
their caregivers.

• Obtaining the best available comparative information on safety,
effectiveness, and availability of care and providers, and using
that information to guide treatment decisions.

• Maximizing patient decision making and involvement in the se-
lection of treatments and providers.

The committee notes that the above recommendations will be ineffec-
tive if the receipt of care by those who need it is not timely, if the care
received is of poor quality, and if the necessary linkages with supportive
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human services are not in place.  Improving the quality of M/SU therapies is
addressed in the next chapter, while coordinating M/SU health care with
other needed services is addressed in Chapter 5. Implementation of the
above recommendations, as well as those made in succeeding chapters, is
necessary to ensure the provision of patient-centered care.
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Evidence Base and

Quality Improvement Infrastructure

Summary

Despite substantial evidence documenting the efficacy of numerous
treatments for mental and substance-use problems and illnesses,
mental and/or substance-use (M/SU) health care (like all health
care) often is not consistent with this evidence base. Further, in
the absence of evidence on how best to treat some M/SU conditions,
treatment for the same condition often varies inappropriately from
provider to provider. Moreover, medication errors and the use of
restraints and seclusion threaten patient safety, while many individuals
with serious symptoms of M/SU illnesses receive no treatment
despite having health insurance and geographic access to health
care. Finally, although we know about risk factors for the development
of some M/SU illnesses, the health care system fails to apply this
knowledge in prevention initiatives. As a result, large numbers of
people who are at risk of developing M/SU illnesses go on to do
so, even as those with existing illnesses cannot always count on
receiving safe and effective care.

Remedies for these problems are the same as those for general
health care: identifying and disseminating effective practices, providing
decision support for clinicians at the point of care delivery, measuring
the extent to which effective practices are applied, and incorporating
measurement results into ongoing quality improvement activities.
For multiple reasons, however, the infrastructure to support these
activities is less well developed for M/SU than for general health
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care. Clinical assessment and treatment practices (especially
psychosocial interventions) have not been standardized and classified
for inclusion in the administrative datasets widely used to analyze
variations in care and other quality-related issues in general health
care. Initiatives to disseminate advances in evidence-based care
often fail to use effective strategies and available resources. The
development of performance measures for M/SU health care has
not received sufficient attention in the private sector, and efforts
in the public sector have not yet achieved widespread consensus.
Finally, the understanding and use of modern quality improvement
methods have not yet permeated the day-to-day operations of
organizations and individual clinicians delivering M/SU services—
both those in the general health care sector and those providing
specialty M/SU health care.

The committee recommends a five-part strategy to build
this infrastructure and improve the safety and effectiveness of
M/SU health care: (1) a more coordinated strategy for filling the
gaps in the evidence base; (2) a stronger, more coordinated, and
evidence-based approach to disseminating evidence to clinicians;
(3) improved diagnostic and assessment strategies; (4) a stronger
infrastructure for measuring and reporting the quality of M/SU
health care; and (5) support for quality improvement practices at
the locus of health care.

PROBLEMS IN THE QUALITY OF CARE

As in general health care, there is ample evidence of problems in the
quality of care for mental and/or substance-use (M/SU) problems and ill-
nesses. These problems include (1) failure to provide care consistent with
existing scientific evidence, (2) variations in care that occur when clear
evidence on effective care is lacking, (3) failure to provide any treatment for
an M/SU illness or to address the risk factors associated with the develop-
ment of these illnesses, and (4) unsafe care.

Failure to Provide Care Consistent with Scientific Evidence

Numerous studies document the discrepancy between M/SU care that is
known to be effective and the care that is actually delivered. An extensive
review of all peer-reviewed studies published from 1992 through 2000 in
Medline, the Cochrane Collaborative, and related sources that assessed
rates of adherence to specific clinical practice guidelines for treating diverse
M/SU clinical conditions (including alcohol withdrawal, bipolar disorder,
depression, panic disorder, psychosis, schizophrenia, and substance abuse)
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found that of the 21 cross-sectional studies showing unequivocal results,
only 24 percent documented adequate adherence to the aspect(s) of the
practice guidelines under study. Of 5 pre/post studies, only 2 showed ad-
equate adherence rates. When these two groups of naturalistic studies were
combined, only 27 percent demonstrated adequate rates of adherence. Bet-
ter adherence was observed in 6 of the 9 controlled trials reviewed1 (Bauer,
2002). Subsequent studies have continued to document clinicians’ depar-
tures from evidence-based practice guidelines for conditions as varied as
attention deficit hyperactivity disorder (ADHD) (Rushton et al., 2004),
anxiety disorders (Stein et al., 2004), conduct disorders in children (Zima et
al., 2005), comorbid mental and substance-use illnesses (Watkins et al.,
2001), depression in adults (Simon et al., 2001) and children (Richardson et
al., 2004), opioid dependence (D’Aunno and Pollack, 2002), use of illicit
drugs (Friedmann et al., 2001), and schizophrenia (Buchanan et al., 2002).

As in general health care, M/SU care received by members of racial and
ethnic minorities is even less consistent with standards for effective care
than that received by nonminority members. Two nationally representative
studies found that members of ethnic minorities were less likely to receive
appropriate care for depression or anxiety than were white Americans
(Wang et al., 2000; Young et al., 2001). Likewise, facilities dispensing
methadone for the treatment of opioid dependence that have a greater
percentage of African American patients have been shown to be more likely
to dispense low and ineffective doses (D’Aunno and Pollack, 2002).

A 1999 comparison of the performance of 67.7 percent of the nation’s
health maintenance organizations (HMOs) on five measures of the quality
of mental health care2 and nine measures3 of the quality of general health
care found that the HMOs delivered mental health care in accordance with
standards of care on average 48 percent of the time, compared with an
average of 69 percent for the nine general health care measures (Druss et
al., 2002). In a landmark study of the quality of a wide variety of health
care received by U.S. citizens, individuals with many different types of
illnesses received guideline-concordant care about 50 percent of the time,
whereas those with alcohol dependence received care consistent with scien-
tific knowledge only about 10.5 percent of the time (McGlynn et al., 2003).

1This was attributed to the multifaceted and intensive strategies employed to facilitate and
maintain the uptake of these practice guidelines.

2Timely ambulatory care after inpatient hospitalization (two measures), medication man-
agement of depression (two measures), and outpatient care for depression (one measure).

3Adolescent immunizations, use of specific drugs after a heart attack, breast cancer screen-
ing, child immunizations, delivery of prenatal care in the first trimester, postpartum check-
ups, cervical cancer screening, cholesterol screening, and eye examinations for diabetics.
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This failure to provide care consistent with evidence also is manifest in
the failure to offer ongoing care for substance dependence consistent with
the condition’s chronic nature. Historically, drug dependence has been con-
ceptualized as a disease, a bad habit, or a sin (Musto, 1973). Despite
significant differences among these perspectives, all are based on a view
that often persists today: that some limited (often very limited) amount,
duration, and/or intensity of therapies, medications, and services should be
adequate to cause patients with a drug dependence illness to “learn their
lesson,” “achieve insight,” and especially “change their ways.” The expec-
tation is that once patients have achieved that insight or learned that lesson,
they will be ready for discharge from treatment and will continue as recov-
ered for a substantial period of time. This view has led to the universally
applied convention of evaluating the outcomes of treatment through mea-
surement of patient performance 6–12 (or more) months following dis-
charge from treatment (see Finney et al., 1996; Gerstein and Harwood,
1990; Gossop et al., 2001; Hubbard et al., 1989; McLellan et al., 1993a,b;
Project MATCH Research Group, 1997; Simpson et al., 1997, 1999).

In fact, however, most alcohol- and drug-dependent patients relapse
following cessation of treatment (IOM, 1998; McLellan, 2002). In general,
about 50–60 percent of patients begin reusing within 6 months of treatment
cessation, regardless of the type of discharge, patient characteristics, or the
particular substance(s) used (IOM, 1998; McKay et al., 1999, 2004;
McLellan, 2002). It is increasingly apparent that patients with more chronic
forms of substance-use illnesses require and do well with appropriately
tailored continuing care and monitoring (McKay, 2005; McLellan et al.,
2000). Indeed, accumulating evidence suggests that many cases of substance-
use illness are best treated with the same type and level of ongoing clinical
support as other chronic illnesses, such as cardiovascular disease and diabe-
tes (McLellan et al., 2000).

Variations in Care Due to a Lack of Evidence

Variations in health care are driven by a variety of factors—some ap-
propriate and therapeutic, others not. Appropriate variations in care result
when clinicians tailor therapeutic regimens to patients’ unique clinical con-
ditions, in consultation with patients about their expressed preferences and
values. Undesirable variations reflect departures from widely accepted
evidence-based standards of care (as described above) due to provider pref-
erences, traditions, ignorance of evidence-based standards, or administra-
tive or financial constraints. Variations also result from inconsistencies in
diagnosis (described later in this chapter) and from the absence of widely
accepted standards of care. Variations in the absence of clinical practice
guidelines have been documented, for example, in the use of seclusion and
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restraint (Busch and Shore, 2000), patterns of prescribing psychotropic
medications for preschoolers and older children (Rawal et al., 2004; Zito et
al., 2000), the use of combinations of antipsychotics (Miller and Craig,
2002), and inpatient care lengths of stay (Harman et al., 2003). A 1999–
2000 cross-sectional study of the care of children and adolescents at resi-
dential treatment centers in four states, for instance, found that 42.9 per-
cent of youths receiving antipsychotic medications had no history of or
current psychosis and were thus receiving those medications for “off-
label” purposes. Significant regional differences in the prescription of anti-
psychotic drugs were found across the four states and were associated with
the presence of attention deficit/impulsivity, substance use, the duration of
symptoms, danger to others, sexually abusive behavior, elopement, and
crime/delinquency. The use of antipsychotic medications to treat aggression
and conduct disorders has been reported in the clinical literature and iden-
tified as an off-label use. Yet positive outcomes for their use in children to
treat attention deficit/impulsivity disorders is not well documented and
raises concerns, as does the widespread use of antipsychotics for off-label
purposes generally and the regional variations in this practice (Rawal et al.,
2004).

There is historical evidence that race and ethnicity account for some of
these variations. African Americans have been more likely to receive
antipsychotics across the diagnostic spectrum, even without indications for
their use (Strickland et al., 1991), and more likely than whites to receive
these medications “PRN” (as needed) and in higher doses (Chung et al.,
1995; Strakowski et al., 1993).

Failure to Treat and Prevent

Failure to Treat

More than a decade ago, the 1990–1992 National Comorbidity Study
documented the high proportion of individuals with symptoms of serious
mental illness who failed to receive any treatment for their condition (Wang
et al., 2002). Since that time, progress has been made. Recent studies have
shown improvements in access to and receipt of care for those with the
most severe mental illnesses (Kessler et al., 2005; Mechanic and Bilder,
2004). And although the prevalence of M/SU illnesses has remained the
same over the past decade, a greater proportion of all non-aged adults with
M/SU problems and illnesses have received treatment. Between 1990 and
1992, 20.3 percent of individuals with a mental “disorder” received treat-
ment; between 2001 and 2003 this proportion was 32.9 percent (Kessler et
al., 2005). Improvements also have been noted in the access to care for
children with these illnesses (Glied and Cuellar, 2003).
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Despite this progress, however, the same reports showing improved
access to care for some reveal that many others who need treatment still do
not receive it (Mechanic and Bilder, 2004); this is true especially for ethnic
minorities (Kessler et al., 2005). Between 2001 and 2003, fewer than half
(40.5 percent) of individuals with symptoms of a serious mental illness
received treatment (Kessler et al., 2005), and there is evidence of a decline
in access for those with less severe mental illnesses (Kessler et al., 2005;
Mechanic and Bilder, 2004). Findings of recent studies similarly reaffirm
the continuing failure to treat substance-use problems and illnesses (Watkins
et al., 2001).

These failures to treat persist, even when individuals are receiving
some type of health care and have financial and geographic access to care.
For example, data for 1998–2001 from a seven-site longitudinal study
of 1,088 youths in residential, outpatient, and inpatient treatment for
drug use show that 43 percent of the youths reported receiving no mental
health services in the 3 months after being admitted, despite having severe
mental health problems at the time of admission. At three sites
where mental health services were provided at no additional charge, rates
of service receipt for those with severe mental illnesses were 6 percent, 28
percent, and 79 percent, respectively. In contrast, rates of receipt of care
for comorbid general health problems among these youths ranged from 64
to 71 percent (Jaycox et al., 2003). Results of the 2003 National Survey on
Drug Use and Health document a similar failure to treat adults. Data from
another national survey conducted in 1997–1998 reveal that among per-
sons with probable comorbid mental and substance-use disorders who
received treatment for one of these conditions, fewer than a third (28.6
percent) received treatment for the other (Watkins et al., 2001).

Reasons for the failure to treat M/SU illnesses have not been fully
determined, but the finding of low treatment rates in the presence of access
to services and no additional cost to the patient indicates that access and
ability to pay are not always the only contributing factors. This point is
confirmed by responses of civilian, noninstitutionalized adults aged 18 and
older to the 2003 National Survey on Drug Use and Health, which captured
separately information on mental and substance-use problems and illnesses.
These respondents reported the following reasons for not receiving mental
health treatment that they believe they needed: cost/insurance issues (45.1
percent), did not feel the need for treatment at the time/could handle the
problem without treatment (40.6 percent), did not know where to go for
services (22.9 percent), stigma (22.8 percent), did not have time (18.1
percent), believed treatment would not help (10.3 percent), fear of being
committed/having to take medication (7.2 percent), and other access barri-
ers (3.7 percent). Reasons given by respondents who felt they needed treat-
ment for a substance-use problem but did not receive it were somewhat
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different: not ready to stop using (41.2 percent), cost or insurance barriers
(33.2 percent), stigma (19.6 percent), did not feel the need for treatment (at
the time) or could handle the problem without treatment (17.2 percent),
access barriers other than cost (12.3 percent), did not know where to go for
treatment (8.7 percent), believed treatment would not help (6.3 percent),
and did not have time (5.3 percent) (SAMHSA, 2004a).

Other studies of factors that influence consumers’ entry into alcohol
and drug treatment have found that individuals with alcohol or drug prob-
lems who do not experience recovery on their own typically do not go into
treatment until their problems become severe or until social circumstances,
such as workplace problems or criminal offenses, send them there. In a
2001 nationally representative survey of individuals in recovery from alco-
hol or drug illnesses and their families, 60 percent reported that denial of
addiction or refusal to admit the severity of the problem was the greatest
barrier to their recovery. Embarrassment or shame was the second most
frequently cited obstacle (Peter D. Hart Research Associates, Inc., 2001).
Factors that drive these individuals to seek help vary over the course of their
alcohol or drug use. Early on, these factors include adverse social conse-
quences in the workplace, criminal convictions, or serious disturbances in
interpersonal relationships. As substance use progresses over time, health
problems related to use are associated with seeking treatment (Satre et al.,
2004; Weisner and Matzger, 2002).

Individuals who are members of ethnic minorities face additional ob-
stacles to receiving needed mental health services (DHHS, 2001). Despite
roughly similar levels of need, ethnic minorities are less likely to receive
mental health care than are white Americans. Blacks, for example, are only
50 percent as likely to receive psychiatric treatment as whites when both
receive a diagnosis of the same severity (Kessler et al., 2005). Latino chil-
dren also have higher rates of unmet need relative to other children (Kataoka
et al., 2002). Access to mental health services may be restricted for ethnic
minorities for multiple reasons—for example, because they are more apt to
be uninsured (Brown et al., 2000), because ethnic minority providers and/
or providers with appropriate language capabilities are often unavailable,
and because they may have less trust in the health care system (LaVeist et
al., 2000).

Failure to Prevent

Sometimes failure to provide care occurs at the level of the health
system, rather than at the patient–provider level. The United States, like
other developed countries, has structures and mechanisms in place to ad-
dress threats to the public’s health that arise from both external environ-
mental conditions and an individual’s personal health practices. An earlier
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Institute of Medicine report on reducing risks for mental disorders (IOM,
1994) notes that prevention activities for many general health conditions
take place even when the etiology of an illness and how to prevent it are not
fully understood. Examples are primary prevention of cancer and heart
disease, for which the public health system has targeted known risk factors
(e.g., diet, exercise, lipid levels, smoking) despite the lack of such knowl-
edge. This risk reduction model of prevention targets the risk factors known
to be associated with an illness or injury. By contrast, despite scientific
evidence on risk factors associated with some mental illnesses (predomi-
nantly in children and adolescents) and effective interventions to mitigate
these factors (see, e.g., Beardslee et al., 2003; Hollon et al., 2002; Mojtabai
et al., 2003), this evidence has not yet been widely applied in practice
(Davis, 2002), and the prevalence4 of M/SU problems and illnesses does not
appear to have declined over the past decade (Kessler et al., 2005).

Although there is not yet clear evidence to support preventive interven-
tions for specific diagnoses (e.g., ADHD, anxiety, or depression), risk fac-
tors have been identified that have been helpful for developing broad,
school-based preventive programs that generally target “behavior prob-
lems.” This prevention literature for children is focused largely in two
areas: (1) risk factors for conduct problems, serious disruptive behaviors,
and violence, and testing of interventions aimed at preventing the onset of
those problems (Kazdin, 2003; Patterson et al., 1989, 1993; Webster-
Stratton and Hammond, 1997, 1999); and (2) prevention of depression
among adolescents (Clarke et al., 1995; Lewinsohn, 1987) or children
(Beardslee et al., 1996, 1997; Podorefsky et al., 2001). The U.S. Surgeon
General’s report on youth violence also clearly sets forth the evidence for
prevention of violent behavior (Office of the Surgeon General, 2001).

Unsafe Care

As with the quality of M/SU health care overall, less is known about
errors in or injuries due to M/SU treatment services than is the case for
general health care (Bates et al., 2003; Moos, 2005). This is especially true
for errors that occur in outpatient settings, where the greatest proportion of
treatment for individuals with M/SU problems and illnesses is provided.
Some mental health “interventions” have been found to be harmful subse-
quent to their use; examples are organized visits to jails and prisons by
children or adolescents to deter their future delinquency (sometimes known
as “scared straight” programs) (Petrosino et al., 2005) and rebirthing
therapy (Lilienfeld et al., 2003). Others, such as critical incidence stress

4Data on incidence are not available.
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debriefing, have been found to be potentially harmful (Rose et al., 2005).
Most data on threats to safety have been collected on medication errors and
the use of seclusion and restraints in mental health care. Errors or injuries
from treatment for substance-use problems and illnesses have not yet re-
ceived substantial attention. Although an estimated 7–15 percent of pa-
tients who receive psychosocial treatment for substance use may be worse
off after treatment, a conceptual model to help distinguish the iatrogenic
effects of the intervention from other factors that can cause worsening of
substance-use problems (e.g., social isolation) has only recently been pro-
posed (Moos, 2005).

Medication Errors

A Medline search for articles published between 1996 and 2003 on
medication errors (one of the most common types of health care errors) in
psychiatric treatment revealed relatively few data available, and only a
handful of studies of adverse drug events in inpatient psychiatric settings.
Although studies of adverse drug events in general hospitals have yielded
data on errors involving psychotropic drugs, less is known about medica-
tion errors in psychiatric hospitals and psychiatric units of general hospi-
tals. Moreover, as recently as 2002, terms such as “adverse drug events,”
“medication errors,” and “adverse drug reactions” were not even listed as
key search words in several widely read psychiatric journals (Grasso et al.,
2003b). Errors committed in substance-use treatment also have received
little attention.

What is known from the few published studies gives cause for concern.
A retrospective, multidisciplinary review of the charts of 31 randomly se-
lected patients in a state psychiatric hospital discharged during a 4 1/2-
month study period detected 2,194 medication errors during these patients’
entire 1,448 inpatient days.5 Of the 2,194 errors, 19 percent were rated as
having the potential to cause minor harm, 23 percent moderate harm, and
58 percent severe harm (Grasso et al., 2003a). Another 12-month study of
all long-term residents of 18 community-based nursing homes in Massa-
chusetts found that psychoactive medications (antipsychotics, antidepres-
sants, and sedatives/hypnotics) were among the most common medications

5These medication error rates are consistent with rates reported in studies occurring in
general medical hospitals, but the distribution of the types of errors is markedly different. A
much higher proportion of errors (66 percent) occurred during the administration of the
medication as opposed to its prescribing, transcription, or dispensing. The authors note that
at the time the study was conducted, medication administration was performed by medical
technicians as opposed to licensed nurses—a practice that was discontinued subsequent to the
study (Grasso et al., 2003a).
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associated with preventable adverse drug events, and neuropsychiatric
events were the most common type of preventable adverse drug events
(Gurwitz et al., 2000).

With respect to ambulatory care, additional safety concerns have been
raised about the practice of long-term treatment with combinations of
antipsychotic medications (except in instances of failures of monotherapy
using different drugs). The use of combinations of antipsychotic medica-
tions continues despite (1) the absence of evidence to support the practice,
(2) the lack of evidence to inform clinicians about how to adjust dosages in
the face of increased symptoms or side effects, and (3) increased risks to the
patient from problematic side effects and failure to adhere to treatment
(Miller and Craig, 2002). Similarly, experts in children’s mental health care
express concern about the growing use of atypical antipsychotics to treat
aggression in children and adolescents in the face of limited basic and
clinical research supporting the rationale, efficacy, and safety of using these
agents for this purpose (Patel et al., 2005).

Seclusion and Restraint

Use of seclusion and restraint, while necessary in some emergency situ-
ations to prevent harm to a patient or others, also is associated with sub-
stantial psychological and physical harm to patients (GAO, 1999). The
federal government estimates that each year approximately 150 individuals
in the United States die as the direct result of these practices (SAMHSA,
2004b). In 1998, the death of an 11-year-old boy who died while secluded
and restrained in a psychiatric hospital focused national attention on the
risks to patients when these approaches are used. A follow-up report of the
U.S. General Accounting Office (now the Government Accountability Of-
fice) (GAO) confirmed the danger of improper use of seclusion and re-
straint and called attention to inadequate monitoring and reporting of their
use, inconsistent and insufficient standards for their use and reporting by
licensing and accreditation bodies, and widespread failure to employ strat-
egies that can prevent their use and reduce the risk of related injuries.
Children experience higher rates of seclusion and restraint relative to adults
and are at greater risk of injury from their use (GAO, 1999).

Consumers and their advocates, professional associations, provider or-
ganizations, and the federal government recommend substantial reductions
in the use of seclusion and restraint (American Association of Community
Psychiatrists, 2003; NAMI, 2003; NASMHPD, 1999, 2005; SAMHSA,
2004b). GAO found that these practices can be greatly reduced through
strong management commitment and leadership, defined principles and
policies regarding when and how they may be used, a requirement to report
their use, staff training in their safe use and alternative approaches, and
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oversight and monitoring (GAO, 1999).6 Several initiatives incorporating
these practices have greatly reduced the use of seclusion and restraint
(American Psychiatric Association et al., 2003; Hennessy, 2002), some
achieving near elimination of the practices. Pennsylvania’s state psychiatric
hospital system, for example, which called attention to the use of seclusion
and restraints as an indicator of “treatment failure,” sharply decreased
their use from 107.9 hours per 1,000 patient days in 1993 to 2.72 hours per
1,000 patient days in 2000 through quality improvement initiatives in all
state psychiatric hospitals (Smith et al., 2005).

Use of seclusion and restraint continues, however, despite a Cochrane
Collaboration finding that “few other forms of treatment which are applied
to patients with various psychiatric diagnoses are so lacking in basic infor-
mation about their proper use and efficacy (Sailas and Fenton, 2005:4). As
a result, seclusion and restraints are frequently applied without clear indica-
tions for their use (Finke, 2001) and can lead to death (Denogean, 2003;
Schnaars, 2003), physical harm (Mohr et al., 2003), or severe psychological
trauma (Pflueger, 2002).7 Individuals admitted to inpatient psychiatric care
often have a history of sexual or other physical abuse (Goodman et al.,
1997; Mueser et al., 2002). Being physically overpowered, restrained, or
placed in a locked room may have many features in common with the abuse
experienced earlier by these individuals.

Heightened Safety Concerns and Need for Multiple Actions

The limited information on the safety of M/SU health care is of particu-
lar concern because some of the unique features of M/SU illnesses and their
treatments could make patients less able to detect and avoid errors and
more vulnerable to errors and adverse events when they occur. For ex-
ample, the stigma experienced by individuals with M/SU illnesses may make
them less willing to report errors and adverse events and less likely to be
believed when they do so. The symptoms of some severe illnesses, such as
major depression or schizophrenia, when not alleviated by therapy, also
could interfere with a patient’s ability to detect and report medication
errors.

The departures from scientific knowledge, variations in care, failures to
treat and prevent, and unsafe practices discussed above have multiple causes.
These include (1) gaps in the evidence base, (2) problems in disseminating
existing evidence to clinicians and ensuring its uptake, (3) greater subjectiv-

6These initiatives are intended to complement other essential elements, such as adequate
numbers of well-trained staff and the use of proven psychological and medication treatments.

7Because reporting of the use of seclusion and restraints is not required, however, data on
prevalence rates for their use and rates of adverse consequences are not available.
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ity in diagnosing mental problems and illnesses relative to general health
conditions, (4) a less-well-developed infrastructure for measuring and re-
porting the quality of M/SU health care, and (5) inadequate adoption of
quality improvement practices at the locus of M/SU care delivery. The
following sections of this chapter present evidence on these issues and
describe actions that can be taken to address them, specifically by:

• Improving the production of evidence.
• Improving diagnosis and assessment.
• Using evidence-based practices and untapped resources to better

disseminate the evidence.
• Strengthening the quality measurement and reporting infrastructure.
• Applying quality improvement methods at the locus of care.

Related issues of improved care coordination, use of information technol-
ogy, implications of a more diverse workforce, and creation of incentives in
the marketplace to support this five-part strategy are addressed in succeed-
ing chapters.

IMPROVING THE PRODUCTION OF EVIDENCE

Gaps in the Evidence Base

Efficacious Treatments

Over the past two decades, there has been an impressive increase in the
number and quality of studies on M/SU problems, illnesses, and therapies
for both children (Burns and Hoagwood, 2004, 2005; Pappadopulos et al.,
2004; Weisz, 2004) and adults (IOM, 1997; Johnson et al., 2000). None-
theless, gaps remain in our knowledge of how to treat some M/SU condi-
tions, how to care simultaneously for multiple comorbidities, how to care
for some population subgroups, and which evidence-based therapies are
better than others or best of all (see Box 4-1).

Such gaps in knowledge mean that evidence-based clinical practice
guidelines are unavailable for many M/SU problems and illnesses.

The Efficacy–Effectiveness Gap

In addition to the above gaps in knowledge of efficacious therapies,
there has been more research on the efficacy of specific treatments than on
the effectiveness of these treatments when delivered in usual settings of
care; in the presence of comorbid conditions, social stressors, and varying
degrees of social support; and when administered by service providers with-
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out specialized education in their use (DHHS, 1999; Essock et al., 2003;
Kazdin, 2004). For example, while numerous clinical efficacy studies have
documented that psychostimulant medications reduce the core symptoms
of ADHD, accumulating evidence suggests that this drug treatment is much
less effective as currently delivered in routine community settings (Lefever
et al., 2003). For people with severe mental illnesses and many substance-
use problems and illnesses, how well the clinical aspects of treatment work
is often closely related to such factors as housing, income support, and
employment-related activities. This complicates considerations regarding
effectiveness and has resulted in calls for improved research efforts (dis-
cussed below) that can provide information on both the effectiveness and
efficacy of interventions (Carroll and Rounsaville, 2003; Tunis et al., 2003;
Wolff, 2000).

Although the knowledge gaps discussed above also exist for general
health care, some of the tools and strategies used to build the evidence base

BOX 4-1 Some of the Knowledge Gaps
in Treatment for M/SU Conditions

Therapies for children and older adults.  Knowledge about how to best care for
individuals at both ends of the age continuum is limited, including how to incorpo-
rate effective treatment for the most prevalent disorders of childhood (i.e., anxiety,
ADHD, depression, conduct disorders) into routine care (Hoagwood et al., 2001;
Stein, 2002), the effect of multiple medications on children’s outcomes, and the
comparative efficacy of different therapies for severe conditions (e.g., bipolar dis-
order, childhood depression) (Kane et al., 2003). Evidence is also needed on how
to better care for older adults with comorbid conditions and the frail elderly in usual
settings of care (Borson et al., 2001).

Treatment of multiple conditions. In spite of the high frequency of comorbid
mental, substance-use, and general illnesses (see Chapters 1 and 5), there is a
substantial lack of knowledge about effective treatment for individuals with com-
plex comorbidity (Kessler, 2004).

Posttraumatic Stress Disorder/Acute Stress Disorder. Better evidence is
needed about effective treatment for posttraumatic stress disorder (PTSD) and
acute stress disorder (ASD), e.g., how best to combine pharmacotherapy and psy-
chotherapy, and how to relieve some specific symptoms, such as insomnia or
nightmares, and in the presence of other medications. Moreover, although cogni-
tive and behavioral therapies have demonstrated efficacy in treating victims of
sexual assault, interpersonal violence, and industrial or vehicular accidents, their
effectiveness in treating PTSD or ASD in combat veterans or victims of mass vio-
lence requires further study (Work Group on ASD and PTSD, 2004).
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in general health care are less frequently utilized in M/SU health care.
Research on M/SU health care needs to make greater use of these ap-
proaches to generating evidence on effective therapies.

Filling the Gaps in the Evidence Base

As is the case for general health care, federal agencies, philanthropic orga-
nizations, and other private-sector entities undertake many efforts to identify
priority areas in M/SU health care in need of evidence, fund and conduct
research, and support systematic reviews of research findings to identify
evidence-based therapies. A strategy for coordinating these various efforts is
articulated in Chapter 9. However, the large number of gaps in the evidence
base for M/SU health care also requires that all sources of valid and reliable
information be used to produce as much evidence as quickly, comprehensively,
and accurately as possible. Three sources of information have been under-

Psychotic illnesses. Questions remain about which antipsychotic medication
should be the first line of therapy, what constitutes a sufficient period of time for a
trial of a new medication to see if it is effective, and how to handle poor response
to the initial prescribed medication (Kane et al., 2003). Moreover, the use of mul-
tiple antipsychotic medications takes place despite a lack of evidence about their
combined efficacy and how to manage their dosing when increased symptoms or
side effects occur (Miller and Craig, 2002).

Amphetamine or marijuana dependence. No medications have yet been found
effective in treating these dependencies.

Cocaine dependence. No medications are currently approved by the U.S. Food
and Drug Administration to treat this dependency.

Relative effectiveness of different treatments. Multiple therapies are used to
treat the same illness. For example, more than 550 psychotherapies are currently
in use for children and adolescents, with little helpful information for clinicians or
consumers about their comparative effectiveness (Kazdin, 2000, 2004). As in other
areas of health care, the federal government’s drug approval rules give little incen-
tive for head-to-head clinical trials (Pincus, 2003), and there is a lack of substantial
capital investment in developing and testing psychosocial interventions.

Therapies for other population subgroups. Ethnic and cultural minorities are
largely missing from efficacy studies for many treatments (DHHS, 2001) in spite of
growing evidence that drug dosages may vary by ethnic status (Lin et al., 1997).
Few of these studies had the power necessary to examine the impact of care on
specific minorities.
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utilized: (1) studies other than randomized controlled trials, (2) administrative
datasets that often exist electronically, and (3) patients and their ability to
report changes in their symptoms and well-being (outcomes of care). Steps can
be taken to make better use of each of these sources.

Studies Other Than Randomized Controlled Trials

While well-designed randomized controlled trials are recognized as the
gold standard for generating sound clinical evidence, experts note that the
sheer number of possible pharmacological and nonpharmacological treat-
ments for many M/SU illnesses makes relying solely on such studies to
identify evidence-based care infeasible (Essock et al., 2003). Others add
that some features of mental health care make use of randomized controlled
trials methodologically problematic as well. For example, in studies of the
effectiveness of psychotherapy, the therapist and the patient cannot be
blinded to the intervention, delivery of a placebo psychotherapeutic inter-
vention is difficult to conceptualize, and standardization of the intervention
is problematic because therapists must respond to what happens in a psy-
chotherapy session as it unfolds (Tanenbaum, 2003). For such reasons, the
behavioral and social sciences have often used quasi-experimental as well as
qualitative research designs (National Academy of Sciences, undated), prac-
tices that are sometimes a source of contention.

Some assert that quasi-experimental studies often are more useful than
randomized controlled trials in generating practical information on how to
provide effective mental health interventions in some clinical areas (Essock
et al., 2003). Consistent with this assertion, the U.S. Preventive Services
Task Force notes that a well-designed cohort study may be more compel-
ling than a poorly designed or weakly powered randomized controlled trial
(Harris et al., 2001). Observational studies also have been identified as a
valid source of evidence that is useful in determining aspects of better
quality of care (West et al., 2002). However, others note the comparative
weakness of these study designs in controlling for bias and other sources of
error and exclude them from systematic reviews of evidence for the deter-
mination of evidence-based practices.

A discussion of variations in study design and their implications for
systematic reviews of evidence is beyond the scope of this report; many
researchers and methodologists are considering strategies for addressing
these difficult issues (Wolff, 2000). As this study was under way, the Na-
tional Research Council had established a planning committee to oversee
the development of a broad, multiyear effort—the Standards of Evidence–
Strategic Planning Initiative—to identify critical issues affecting the quality
and utility of research in the behavioral and social sciences and education
(National Academy of Sciences, undated). The committee believes such
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discussions are critical to strengthening the appropriate use of all of the
above types of research in building the evidence base on effective treatments
for M/SU illnesses.

Better Capture of Mental and Substance-Use Health Care Data in
Administrative Datasets

In general health care, routinely collected administrative data (e.g.,
claims or encounter data) that are generally produced each time a patient is
admitted to a hospital or makes a visit to an ambulatory heath care pro-
vider are widely used for health services research, epidemiologic studies,
and quality assessment and improvement initiatives (Iezzoni, 1997; Zhan
and Miller, 2003). While these datasets have limitations with respect to
their completeness, accuracy, and level of detail (AHRQ, 2004a; Iezzoni,
1997), administrative data remain a preferred and routinely used source of
information for multiple quality-related purposes because they are readily
available, inexpensive, and computer readable (AHRQ, 2004b; Zhan and
Miller, 2003). For example, analysis of administrative data revealed the
now well-known and sizable variations that exist in clinical care within the
United States, an analysis that continues today (Mullan, 2004; Wennberg,
1999). Consequently, administrative data produce a variety of clinical qual-
ity indicators for hospital care (AHRQ, 2004b), underpin many of the
quality measures found in the National Committee for Quality Assurance’s
(NCQA) Healthplan Employer Data and Information Set (HEDIS) perfor-
mance measures (NCQA, 2004a), and are the data source for the Agency
for Healthcare Research and Quality’s (AHRQ) new patient safety indica-
tors (Zhan and Miller, 2003). Because of their utility, administrative data
are viewed as a mainstay of health services research on quality of care
(Iezzoni, 1997) and are likely to become even more so as the National
Health Information Infrastructure is developed (see Chapter 6).

These inpatient and outpatient datasets typically contain standardized
information on each individual’s diagnosis (using International Classifica-
tion of Diseases [ICD] codes) and on the specific therapies and procedures
performed for that diagnosis (using the American Medical Association’s
[AMA] Current Procedural Terminology [CPT] codes, the Centers for Medi-
care and Medicaid Services’ (CMS) Healthcare Common Procedure Coding
System [HCPCS] for outpatient care, and ICD, ninth revision, Clinical
Modification (ICD-9-CM) procedure codes for inpatient care). However,
these codes are less useful at present for the study of M/SU care than for the
study of general health care for several reasons. Psychotherapy codes are
few and imprecise and differ across inpatient and outpatient settings. Codes
for other psychosocial services generally are absent, as are codes for the use
of restraints. And the new CPT II codes for use in performance measure-
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ment, a significant development, do not yet include codes for measuring the
quality of M/SU health care.

CPT codes CPT psychotherapy codes generally do not indicate what spe-
cific type of psychotherapy was provided, only that psychotherapy in gen-
eral was provided and how long the session lasted. The 2005 CPT codes
(AMA, 2004a) include only two main codes for psychotherapy:

“Insight Oriented, Behavior Modifying and/or Supportive Psychotherapy”
in an office or other outpatient facility, approximately 20 to 30, or 45 to
50, or 75 to 80 minutes face-to-face with the patient (codes 90804, 90806,
and 90808 respectively) without or with (codes 90805, 90807, or 90809)
accompanying medical evaluation and management services.

“Interactive Psychotherapy” which consists of individual psychotherapy,
interactive, using play equipment, physical devices, language interpreter,
or other mechanism of non-verbal communication, in an office or outpa-
tient facility for approximately 20 to 30, or 45 to 50, or 75 to 80 minutes
face-to-face with the patient (codes 90810, 90812, and 90814, respectively).
These codes are typically used for children or others who have not yet
developed or who have lost language communication skills.

A similar number of codes exist for these same services when provided
in an inpatient hospital, partial hospital, or residential care facility. Six
other codes for psychoanalysis and group, family, and interactive psycho-
therapy exist, as well as 10 codes for “Other Psychiatric Services or Proce-
dures,” such as electroconvulsive treatments, hypnotherapy, and biofeed-
back. With the exception of a code for psychoanalysis, none of these codes
identify the specific type of psychotherapy administered (e.g., cognitive
therapy, behavior modification, cognitive behavioral therapy, interpersonal
therapy, dialectical behavioral therapy, prolonged exposure therapy for
individuals suffering from posttraumatic stress disorder, Gestalt therapy,
movement/dance/art therapy, humanistic therapy, existential therapy, eye
movement desensitization therapy, primal therapy, person-centered therapy,
multisystemic therapy, and the many variants of these. Nor are there proce-
dure codes for the use of diagnostic or behavioral assessment instruments.
Other evidence-based psychotherapies, as well as psychosocial interven-
tions such as family psychoeducation, multisystemic therapy, illness self-
management programs, and assertive community treatment also do not
have designated CPT codes. Moreover, a recent initiative of the AMA and
the CPT Editorial Panel to develop codes for performance measurement
(CPT II codes) and emerging technologies, services, and procedures (CPT
III codes) has not yet adequately addressed M/SU health care.
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The new CPT II codes are optional codes to support nationally estab-
lished performance measures by allowing the electronic capture of informa-
tion that otherwise would have to be obtained through medical record
abstraction or chart review. The growing use of administrative data for
research purposes also instigated their development. The CPT II codes
currently address specific types of patient management (e.g., prenatal care);
patient history-taking activities (e.g., assessment of tobacco use, anginal
symptoms and level of activity); physical examination processes (e.g., mea-
surement of blood pressure); and therapeutic, preventive, or other interven-
tions (e.g., counseling or intervention for cessation of tobacco use and
prescription of certain medications).8 CPT III codes for new and emerging
technologies include a new code for online medical evaluation service using
the Internet or similar electronic communications network (AMA, 2004a).
NCQA is proposing to use the new CPT II codes for the first time in HEDIS
2006 to capture data on blood pressure (≤140/90 mm Hg or > 140/90),
prenatal and postpartum care, beta-blocker treatment after heart attacks,
diabetes care, and cholesterol management after a cardiovascular event
(NCQA, 2005).

Category II codes are reviewed by a Performance Measures Advisory
Group (PMAG) made up of performance measurement experts representing
AHRQ, CMS, the Joint Commission on Accreditation of Healthcare Orga-
nizations (JCAHO), NCQA, and the AMA’s Physician Consortium for
Performance Improvement (the Consortium). The PMAG may seek addi-
tional expertise and/or input as necessary from other national health care
organizations, including national medical specialty societies, other national
health care professional associations, accrediting bodies, and federal regu-
latory agencies, and will consider code proposals submitted by national
regulatory agencies, accrediting bodies, national professional and medical
specialty societies, and other organizations (AMA, 2004a).

ICD-9 procedure codes ICD-9 procedure codes for inpatient care are some-
what more detailed than the CPT codes with respect to psychotherapy. For
example, they include a separate code for behavior therapies such as “aver-
sion therapy, behavior modification, desensitization therapy, extinction
therapy, relaxation therapy, and token economy.” They do not, however,
include a code for use of restraints in psychiatric care, although there are
two codes for use of “isolation.” Similarly, ICD-9-E codes, used to classify
external events or circumstances that can cause injury or other adverse
events, do not include a specific code for injuries obtained during the appli-

8Codes for diagnostic/screening processes or results, follow-up or other outcomes, and
patient safety are planned but not yet included in the 2005 version.



158 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

cation or use of restraints, in contrast with the codes provided for a variety
of other “misadventures to patients during surgical and medical care,”
ranging from errors caused by a surgical operation (Code E870.0) to errors
caused by administration of an enema (Code E870.7) (AMA, 2004b).

As a result, when psychotherapy is delivered to a patient and paid for
by insurers, it is essentially a “black box.” In child and adolescent therapy
alone, for example, it is conservatively estimated that, even if one omits
various combinations of treatments and variants of treatments that are not
substantially different, there are more than 550 psychotherapies in use
(Kazdin, 2000). Because of their lack of specificity, however, administrative
data currently cannot document the extent of variation in therapeutic prac-
tice and trends over time as they have done for general health care. More-
detailed therapy codes, type-of-provider codes,9 and codes that use consis-
tent terminology across inpatient and outpatient settings could help in
measuring the use and variation in use of the many hundreds of types of
psychotherapy. Moreover, if the type of psychotherapy were routinely cap-
tured in administrative data and combined with data on patients’ reports
regarding the results of their care (as are currently obtained in some con-
sumer surveys now in use), such information could assist in evaluating the
effectiveness of different therapies in the field, in contrast to evaluation of
their efficacy in experimentally controlled settings (see above and the dis-
cussion of outcome data below). The absence of detailed administrative
data linked to patient outcomes makes it difficult to discern the relative
effectiveness of different therapies or whether, as some assert, the effective-
ness of the therapist’s relationship with the client may be equally or more
important than the type of therapy provided (Levant, 2004; Norcross,
2002). Moreover, performance measurement and improvement would be
facilitated by this type of administrative data. Performance measures based
on administrative data, such as claims data, are more likely to be used than
measures based on more costly or labor-intensive sources of data, such as
medical records or patient surveys (Hermann et al., 2000).

Following the issuance of regulations implementing the administra-
tive simplification provisions of the Health Insurance Portability and Ac-
countability Act (HIPAA), the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA), the National Association of State Mental
Health Directors, Inc. (NASMHPD), and the National Association of
State Alcohol and Drug Abuse Directors, Inc. (NASADAD) took steps to
identify some additional procedure codes to capture the range of treat-

9If codes existed for each type of provider (e.g., marriage and family therapist, clinical
psychologist, psychiatrist), variations in care by provider type would be visible and aid efforts
to reduce variation.
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ment services provided (see http://hipaa.samhsa.gov). Similar, expanded
efforts in coordination with public- and private-sector experts in coding,
evidence-based practices, and use of administrative datasets could help
substantially in building the evidence base on the effectiveness of different
M/SU treatments.

Collection of Outcome Data from Patients

Patients are increasingly recognized as valid judges of the quality of
their health care (Iezzoni, 1997); this applies equally to general and M/SU
health care. In addition to reporting on their experiences with care delivery
processes—such as the extent to which they were able to participate in
decisions about their own care and gain skill in the self-management of
their illness—consumers can provide information on the effectiveness of
treatment in reducing symptoms and improving functioning (Hibbard,
2003). Moreover, “the shift toward patient-centered care has meant that a
broader range of outcomes from the patient’s perspective needs to be mea-
sured in order to understand the true benefits and risks of healthcare inter-
ventions.” (emphasis added) (Stanton, 2002:2) Patient questionnaires that
ask about the extent to which patients’ symptoms have been reduced as a
result of treatment are already being used to measure outcomes for treat-
ment of general medical conditions such as benign prostatic hypertrophy
and cataracts. These questionnaires have been found to yield accurate and
reliable information on the extent of improvement in symptoms, providing
detailed and sensitive measures of treatment effectiveness from the patient’s
perspective. For example, the VF-14, a 14-item questionnaire on eyesight,
asks patients about the amount of difficulty they experience in pursuing
usual daily activities, such as driving and reading fine print. Many insurers
(including Medicare) require that the results of the VF-14 be reported as
part of claims payment. The questionnaire also is required by the National
Eye Institute to test the benefits of new technologies and procedures for
cataract patients (Stanton, 2002).

Such consumer surveys may be an even more appropriate and valuable
source of data on the outcomes of M/SU health care than on those of
general health care. Laboratory tests or other physical measures, such as
blood glucose levels, blood pressure, and forced expiratory lung volume,
can measure outcomes of general health care accurately and easily. In con-
trast, fewer laboratory or other physical examination findings can measure
whether mental illness or drug dependence is remitting. Thus patients are
likely to be the best source of information on the extent to which their
symptoms are abating and functioning is improved.

Patient reports of symptoms and functioning (outcomes of care) can
readily be gathered using several clinically feasible, valid, and reliable ques-
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tionnaires, such as the Behavior and Symptom Identification Scale (BASIS-
32) (Eisen et al., 1999, 2004) and the Patient Health Questionnaire
(PHQ-9) (Lowe et al., 2004). Alternatively, clinicians can assess response to
treatment systematically and reliably by obtaining information from the
patient, combined with other data, and following up over time by using
such instruments as the Global Assessment of Functioning (GAF), the Brief
Psychiatric Rating Scale (BPRS), and the Health of the Nation Outcome
Scales (HoNOS) (VA Technology Assessment Program, 2002). In the alco-
hol and drug field, instruments such as the Addiction Severity Index (ASI),
the Global Appraisal of Individual Needs (GAIN), and the Project MATCH
Form 90 are widely used to measure function. In addition, patient surveys
used for quality measurement purposes, such as the Experience of Care and
Health Outcomes (ECHO) Survey (Anonymous, 2001) and the Mental
Health Statistical Improvement Project (MHSIP) surveys, include questions
on patients’ perceptions of their improvements in functioning.

If the more detailed administrative data on treatment described above
were linked to patient reports of improvement in clinical symptoms and
other outcomes, additional evidence could be generated on what treatments
and treatment approaches are more effective than others in usual settings of
care. For example, the annual Medicare Current Beneficiary Survey asks
aged and disabled Medicare beneficiaries living in the community and in
institutions to answer questions about many aspects of their health and
health care, including their health status and ability to function. These
patient self-report data are often combined with Medicare claims and ex-
penditure data to answer a variety of questions about Medicare-covered
services (CMS, 2004), such as whether particular services improve benefi-
ciaries’ functional status (Hadley et al., 2000) and what effects variations in
Medicare spending have on the delivery of care and patient outcomes (Fisher
et al., 2003). In addition, the analysis of administrative data and patient
outcomes can be used to facilitate experimental research by identifying
target population groups that are using therapies or medications of interest
and have experienced either treatment failures, partial symptom abatement,
or more complete recovery (Miller and Craig, 2002). In the Veterans Health
Administration (VHA), linking outcome data on patients treated for post-
traumatic stress disorder with administrative data showed that long-term,
intensive inpatient treatment was not more effective than short-term treat-
ment and cost $18,000 more per patient per year (Fontana and Rosenheck,
1997; Rosenheck and Fontana, 2001). In 1999, the VHA mandated that all
mental health inpatients be rated at discharge using the GAF instrument,
and that all outpatients be similarly rated at least once every 90 days during
active treatment. The agency now includes GAF outcome measures in
its National Mental Health Program Performance Monitoring System
(Greenberg and Rosenheck, 2005) (see the discussion in Appendix C).
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How Mechanisms for Analyzing the Evidence
Can Be Strengthened and Coordinated

As evidence is generated, systematic analysis is essential to translate it
into clinically useful practice guidelines and other clinician decision-support
tools. Many organizations and initiatives in the United States are perform-
ing such analyses for M/SU health care. However, there is often little coor-
dination of those efforts. Moreover, although the practice of evidence-
based care is widely endorsed, there is not yet a shared understanding in
M/SU health care (as is also the case in general health care [Steinberg and
Luce, 2005]) of what constitutes a finding that a given practice is evidence-
based. Views differ about the acceptability of various forms of evidence,
what level of evidence is necessary for a practice to be recommended or
endorsed as evidence-based (Tanenbaum, 2003), and whether knowledge
of evidence-based care for a population can be adapted to meet each
individual’s unique needs (Tanenbaum, 2005).

This lack of consensus prompted a call from Congress in 1999 for
AHRQ to identify and describe sound methods for rating the strength of
scientific evidence. AHRQ found several acceptable systems that address
the essential considerations of (1) the aggregate quality ratings for indi-
vidual studies; (2) the quantity of studies (number of studies, magnitude of
observed effects, and sample size or power); and (3) consistency, or the
extent to which similar and different study designs yield similar findings
(West et al., 2002). However, AHRQ’s findings while helpful, do not re-
solve debates about whether a given intervention is evidence-based. Most
evidence reviewers acknowledge that many interventions have varying de-
grees of evidence in their favor, ultimately necessitating a judgment as to
whether the evidence supports recommending their use.

This judgment can often differ according to the entity conducting the
evidence review but may be more susceptible to variation in M/SU than in
general health care for several reasons. First, a greater number of organiza-
tions are involved in making determinations with regard to evidence-based
practices in M/SU health care. As Chapter 7 attests, a greater number of
professions (e.g., physicians, psychologists, counselors, marriage and family
therapists) with their diverse traditions and training are involved in indepen-
dently diagnosing and treating M/SU conditions than is the case for general
health care. Their professional organizations are increasingly conducting evi-
dence reviews and promulgating their own practice guidelines. Moreover,
because M/SU problems and illnesses are addressed not only by the health
care system, but also by the welfare, justice, and education systems, organiza-
tions and disciplines involved in these latter systems also are dedicating re-
sources to evaluating the evidence and identifying evidence-based M/SU health
care practices (see the Department of Justice’s What Works initiative in Table
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4-1). Second, the biological and social sciences often have employed different
types of research designs, with resulting differences in the types of empirical
evidence produced. Because M/SU health care involves both medical and
psychosocial issues and professions that have their historical origins in either
the biological or social sciences, reviews are conducted by entities with differ-
ent origins and research traditions and sometimes produce different types of
empirical evidence and judgments about their meaning. Table 4-1 lists some
of the leading organizations or initiatives that conduct evidence reviews of
M/SU health care services and make determinations with regard to effective
practices.

The commitment of these and other organizations to promoting the
delivery of evidence-based care is to be applauded. “Reinvention” has been
identified as a key ingredient in ensuring acceptance of new concepts and
necessary change (Greenhalgh et al., 2004). At the same time, however,
variations in review and rating methodologies can result in different prac-
tice guidelines for treating the same condition and a lack of consensus on
what guidelines are best (Manderscheid et al., 2001). The lack of coordina-
tion and consensus across the multiple existing review efforts also contrib-
utes to significant confusion about what constitutes “evidence-based” health
care for mental and substance-use conditions (Ganju, 2004). These varia-
tions and sometimes duplication in the topics reviewed create challenges to
the promotion of evidence-based care. Moreover, the lack of coordination
among these initiatives means there are fewer resources available for other
quality improvement activities.

There is also a contrast between the evidence review infrastructure for
psychotherapies and that for drug safety and efficacy, as well for how new
treatments and therapies are deployed. The U.S. Food and Drug Adminis-
tration (FDA) oversees the development, delivery, and dissemination of safe
and effective medication therapies by subjecting new medications to a safety
review before they are released into the marketplace for use by consumers.
FDA review mechanisms also assess the strength of the evidence for the
effectiveness of certain drugs prior to their release. Medications cannot be
distributed or advertised to the public unless they have been approved by
the FDA. However, no such safety and efficacy reviews are required for
psychotherapies. As a consequence, those seeking psychotherapy cannot
always be confident that the treatment they are receiving has met any
standards for safe and effective care. In one extreme example, this situation
resulted in the death of a 10-year-old child who was subjected to “rebirth-
ing therapy” (Associated Press, 2005), a practice subsequently discredited
(Lilienfeld et al., 2003). Moreover, while many new therapies in general
health care, such as surgical procedures not involving a new medical device,
can be used without an FDA-type review, individual patients for whom
such therapies are used generally receive information about the evidence for
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TABLE 4-1 Organizations and Initiatives Conducting Systematic
Evidence Reviews in M/SU Health Care

The Cochrane Collaboration The standard setter for evidence-based reviews, its
Database of Systematic Reviews and other products
are the output of over 50 international Collaborative
Review Groups (CRGs), which follow detailed proce-
dures contained in a 234-page handbook. CRGs re-
view primarily randomized controlled trials (Alderson
et al., 2004). The Cochrane Collaboration maintains
four CRGs related to M/SU illnesses: the Depression,
Anxiety and Neurosis Group; the Developmental,
Psychosocial, and Learning Problems Group; the Drug
and Alcohol Group; and the Schizophrenia Group,
which together have produced over 100 evidence
reports for these areas (The Cochrane Collaboration,
2004).

The U.S. Preventive Services Congressionally mandated, it is the “gold standard”
Task Force for reviewing preventive services in the United States

(AHRQ, 2002–2003). Its standardized methodology
has been adopted by others, including the Veterans
Health Administration and Department of Defense.
Because of its focus on prevention, its evidence re-
views are limited to screening practices, counseling
interventions, and other preventive interventions
delivered in primary care settings (Harrison et al.,
2001). To date, the task force’s recommendations
pertaining to M/SU illnesses have addressed screening
and/or counseling in primary care settings for alcohol
misuse by adults, depression in adults, and suicide risk
in the general population (Harris et al., 2001).

National Registry of The Substance Abuse and Mental Health Services
Evidence-based Programs Administration’s (SAMHSA) rating and classification
and Practices (NREPP) system for M/SU prevention and treatment interven-

tions designates evidence-based programs and prac-
tices as “model,” “effective” or “promising.” As of
June 2005, NREPP listed more than 50 model, 30
effective, and 50 promising programs. In contrast to
the evaluation of generic practice interventions (e.g.,
screening, cognitive behavioral therapy), as is the
focus of the Cochrane Collaboration and the U.S.
Preventive Services Task Force, the majority of
NREPP’s reviews to date have evaluated specific
“brand-name” programs for prevention (e.g., the Keep
A Clear Mind drug education program), but it also
reviews generic practices such as multisystemic
therapy and cognitive behavioral treatments. NREPP

(continued on next page)
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also differs in that its reviews evaluate evidence ac-
companying an entity’s application for review whereas
Cochrane, AHRQ EPCs, and Campbell reviews (de-
scribed below) consist of an independent search for all
evidence on a particular generic intervention. Origi-
nally developed to evaluate substance-use prevention
interventions, the scope of NREPP’s reviews has been
expanded to include both prevention and treatment of
all mental and addictive disorders (SAMHSA, 2005).
In a Federal Register notice in August 2005, SAMHSA
solicited formal public comment on NREPP’s review
processes and criteria (SAMHSA, 2005).

Agency for Healthcare Through AHRQ, the United States funds 13 EPCs that
Research and Quality’s address topics particularly relevant to the Medicare
(AHRQ) Evidence-based and Medicaid programs. One EPC specializes in tech-
Practice Centers (EPCs) nology assessments for the Center for Medicare and

Medicaid Services; another supports the work of the
U.S. Preventive Services Task Force. EPC reviews are
developed from comprehensive syntheses and analyses
of the scientific literature, and can include meta-
analyses and cost analyses. EPCs also provide techni-
cal assistance to stakeholders to help translate the
reports into quality improvement tools, curriculums,
and policy. EPCs are located predominantly in aca-
demic research centers. Of the 123 EPC evidence
reports listed on AHRQ’s website as of November
2004, 4 addressed M/SU health care: the diagnosis of
ADHD, the treatment of ADHD, pharmacotherapy for
alcohol dependence, and new drug therapies for de-
pression—all published in 1999 (AHRQ, undated).

Veterans Health VHA performs systematic reviews of health care tech-
Administration (VHA) nologies through its national Technology Assessment

Program (VATAP) and development of clinical prac-
tice guidelines. VATAP’s reviews of devices, drugs,
procedures, and organizational and supportive systems
used in health care have focused on outcome measure-
ment in mental health services (Department of Veter-
ans Affairs, 2004). Practice guidelines have addressed
major depression, psychoses, posttraumatic stress
disorder, and substance use.

Department of Justice’s Like the efforts of NREPP, DOJ’s What Works initia-
(DOJ) Federal Collaboration tive aims to develop and apply consistent federal
on What Works standards to determine what constitutes evidence-

based programs. In conjunction with the U.S. Depart-
ment of Education, SAMHSA, the National Institute
on Drug Abuse, and the National Institute on Alcohol

TABLE 4-1 continued
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Abuse and Alcoholism, as well as selected private
organizations, DOJ in 2004 convened the Federal
Collaboration on What Works, which spawned a
working group whose early efforts focused on the
development of a framework for assessing the evi-
dence for program effectiveness. This Hierarchical
Classification Framework for Program Effectiveness is
intended to be applied initially to programs relevant
to the mission of the Office of Justice Programs (i.e.,
primarily prevention, intervention, supervision, and
treatment of drug abuse, juvenile delinquency, and
adult crime), but the working group has identified it
as potentially contributing to the development of a
common standard of program effectiveness for use
throughout the federal government (Department of
Justice, 2005).

The Campbell Collaboration Created in 2000 as a sibling of the Cochrane Collabo-
ration, the Campbell Collaboration conducts system-
atic reviews of evidence in the fields of education,
criminal justice, and social welfare. Its systematic
reviews are carried out in accordance with explicit
review protocols published in the Campbell Database
of Systematic Reviews and are subject to comment
and criticisms from users of that database. As of
March 1, 2005, seven completed systemic reviews
were listed on its website, along with an additional 35
registered titles or protocols for forthcoming reviews.
Because the education, criminal justice, and social
welfare systems play key roles in the funding and
delivery of M/SU treatment services, there is some
expected overlap between Cochrane and Campbell
reviews, and seven completed Campbell reviews are
also registered as Cochrane reviews. To address this
overlap, the Cochrane and Campbell Collaborations
are pursuing coordination of their activities, including
joint registration of methods groups, as well as links
with other conveners and members of Cochrane and
Campbell methods groups and with the steering group
representatives of both organizations* (The Campbell
Collaboration, undated).

State Governments Some states conduct or sponsor their own evidence
reviews. For example, in 1999 Hawaii created a panel
to review the efficacy and effectiveness of treatments
for a range of child and adolescent mental health
conditions (Chorpita et al., 2002). Using methods and
rating criteria adapted from those of the American

TABLE 4-1 continued

(continued on next page)
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Psychological Association, its Evidence-based Services
Committee’s 10 subcommittees review evidence on
treatment for anxious or avoidant behavior, depres-
sion or withdrawn behavior problems, disruptive
behavior and willful misconduct problems, substance
use, attention and hyperactivity behavior problems,
bipolar disorder, schizophrenia, and autism; school-
based programs; and service interventions (Hawaii
Department of Health, 2004). The reviews are used to
specify services that will and will not be provided to
the state’s mental health clients. State mental health
commissioners as a group have identified the need for
a central location where they can obtain the latest
research related to evidence-based practices. As a
result, the National Association of State Mental
Health Program Directors’ National Research Institute
created a Center for Mental Health Quality and Ac-
countability to collate research on such practices,
foster the development of new evidence-based prac-
tices, and facilitate the dissemination of this knowl-
edge to state mental health programs (Ganju, 2003).

Professional Associations Professional associations for many disciplines (e.g., the
American Psychiatric Association, American Society of
Addiction Medicine, American Psychological Associa-
tion, and American Academy of Pediatrics) conduct
reviews of the evidence as a prelude to promulgating
clinical practice guidelines. The American Psychologi-
cal Association’s criteria for determining effective
practices (American Psychological Association, un-
dated) also have been adopted by other organizations
for use in reviews of the evidence. The Interdiscipli-
nary Committee on Evidence-Based Youth Mental
Health (a consortium of the American Academy of
Pediatrics, the American Academy of Child and Ado-
lescent Psychiatry, and the American Psychological
Association’s divisions of clinical child psychology and
school psychology) also has identified a goal of devel-
oping and periodically updating an archive of data
from clinical trials in order to provide a synthesis of
the research on child and adolescent mental health
(Hoagwood et al., 2001).

*Personal communication, Sally Hopewell, coeditor Cochrane Methods Groups Newsletter,
via e-mail on March 4, 2005.

TABLE 4-1 continued
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their potential advantages and risks through the informed consent process.
If a new treatment in general health care is considered experimental, review
by an institutional review board is required. Psychotherapies are unique in
this regard in that a given therapist may offer a new therapeutic approach
without its undergoing a safety or effectiveness review and without having
to inform the patient about the extent to which its safety and effectiveness
have been established.

The committee concludes that a more comprehensive, systematic, and
coordinated approach is needed to describe, assess, and classify M/SU
treatments and practices according to the level of evidence that supports
their use. Better coordination of current national and international review
activities, as well as coordination of those efforts with the evidence
review activities that underlie the guideline development process of many
organizations, could prevent redundancy and waste, produce more evi-
dence reviews on a timelier basis, and avoid conflicting interpretations of
the data for clinicians and consumers. The organizations engaged in these
activities are natural partners for building a more comprehensive, coordi-
nated, and systematic review network. Many of these same organizations
are also involved with the dissemination of their review findings in the
form of practice guidelines and other clinical decision-support tools.

IMPROVING DIAGNOSIS AND ASSESSMENT

The production of evidence will be less fruitful if it is not accompanied
by accurate diagnosis and comprehensive longitudinal assessment. Because
having a mental illness or alcohol- or other substance-use diagnosis is a
leading risk factor for suicide (Maris, 2002), failure to diagnose these con-
ditions can be lethal. An inaccurate diagnosis also can lead to ineffective
treatment and even harmful outcomes. Yet individuals with the same symp-
toms presenting to different mental health clinicians can receive different
diagnoses. For example, variations have been documented in the extent to
which depression is diagnosed in individuals with similar symptoms by
both psychiatrists (Kramer et al., 2000) and primary care providers
(Mojtabai, 2002) and in the extent to which ADHD is diagnosed within
different communities (Lefever et al., 2003). Recently, the diagnosis of
bipolar illness in children, especially preschoolers, has been the subject of
considerable controversy among psychiatrists (McClellan, 2005). For many
conditions, significant discrepancies have been observed among diagnoses
generated from structured interviews for research purposes and those re-
sulting from clinician judgments (Lewczyk et al., 2003) and diagnostic tools
developed for clinical purposes (Eaton et al., 2000).

In children, diagnoses may have an even greater range of variability
because diagnostic manifestations change over the course of development.
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Moreover, clinicians are greatly dependant upon parents’ perceptions of the
nature of the presenting problems. Parents may differ, for example, in the
extent to which they perceive very active behavior as problematic versus
being “all boy,” or view a quiet and introspective child as being “shy”
versus having a “social disorder.” Subjectivity in diagnosis also is manifest
in the variable diagnoses received by white patients and individuals who
are members of ethnic minorities. African American patients with manic-
depressive illness, for example, have been found to be at higher risk for
being misdiagnosed as having schizophrenia than are whites (Bell and
Mehta, 1980, 1981; Mukherjee et al., 1983). Such racial differences have
tended to disappear when structured interviews rather than clinical diag-
noses are used (Adebimpe, 1994; Simon and Fleiss, 1973), suggesting the
existence of differences in clinician assessment by patient ethnicity.

A number of factors account for variations in diagnosis of M/SU ill-
nesses. Foremost, in contrast with general health conditions, relatively few
laboratory, imaging, or other physical measures can detect the presence of
a mental illness or substance dependence.10 Accurate diagnosis relies in-
stead upon descriptive methods whereby patients or their caregivers inform
clinicians about symptoms, and clinicians apply their expert judgment to
determine whether diagnostic criteria for a condition are met. Moreover,
individual clinicians vary in the breadth, depth, and theoretical basis of
their training (see Chapter 7). Because diagnosis requires a subjective inter-
pretation of reported symptoms, these variations result in inconsistency and
unreliability in how individuals are diagnosed. Administrative rules and
financial incentives can also influence diagnostic practices.

Criteria for diagnosing M/SU problems and illnesses reliably are found
in the American Psychiatric Association’s Diagnostic and Statistical Manual
of Mental Disorders (DSM), which has been a highly significant milestone
in the diagnosis and treatment of mental and substance-use problems and
illnesses and is now in its revised fourth edition (DSM-IV-R). However,
adherence to these guidelines is not uniform. Fully 56 percent of primary
care physicians in Michigan surveyed in 2002 reported that they did not use
DSM criteria to diagnose ADHD (Rushton et al., 2004). This may be
because DSM-IV is not easy to use in primary care settings, in part because
of its focus on specialty care, its length, and its complexity (Pincus, 2003).

Several different approaches have been undertaken to improve the ac-
curacy of diagnosis of M/SU illnesses. System-level interventions, such as
routine screening, have been shown to help (Gilbody et al., 2001; Rollman
et al., 2001). Structured diagnostic interview instruments have also been
developed to reduce variability in information gathering and biases that can
inadvertently influence individual clinicians’ decision making. While these

10Substance use, but not dependence, can be detected by laboratory tests.
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instruments have demonstrated reasonable reliability, their clinical feasibil-
ity and accuracy in routine practice are not well established (Lewczyk et al.,
2003). Other initiatives have provided clinicians with education and guide-
lines to improve their recognition and treatment of mental illnesses (Lin et
al., 2001; Thompson et al., 2000).

The committee concludes that multiple strategies are needed to im-
prove diagnostic accuracy in M/SU health care. First, existing evidence-
based diagnostic tools and assessment practices should be identified and
applied in practice, just as must be done for evidence-based treatment.
More age-appropriate diagnostic instruments also should be developed that
are reliable and practicable for routine use, and information about these
tools should be included in initiatives to better disseminate evidence-based
practices. Further, clinicians should be encouraged to employ standardized
clinical assessment instruments to measure target symptoms consistently
and systematically, and document results over the course of treatment
(American Psychiatric Association Task Force for the Handbook of Psychi-
atric Measures, 2000).

As discussed earlier in this chapter, however, even when evidence-based
practices are known, their adoption by all relevant practitioners—in both
general and M/SU health care—is too slow. Accordingly, many public and
private organizations are actively engaged in efforts to strengthen the dis-
semination and uptake of effective clinical practices. Yet these activities
themselves are not always consistent with the evidence on effective dissemi-
nation and uptake of new knowledge. Improving the effectiveness of dis-
semination activities is thus the next essential step in improving the effec-
tiveness of M/SU health care.

BETTER DISSEMINATION OF THE EVIDENCE

Research has been under way for many years, in health care as well as
other fields of study, to identify the multiple contributors to successful
dissemination and adoption of new practices and innovations by their tar-
geted users. An extensive and systematic review of empirical evidence and
related theoretical literature from multiple disciplines (Greenhalgh et al.,
2004) identified the following key factors in successful dissemination and
adoption of innovations: (1) the characteristics of the innovation itself, (2)
the characteristics of the individuals targeted to adopt it, (3) sources of
communication and influence regarding the innovation, (4) structural and
cultural characteristics of organizations targeted to adopt it, (5) external
influences on targeted individuals or organizations, (6) organizations’ up-
take processes, and (7) the linkages among these six factors (see Box 4-2).

Although some of the factors affecting the adoption of new practices
(e.g., characteristics of individual adopters) may not be very amenable to
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Characteristics of the Innovation
Innovation more likely to be adopted if it:
• Offers unambiguous advantages in

effectiveness or cost-effectiveness.
• Is compatible with adopters’ values,

norms, needs.
• Is simple to implement.
• Can be experimented with on a trial

basis.
• Has benefits that are easily observed.
• Can be adapted, refined, modified for

adopter’s needs.
• Is low risk.
• Is relevant to adopter’s current work.
• Is accompanied by easily available or

provided knowledge required for its use.

Sources of Communication and Influence
Uptake of innovation influenced by:
• Structure and quality of social and

communication networks.
• Similarity of sources of information to

targeted adopters; e.g., in terms of
socioeconomic, educational, profes-
sional, and cultural backgrounds.

• Use of opinion leaders, champions, and
change agents.

External Influences
Uptake of innovation influenced by:
• Nature of an organization’s relationships

with other organizations.
• Nature of an organization’s participation

in formal dissemination and uptake
initiatives.

• Policy mandates.

Linkages Among the Components
Innovation more likely to be adopted if there
are:
• Formal linkages between developers

and users early in development.
• Effective relationships between any

designated “change agents” and tar-
geted adopters.

SOURCE: Greenhalgh et al., 2004.

BOX 4-2 Key Factors Associated with Successful
Dissemination and Adoption of Innovations

Characteristics of Individual Adopters
Uptake of innovation influenced by
individual’s:
• General cognitive and psychological

traits conducive to trying innovations
(e.g., tolerance of ambiguity, intellectual
ability, learning style).

• Context-specific psychological character-
istics; e.g., motivation and ability to use
the intervention in the given context.

• Finding the intervention personally
relevant.

Structural and Cultural Characteristics of
Potential Organizational Adopters

Innovation more likely to be adopted if orga-
nization:
• Is large, mature, functionally differenti-

ated, and specialized; has slack in
resources; and has decentralized
decision making.

• Can identify, capture, interpret, share,
and integrate new knowledge.

• Is receptive to change through strong
leadership, clear strategic vision, good
management and key staff, and climate
conducive to experimentation and risk
taking.

• Has effective data systems.
• Is “ready” for change because of difficul-

ties in current situation, fit between
organization and innovation, anticipated
benefits, internal support and advocacy,
available time and resources for
change, and capacity to evaluate
innovation’s implementation.

The Uptake Process
Innovation more likely to be adopted with:
• Flexible organizational structure that

supports decentralized decision making.
• Leadership and management support.
• Personnel motivation, capacity, and

competence.
• Funding.
• Internal communication and networks.
• Feedback.
• Adaptation and reinvention.
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external change, others are. For example, the sources of communication
and influence used in dissemination of information can be chosen. While
many initiatives are now under way to disseminate evidence-based M/SU
practices, these initiatives are generally being undertaken by specialty M/SU
organizations, as opposed to those associated with general health care.
Evidence indicates that integrating the dissemination of evidence-based
M/SU health care practices into the scope and initiatives of mainstream
general health care dissemination activities is essential to reaching the vast
numbers of general health care clinicians who now treat M/SU problems
and illnesses and have an essential role in ensuring the early detection,
appropriate treatment, and referral of these conditions.

Key Dissemination Efforts

Substance Abuse and Mental Health Services Administration

As part of its Science to Service Initiative, SAMHSA has multiple activi-
ties under way to disseminate information on evidence-based practices,
promote the incorporation of such practices into general and M/SU health
care, and facilitate feedback from the field to guide research. For example,
SAMHSA’s Center for Mental Health Services is developing six “tool kits”
addressing Illness Management and Recovery, Medication Management,
Assertive Community Treatment, Family Psychoeducation, Supported Em-
ployment, and Integrated Dual Diagnosis Treatment for Co-Occurring Dis-
orders. The kits include information sheets for all stakeholder groups,
introductory videos, practice demonstration videos, and workbooks or
manuals for practitioners. The tool kits will be finalized through a national
demonstration project to be completed at the end of 2005 (SAMHSA,
undated-a). SAMHSA also funds the Center for Mental Health Quality and
Accountability of the National Association of State Mental Health Program
Directors (NASMHPD) Research Institute (NRI) to provide an overview of
evidence-based practices to the association’s constituents and other stake-
holders (NASMHPD Research Institute, undated).

SAMHSA’s dissemination mechanisms for substance-use prevention
and treatment include Treatment Improvement Protocols, the National
Addiction Technology Transfer Centers (ATTC) Network (1 national and
13 regional centers), the Network for the Improvement of Addiction Treat-
ment, and the Centers for the Application of Prevention Technology.
Further, SAMHSA’s State Systems Development Program—an enhanced
technical assistance program involving conferences and workshops, devel-
opment of training materials and knowledge transfer manuals, and on-site
consultation—assists states with the administration and implementation of
Substance Abuse Prevention and Treatment Block Grant activities. The
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program’s Treatment Improvement Exchange, the hub for the full range
of its technical assistance services, also facilitates and promotes informa-
tion exchange between SAMHSA’s Center for Substance Abuse Treatment
(CSAT) and state and local alcohol and substance abuse agencies. These
activities include information development and dissemination; state, re-
gional, and national conferences; and on-site expert consultation (SAMHSA,
undated-c). In addition, SAMHSA is partnering with the National Institute
of Mental Health (NIMH) and the National Institute on Drug Abuse
(NIDA) to jointly fund planning activities and research on the adoption of
evidence-based practices by state M/SU agencies.

National Institutes of Health

NIMH is partnering with SAMHSA to promote and support the dis-
semination of evidence-based mental health treatment practices and their
adoption by state mental health systems through Bridging Science and Ser-
vice grants to states (NIMH, 2004). NIDA and CSAT have a similar joint
initiative—the NIDA/SAMHSA-ATTC Blending Initiative—which encour-
ages the use of evidence-based treatments by professionals in the drug abuse
field. NIDA has identified specific research practices (e.g., motivational
interviewing) as ready for use by the field at large. Blending teams compris-
ing staff from CSAT’s ATTC network and NIDA researchers then develop
strategic dissemination plans for the adoption and implementation of these
practices (NIDA, 2005).

In addition, NIMH, NIDA, and the National Institute on Alcohol Abuse
and Alcoholism (NIAAA) have multiple publication, interpersonal, elec-
tronic media, and other initiatives to help disseminate information on
evidence-based practices. For example, NIDA’s Office of Science Policy and
Communications, responsible for research dissemination activities, produces
a number of periodical publication (e.g., NIDA Notes, Perspectives), as
well as topic-specific publications. NIDA’s Principles of Drug Addiction
Treatment: A Research-based Guide, for example, is a synthesis of the
treatment research organized into 13 key principles, questions and answers,
and a listing of some programs for which a strong evidence base exists.11

Veterans Health Administration

VHA’s clinical practice guidelines initiative (described in Table 4-1)
also identifies, disseminates, and promotes the adoption of evidence-based
practices. Practice guidelines resulting from evidence reviews are frequently

11E-mail communication, Jack B. Stein PhD, Deputy Director of Division of Epidemiology,
Services, and Prevention Research, National Institute on Drug Abuse on December 15, 2004.
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displayed in clinical flowcharts that offer decision support to VHA clini-
cians (VHA, 2005). VHA’s Quality Enhancement Research Initiative facili-
tates the translation of research findings into routine care by (1) conducting
research to fill gaps in knowledge about what constitutes best treatment
practices, (2) undertaking demonstration projects that implement already
known best practices, (3) identifying enhancements to VHA’s information
systems, and (4) conducting research and demonstration projects to acceler-
ate the uptake of evidence-based practices (Fischer et al., 2000). The initia-
tive includes projects in mental health (schizophrenia and depression) and
substance-use illnesses (improving the quality of methadone maintenance
therapy).

Professional Associations

As discussed above, many professional bodies are actively engaged in
dissemination activities. These activities are often connected with their de-
velopment and distribution of practice guidelines.

Underused Sources of Communication and Influence

The dissemination activities described above are conducted by organi-
zations that generally are perceived as specialty M/SU organizations and
thus may be most likely to communicate and have influence with specialty
M/SU health care providers. As described in Chapter 7, however, primary
care providers deliver a substantial portion of mental health services and
are a critical source for the detection of M/SU conditions, referral, and
subsequent treatment. Other non–M/SU specialty providers also have key
roles to play in detection, treatment, and referral. However, data show that
these general health care providers need to adopt evidence-based practices
to better detect, treat, and appropriately refer individuals in need of M/SU
health care. Thus it is important that dissemination of the evidence on
effective M/SU health care reach all providers, not just those specializing in
M/SU care.

However, the key current dissemination efforts described above may be
less likely to influence primary care providers and other non–M/SU spe-
cialty clinicians. Research on the effective dissemination of innovations
described above (Box 4-2) shows that individuals’ and organizations’ adop-
tion of new practices is greatly influenced by their social networks. Success-
ful dissemination occurs most easily among individuals with similar educa-
tional, professional, and cultural backgrounds. Opinion leaders within a
field also strongly influence the dissemination and uptake of innovations.
Formal dissemination programs will be more successful if they are aware of
and address potential adopters’ needs and perspectives, and tailor their
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dissemination strategies to the demographic, structural, and cultural char-
acteristics of different subgroups (Greenhalgh et al., 2004). To this end,
resources routinely tapped by general and other non–M/SU specialty health
care practitioners and policy makers should be used to help disseminate
evidence on effective detection and treatment of M/SU illnesses. In short,
M/SU health care needs to be better addressed in evidence dissemination
efforts that are routinely employed to address providers of general health
promotion and disease and disability prevention and treatment. The U.S.
Centers for Disease Control and Prevention (CDC) and AHRQ’s Division
of User Liaison and Research Translation (formerly called the User Liaison
Program) are two highly regarded organizations with expertise in knowl-
edge dissemination that can be utilized more fully for this purpose.

Centers for Disease Control and Prevention

CDC’s mission is “to promote health and quality of life by preventing
and controlling disease, injury, and disability” (CDC, 2005a:1). It does so
by serving as “the principal agency in the United States government for
protecting the health and safety of all Americans and for providing essential
human services, especially for those people who are least able to help
themselves” (CDC, 2005b:1). Despite this mandate, CDC’s substantial and
highly regarded expertise in these areas, and the large contribution of M/SU
illnesses to morbidity, disability, and injury (see Chapter 1), M/SU illnesses
could be better represented in CDC’s organizational structures, programs,
and initiatives.

CDC encompasses multiple centers, institutes, and offices (CDC, 2005c)
(see Box 4-3). Of these, the National Center for Chronic Disease Prevention
and Health Promotion might reasonably be expected to address M/SU
problems and illnesses, given their substantial contribution to chronic dis-
ease and general health problems. Yet the listing of chronic disease pro-
grams on the center’s website includes arthritis, cancer, diabetes, epilepsy,
global health, healthy aging, healthy youth, heart disease and stroke, nutri-
tion and physical activity, oral health, a block grant program to implement
national objectives contained in the Healthy People report, prevention re-
search programs, elimination of racial disparities, pregnancy-related ill-
nesses, tobacco use, and an initiative for uninsured women (addressing high
blood pressure and cholesterol, nutrition and weight management, physical
inactivity, and tobacco use)—but not M/SU illnesses. Another key initiative
of the center—Steps to a HealthierUS—is designed to advance the goal of
helping Americans live longer, better, and healthier lives through 5-year
cooperative agreements with states, cities, and tribal entities to implement
chronic disease prevention efforts focused on reducing the burden of dia-
betes, overweight, obesity, and asthma and three related risk factors—
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BOX 4-3 Centers, Offices, and Institute of the Centers
for Disease Control and Prevention

• Coordinating Center for Environmental Health and Injury Prevention
– National Center for Environmental Health/Agency for Toxic Sub-

stances and Disease Registry provides national leadership in preventing
and controlling disease and death resulting from the interactions between
people and their environment.

– National Center for Injury Prevention and Control prevents death and
disability from nonoccupational injuries, including those that are uninten-
tional and those that result from violence.

• Coordinating Center for Health Information and Services
– National Center for Health Statistics provides statistical information in-

tended to guide actions and policies to improve the health of the American
people.

– National Center for Public Health Informatics provides national leader-
ship in the application of information technology in the pursuit of public
health.

– National Center for Health Marketing provides national leadership in
health marketing science and in its application to impact public health.

• Coordinating Center for Health Promotion
– National Center on Birth Defects and Developmental Disabilities pro-

vides national leadership for preventing birth defects and developmental
disabilities and for improving the health and wellness of people with dis-
abilities.

– National Center for Chronic Disease Prevention and Health Promotion
prevents premature death and disability from chronic diseases and pro-
motes healthy personal behaviors.

– Office of Genomics and Disease Prevention provides national leader-
ship in fostering understanding of human genomic discoveries and how
they can be used to improve health and prevent disease.

• Coordinating Center for Infectious Diseases
– National Center for Infectious Diseases prevents illness, disability, and

death caused by infectious diseases in the United States and around the
world.

– National Immunization Program prevents disease, disability, and death
from vaccine-preventable diseases in children and adults.

– National Center for HIV, STD, and TB Prevention provides national lead-
ership in preventing and controlling human immunodeficiency virus infec-
tion, sexually transmitted diseases, and tuberculosis.

• Coordinating Office for Global Health provides national leadership, coordi-
nation, and support for CDC’s global health activities in collaboration with
CDC’s global health partners.

• Coordinating Office for Terrorism Preparedness and Emergency Re-
sponse provides strategic direction for the agency to support terrorism pre-
paredness and emergency response efforts.

• National Institute for Occupational Safety and Health ensures safety and
health for all people in the workplace through research and prevention.
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physical inactivity, poor nutrition, and tobacco use (CDC, 2005d). The
prevention and treatment of M/SU illnesses are not mentioned in these and
similar CDC initiatives

Moreover, the CDC website providing an overview of chronic illness
(http://www.cdc.gov/nccdphp/overview.htm)12 fails to list any M/SU prob-
lems or illnesses among the Leading Causes of Disability among Persons
Aged 15 Years or Older, United States (although the source for the data
cited is dated 1991–1992). This omission is in spite of the evidence pre-
sented in Chapter 1 and acknowledged in the President’s New Freedom
Commission report that mental illnesses rank first among conditions that
cause disability in the United States (New Freedom Commission on Mental
Health, 2003).

Instead of being included explicitly in these and other structures or
formal initiatives, mental health is addressed in CDC through a Mental
Health Work Group that is not part of any of the agency’s formal centers,
programs, or offices and has no formal budget allocation, personnel posi-
tions, or other dedicated administrative support. “Staff members partici-
pating in this work group do so voluntarily as an add-on to their other
CDC responsibilities because of their commitment to advancing the field of
mental health within the context of the overall mission of CDC” (CDC,
2005e:1). Although CDC has undertaken important work on alcohol use
(see, for example, http://www.cdc.gov/alcohol/about.htm) and alcohol and
drug use among youth (see http://www.cdc.gov/HealthyYouth/alcoholdrug/
index.htm), M/SU health care could benefit greatly from a larger commit-
ment of CDC resources and expertise.

Agency for Healthcare Research and Quality’s User Liaison Program

For more than 22 years, AHRQ’s User Liaison Program (ULP) has
focused on bringing information on science-based health care services to
policy makers at the state and local levels, including the staff of governors’
offices, state legislators and their staffs, and executive branch agency heads
such as Medicaid and public health directors, to help them develop more
effective policies and programs. The ULP historically has relied on work-
shops, seminars, and conferences to provide this information, but in the
past few years has also been conducting audio and web conferencing. The
ULP has addressed a wide variety of topics identified through regular for-
mal and informal mechanisms, including biennial needs assessment meet-
ings across the country, conference calls with stakeholders, and portions of
workshops devoted to audience feedback regarding topics to be addressed

12As of October 10, 2005.
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each year. As of 2004, the ULP’s mission had been expanded to encompass
a wider range of knowledge transfer activities (e.g., technical assistance,
distance learning, electronic and face-to-face networking, web and telecon-
ferencing). Its target audience has also been expanded to include providers
and purchasers in addition to policy makers. To better carry out these new
mandates, AHRQ has revised the ULP to focus on long-term knowledge
transfer strategies for a few critical health care issues. As of December 2004,
these issues were (1) developing high-reliability organizations, (2) care man-
agement, (3) purchaser–provider synergies for improving health care qual-
ity, and (4) decreasing disparities. This change in direction means that the
ULP will likely not offer specific disease-focused programs in the future.
Rather, multiple clinical areas of concern can be addressed within the four
targeted issues identified above.13 M/SU health care policy makers, admin-
istrators, and clinicians ought to be targeted as part of ULP activities.

Conclusions and Recommendation

The committee concludes that dissemination strategies for effective
M/SU treatment innovations should use the sources of communication and
influence that are highly regarded in general health care in addition to those
so regarded in M/SU health care. Moreover, organizations that are espe-
cially influential with private-sector providers and other policy makers and
purchasers because of their past relationships should be included in a coor-
dinated strategy. For example, with its new focus on policy makers and
purchasers, as well as clinicians, AHRQ’s ULP could be an instrument for
bringing M/SU health care to the attention of these key leaders.

Recommendation 4-1. To better build and disseminate the evidence
base, the Department of Health and Human Services (DHHS) should
strengthen, coordinate, and consolidate the synthesis and dissemina-
tion of evidence on effective M/SU treatments and services by the
Substance Abuse and Mental Health Services Administration; the Na-
tional Institute of Mental Health; the National Institute on Drug Abuse;
the National Institute on Alcohol Abuse and Alcoholism; the National
Institute of Child Health and Human Development; the Agency for
Healthcare Research and Quality; the Department of Justice; the De-
partment of Veterans Affairs; the Department of Defense; the Depart-
ment of Education; the Centers for Disease Control and Prevention; the
Centers for Medicare and Medicaid Services; the Administration for

13Personal communication with Steve Seitz, User Liaison Program, Agency for Healthcare
Research and Quality on December 9, 2004.
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Children, Youth, and Families; states; professional associations; and
other private-sector entities.

To implement this recommendation, DHHS should charge or create
one or more entities to:

• Describe and categorize available M/SU preventive, diagnostic,
and therapeutic interventions (including screening, diagnostic, and
symptom-monitoring tools), and develop individual procedure
codes and definitions for these interventions and tools for their
use in administrative datasets approved under the Health Insur-
ance Portability and Accountability Act.

• Assemble the scientific evidence on the efficacy and effectiveness
of these interventions, including their use in varied age and ethnic
groups; use a well-established approach to rate the strength of
this evidence, and categorize the interventions accordingly; and
recommend or endorse guidelines for the use of the evidence-based
interventions for specific M/SU problems and illnesses.

• Substantially expand efforts to attain widespread adoption of
evidence-based practices through the use of evidence-based ap-
proaches to knowledge dissemination and uptake. Dissemina-
tion strategies should always include entities that are commonly
viewed as knowledge experts by general health care providers
and makers of public policy, including the Centers for Disease
Control and Prevention, the Agency for Healthcare Research and
Quality, the Centers for Medicare and Medicaid Services, the
Office of Minority Health, and professional associations and
health care organizations.

The committee calls attention to three important considerations in-
volved in implementing this recommendation. First, implementing this rec-
ommendation will require a long-term commitment on the part of DHHS.
An ongoing process accommodating changes in the science base over time
will be necessary to synthesize the evidence base; assess interventions based
on the strength of their scientific evidence; and develop and continually
update a reliable categorization and coding scheme for individual M/SU
prevention, screening, assessment, psychotherapy, psychosocial, and other
treatment interventions. Given fiscal constraints, and in an effort to main-
stream M/SU health care, the committee recommends that DHHS make use
of public- and private-sector structures and processes already in place that
synthesize evidence, develop procedure codes such as the HCPCS codes and
CPT codes for administrative datasets, develop performance measures and
measurement approaches for the public and private sectors, and carry out
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related activities. To marshal the substantial expertise and resources of
these entities and assist them in dedicating additional resources to M/SU
health care, DHHS will need to provide them with formal support and
financial and nonfinancial resources to enable and sustain these activities
until they are firmly in place.

In addition, the committee notes that a wide variety of M/SU health
care interventions are important to the effective treatment of M/SU condi-
tions and need to be included in the recommended evidence review, cod-
ing, and performance measurement initiatives. In addition to traditional
psychotherapy, these initiatives should encompass screening and diagnos-
tic questionnaires and assessment tools with practical utility in routine
primary and specialty care settings (as opposed to tools used for research
purposes); other clinically practicable tools used to monitor symptoms
and patient outcomes; and the range of psychosocial services with proven
effectiveness, such as family psychoeducation, illness self-management,
and assertive community treatment. In addition to procedure codes, codes
should be developed that indicate the type of clinician providing
care (e.g., psychiatrist, psychologist, marriage and family therapist, or
counselor).

Finally, the committee reaffirms its view that the development of more
precise procedure and provider codes is a critical pathway to improvements
in quality. The development of an analytic database comparable to that
which exists for general health is critical to informing our understanding of
factors that influence utilization of care, variations in care, and the relation-
ship between health outcomes and various types of treatments. Such infor-
mation also will provide transparency as to what health care purchasers are
paying for and what consumers are actually receiving. As these codes are
developed, the federal government should require their use in all federally
mandated and supported administrative data collection activities.

In addition, as discussed above, the committee believes that the collec-
tion of outcome data can both inform clinical care at the point of care
delivery and contribute to the development of evidence on effective treat-
ments. It therefore makes the following recommendation:

Recommendation 4-2. Clinicians and organizations providing M/SU
services should:

• Increase their use of valid and reliable patient questionnaires or
other patient-assessment instruments that are feasible for routine
use to assess the progress and outcomes of treatment systemati-
cally and reliably.

• Use measures of the processes and outcomes of care to continu-
ously improve the quality of the care provided.
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The committee points out that this recommendation refers to general
health care providers who offer M/SU health care, as well as to specialty
M/SU health care providers.

STRENGTHENING THE QUALITY MEASUREMENT14 AND
REPORTING INFRASTRUCTURE

A frequently stated maxim across many industries is, “You can’t im-
prove what you can’t measure.” This holds true in health care. Measuring
the quality of care provided by individuals, organizations, and health plans
and reporting back the results is linked both conceptually and empirically
to reductions in variations in care and increases in the delivery of effective
care (Berwick et al., 2003; Jha et al., 2003). However, this successful strat-
egy has not yet seen widespread application in M/SU health care. Less
measurement of the safety, effectiveness, and timeliness of M/SU health
care has taken place than is the case for general health care (AHRQ, 2003;
Garnick et al., 2002). In 1998, the President’s Advisory Commission on
Consumer Protection and Quality in the Health Care Industry identified
mental health care as an aspect of health care not well addressed by existing
quality measures and measure sets (The President’s Advisory Commission
on Consumer Protection and Quality in the Health Care Industry, 1998).
Five years later, the first National Healthcare Quality Report published by
DHHS continued to identify mental illness as a clinical area lacking
“broadly accepted” and “widely used” measures of quality. Of 107 mea-
sures of the effectiveness of health care, only 7 addressed mental health: 3
the treatment of depression in adults, 1 suicide, and 3 management of
delirium and confusion in nursing homes and home health. None addressed
the quality of care for substance-use problems and illnesses. The only mea-
sure that pertained to children was that for suicide (AHRQ, 2003). No
additional measures of the quality of mental health care were included in
the second annual report published in 2004, and measures of the quality of
substance-use care remained absent (AHRQ, 2004a).

This lack of measurement is not caused by a lack of organizations and
initiatives developing measures of M/SU health care quality. A National
Inventory of Mental Health Quality Measures, funded by AHRQ, NIMH,
SAMHSA, and The Evaluation Center@HSRI (The Human Services Re-

14The terms “performance measurement” and “quality measurement,” like “performance
measures” and “quality measures,” are often used interchangeably because quality measures
are a type of performance measures (financial performance, for example, is another type). In
this report, we follow that practice, using “performance measures/measurement” and “qual-
ity measures/measurement” interchangeably to refer to all aspects of quality health care—the
structures, processes, and outcomes of care.
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search Institute) identified more than 100 measures of the processes of
M/SU health care developed by government agencies, researchers, clinician/
professional organizations, accreditors, health systems/facilities, employer
purchasers, consumer coalitions, and commercial organizations (Hermann
et al., 2004). A significant number of outcome measurement instruments
also have been identified by VHA (VA Technology Assessment Program,
2002). The failure of mainstream health care quality measurement and
improvement efforts to incorporate a greater number of M/SU quality mea-
sures is due in part to the separation of M/SU and general health care, as
discussed in Chapters 2 and 5. Because of this separation, many M/SU
health care advocates, professional associations, and other organizations
have undertaken efforts to develop and apply measures of the quality of
M/SU health care. However, a major factor inhibiting both mainstream and
specialty efforts is the lack of a quality measurement and reporting infra-
structure addressing M/SU health care.

Necessary Components of a Quality Measurement
and Reporting Infrastructure

Effectively measuring quality and reporting results to providers, con-
sumers, and oversight organizations requires structures, resources, and ex-
pertise to perform several related functions:

• Conceptualizing the aspects of care to be measured.
• Translating the quality-of-care measurement concepts into perfor-

mance measure specifications.
• Pilot testing the performance measure specifications to determine

their validity, reliability, feasibility, and cost.
• Ensuring calculation of the performance measures and their sub-

mission to a performance measure repository.
• Auditing to ensure that the performance measures have been calcu-

lated accurately and in accordance with specifications.
• Analyzing and displaying the performance measures in a format or

formats suitable for understanding by the multiple intended audience(s),
such as consumers, health care delivery entities, purchasers, and quality
oversight organizations.

• Maintaining the effectiveness of individual performance measures
and performance measure sets and policies over time.

These seven functions are currently performed to varying degrees for
M/SU health care by multiple organizations—again often separately from
general health care, but in this case the separation also exists across the
public and private health care sectors. The result is the rudiments of a
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quality measurement and reporting infrastructure, but with some redun-
dancy and gaps in the measures, measurement functions, and entities whose
performance is being measured, and without a coordinated approach that
maximizes the efficiency and effectives of the various efforts. What is needed
is one or more infrastructures that perform these seven functions for the
four different levels of health care delivery: (1) individual clinicians or
groups of clinicians; (2) health care organizations, such as inpatient facili-
ties; (3) health plans; and (4) public health systems (national, state, and
local). Below we discuss for each of the seven functions special issues re-
lated to the delivery of M/SU health care that should influence the imple-
mentation of that function and the development of a quality measurement
and reporting infrastructure for M/SU health care.

Conceptualizing the Aspects of Care to Be Measured

Because of the large number of existing process and outcome quality
indicators and measures, the multiple populations of interest (e.g., children;
older adults; individuals with less-frequent but severe and chronic mental
illnesses, such as schizophrenia; and inpatients), the different units of analy-
sis (clinicians; inpatient and outpatient organizations; health plans; and
local, state, and national systems), and the importance of not overburden-
ing the clinicians and organizations that will produce the measures, a frame-
work is needed for identifying a finite number (often termed a “core” set) of
valid, reliable, effective, and efficient measures that can best serve the mul-
tiple interested parties and purposes. The best-documented example of such
a framework is that of the Strategic Framework Board, which designed a
National Quality Measurement and Reporting System (NQMRS) for U.S.
health care overall to guide such efforts as those of the National Quality
Forum (McGlynn, 2003).

Within M/SU health care, multiple organizations and initiatives also
have put forth frameworks or core measure sets, using different approaches
to identify aspects of care delivery to be measured and select measures of
the structures, processes, and outcomes of M/SU care. These initiatives
include the Forum on Performance Measures in Behavioral Health and
Related Service Systems (Teague et al., 2004), the Mental Health Statistics
Improvement Program Quality Report (Ganju et al., 2004), the Center for
Quality Assessment and Improvement in Mental Health (Hermann and
Palmer, 2002; Hermann et al., 2004), the Behavioral Healthcare Perfor-
mance Measurement System for inpatient care of the NRI, the Outcomes
Roundtable for Children and Families (Doucette, 2003), and the Washing-
ton Circle Group (McCorry et al., 2000) (all of which are convened and/or
funded by SAMHSA), as well as the previous efforts of the American Col-
lege of Mental Health Administrators Accreditation Workgroup (ACMHA,
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2001) and the American Managed Behavioral Health Association. The fed-
eral government also has adopted a framework through its State Outcomes
Measurement and Management System (described below) (SAMHSA,
undated-b). These efforts are in addition to performance measure sets that
address health care overall and include some M/SU performance measures,
such as NCQA’s HEDIS and measures used by VHA (see Appendix C).

All of these efforts have tackled two enduring and related problems
that are encountered in all performance measurement efforts: (1) the ten-
sion between having measures of high validity, reliability, and ease of calcu-
lation and having a broader set of measures that is more representative of
the populations and conditions of interest; and (2) the difficulty of achiev-
ing consensus on the measure set across all stakeholders (Hermann and
Palmer, 2002). In addition to these problems, conceptualizing a framework
for M/SU health care is more complex than doing so for general health care
for the reasons discussed below.

More-diverse stakeholders The larger number of disciplines licensed to
diagnose and treat M/SU problems and illnesses relative to those licensed
to diagnose and treat general health conditions potentially requires the
involvement of a greater number of stakeholder groups in a consensus
process. Moreover, as discussed earlier, M/SU health care involves both
specialty and general medical providers. In addition, the involvement of
the education, juvenile and criminal justice, and child welfare systems as
payers and providers of M/SU services means performance measures se-
lected for M/SU health care must be determined with input from these
stakeholders, who are not typically involved in general health care. Con-
sumer advocates also have been very active in shaping the delivery of M/SU
health care, again with implications for the numbers and diversity of stake-
holders in a consensus process.

Difference between the public and private sectors Although general health
care is delivered in both the public and private sectors, in M/SU health care
the public sector serves a population with a clinical profile much different
from that of the population served by the private sector—most often those
with severe and chronic illnesses. Thus, measures that may be meaningful to
private-sector stakeholders may be less useful to those in the public sector. In
NCQA’s HEDIS measures for general health care, for example, some mea-
sures15 are designated for calculation for Medicaid populations but not for
privately insured populations (NCQA, 2004b). This practice may need to be
employed more widely for M/SU health care. Even measures appropriate for
multiple populations may need to be reported separately.

15Frequency of ongoing prenatal care and annual dental visit.
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Different types of evidence As discussed earlier, M/SU health care has of-
ten relied on evidence generated by quasi-experimental studies rather than
randomized controlled trials. Some performance measures that are deemed
valid by M/SU stakeholders may therefore be less credible to performance
measurement stakeholders in the general health care sector.

Unclear locus of accountability The separation of the delivery of M/SU and
general health care discussed earlier impairs performance measurement in
two ways. First, it can create confusion as to whether a given performance
measure can be used because it is unclear to whom the measure should
apply. There is confusion about the entity accountable for care quality
when care can be delivered through multiple delivery arrangements (e.g.,
primary or specialty care, general or carve-out health plans, school-based
programs). For example, the HEDIS performance measures addressing
M/SU health care apply to general health plans seeking accreditation, but
not to managed behavioral health care organizations.16

Another problem caused by the separation of M/SU and general health
care, as well as by the separation of mental and substance-use care, relates
to access to data. To produce many performance measures, data on the
patient’s entire illness—from detection through ongoing treatment—are
needed. When patients are served by entities separate from their general
health care plan or from each other, such as carved-out managed behav-
ioral health plans, employee assistance programs, school-based health care
services, and child welfare agencies, the ability to link necessary data is
impaired, making many performance measures infeasible (Bethell, 2004;
Garnick et al., 2002). Moreover, the voluntary support sector is not typi-
cally viewed as formal treatment despite the fact that self-help groups such
as Alcoholics Anonymous and other types of peer counseling play an
important role in recovery for many individuals with M/SU illnesses. In-
deed, the voluntary support sector has been characterized by a lack of data
and, in some cases, a commitment to anonymity (Horgan and Garnick,
2005).

As articulated in a paper on performance measurement for child and
adolescent M/SU health care that was commissioned by the committee
(Bethell, 2004:30):

Perhaps one of the most significant findings . . . is the lack of coordina-
tion in the field among the many actors engaged in measurement devel-
opment in the area of mental and behavioral health care for children and
adolescents. It seems new activities evolve daily with no coordinating
center to ensure activities address priority needs and strategic goals as

16Personal communication Phil Renner, Vice President, NCQA on March 22, 2005.
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reflected in the Crossing the Quality Chasm reform model. The lack of
coordination is especially evident between efforts occurring primarily
from the vantage point of the medical arena (e.g., Medicaid, health plan
and pediatric practice-based measurement) and those taking place in the
more community-based, public health mental health arena (state mental
health agencies, community-based clinics, etc.). Ironically, this lack of
coordination on the measurement front exactly mirrors the very frustrat-
ing lack of coordination between the medical and psychiatric-based men-
tal health services also experienced by families with children with mental
and behavioral health care problems.

Translating Quality-of-Care Measurement Concepts into
Performance Measure Specifications

Some quality measures address structural and qualitative characteris-
tics of care providers and require a “yes/no” answer. The Leapfrog Group’s
measure of whether inpatient facilities use computerized physician order
entry exemplifies such a structural measure. Most quality measures in use
today, however, measure processes of care and require a numerical calcula-
tion of the rate at which an appropriate activity is performed for a defined
population. These calculations require detailed instructions for calculating
the numerators and denominators of the rates to guarantee the accuracy
and reliability of the measures. The instructions specify, for example, data
sources to be used to calculate a measure, rules for including and excluding
some individuals from the rate, time frames for data capture, and sampling
strategy if sampling is used. Translating measurement concepts into quality
measures also requires detailed knowledge of multiple data sources, includ-
ing health plan enrollment and encounter data, inpatient and outpatient
claims data, pharmacy and laboratory databases, administrative data cod-
ing sets, and patient surveys, as well as knowledge of the capabilities of
organizations’ information systems and of the appropriateness of and tech-
niques for case-mix adjustment.

Appreciation of and knowledge in all these areas is not universal. As a
result, many entities that put forth intended quality measures are actually
putting forth quality measure concepts, as opposed to well-developed mea-
sures with accompanying specifications for their calculation. A comprehen-
sive 1999–2000 search for and review of mental health performance mea-
sures developed in the United States that met a minimum threshold of
development (i.e., had a specific numerator and denominator, a designated
data source, and an ostensible relationship to quality) found that half of the
first 86 measures reviewed were insufficiently developed for implementa-
tion, and few measures had been tested for reliability or validity (Hermann
et al., 2000). A quality measurement infrastructure for M/SU health care
will need to have ongoing formal structures and processes to translate
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quality measurement concepts into measures that are ready for deployment.
NCQA, for example, conducts this translation activity using both internal
staff and a formal structure of measurement advisory panels that provide
clinical and technical expert knowledge, ad hoc expert panels, and a techni-
cal advisory group (NCQA, 2004b).

Pilot Testing the Performance Measure Specifications

Frequently, measures that appear to be theoretically sound are opera-
tionally complex, very costly to produce, or unreliable and invalid for reasons
not apparent during their design. For example, with respect to M/SU quality
measures, the fact that a population is covered by both a general health plan
and a separate employee assistance program or carved-out behavioral health
plan means that the clinical data required to calculate a measure may be in
the possession of multiple separate organizations and difficult to access and
link. Stigma and discriminatory benefit designs (discussed in Chapter 3) also
mean that many individuals choose to or must pay for M/SU services out of
pocket; in such cases, no claim record is produced, so that a major data
source for the calculation of quality measures is lacking. For the same rea-
sons, providers sometimes deliver an M/SU service but code it as a general
medical problem. Because of these impediments to accurate and reliable
measurement of the quality of M/SU health care, new quality measures al-
most always require some type of pilot testing before being implemented and
used for decision making (Garnick et al., 2002). For example, prior to
NCQA’s incorporation of quality measures addressing health plans’ treat-
ment of alcohol and other drug problems into the HEDIS measurement
process, these measures were pilot tested by six health care organizations that
delivered services to approximately 5 million people so as to evaluate the
measures’ feasibility and quality improvement potential (Hon, 2003).

Ensuring Calculation and Submission of the Performance Measures

Successful quality measurement initiatives in general health care have
taken place under one of two conditions: (1) a critical mass of influential
supporters is committed to either requiring or carrying out the calculation
and submission of measures (e.g., HEDIS), or (2) there is an ongoing com-
mitment of sufficient resources to enable the analysis of quality measures,
making them so useful that those calculating and submitting them do so
voluntarily (e.g., NRI’s Behavioral Healthcare Performance Measurement
System and AHRQ’s Healthcare Cost and Utilization Project [H-CUP]
Quality Indicators).

For example, the success of the HEDIS performance measures dataset
can be traced to its initiation by a small but committed and influential
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group of employers and health plans. These employers, who purchased
health care for their employees, were seeking meaningful data to require of
their contracting health plans. The health plans wished to reduce costly
variations in the data they were required to submit to multiple purchasers.
This critical mass of employer-purchasers and health plans ensured the
calculation and submission of the HEDIS measures while they were still in
a preliminary state, which subsequently attracted other influential support-
ers. CMS, for example, now requires health plans participating in the Medi-
care program to submit data on HEDIS measures. Many state Medicaid
agencies also require the submission of HEDIS or HEDIS-like measures. In
contrast, submission of the Behavioral Healthcare Performance Measure-
ment System inpatient hospital measures to NASMHPD or NRI is not re-
quired, but facilities that choose to do so may use those measures to fulfill
accreditation reporting requirements.

Auditing to Ensure That Performance Measures Have Been Calculated
Accurately and According with Specifications

Reported measures may not accurately represent an individual’s or
organization’s performance. Information systems and internal data record-
ing conventions used by individual clinicians and health care organizations
vary greatly. Data also may not be collected or stored in ways that facilitate
collection of a measure as requested. When measures further require data to
be linked across organizations, there may be incompatible data formats. All
these factors can introduce error, as can less-than-scrupulous adherence to
a measure’s specifications. Because the reporting of quality measures to
external bodies for public disclosure to consumers, for use in financial
reimbursement strategies to reward best performance, or in response to
other quality oversight requirements can have significant consequences for
the entity being measured, it is important for the accuracy of the reported
measures to be verified. This is typically accomplished through systematic
audits of the measures’ calculation. NCQA, for example, has developed
standardized auditing procedures for use in verifying the integrity of the
calculation of HEDIS measures (NCQA, undated).

Analyzing and Displaying the Performance Measures in Suitable Formats

Ensuring that quality measures are useful for multiple audiences re-
quires analytic and communication capabilities that can respond to the
sometimes differing needs of consumers, health care providers (both indi-
vidual clinicians and organizations), purchasers, and quality oversight or-
ganizations. For example, while clinicians and health care organizations
may want numerous, detailed data on their performance on individual
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procedures and a variety of individual treatments, strong evidence shows
that consumers can attend to a limited number of variables when making
decisions such as which clinician or health plan to select (Office of Technol-
ogy Assessment, 1988). Thus, in addition to providing detailed perfor-
mance measures, there is a need to aggregate such measures into a smaller
set. Data also need to show real differences in performance to help consum-
ers select among care providers. In addition, health care delivery entities
require benchmarking data so they can compare their performance with
that of others in their field. Purchasers and quality oversight organizations
also need comparative information for incentivizing and rewarding best
performance. Risk adjustment of performance measures may sometimes be
necessary, especially when reporting measures of patient outcomes as op-
posed to measures of the processes of care delivery.

Maintaining the Effectiveness of Performance Measures and
Measure Sets and Policies

Individual performance measures and their deployment require ongo-
ing maintenance. Performance measures’ specifications often change over
time; for example, administrative coding systems may change, health care
entities calculating the measures may discover issues not anticipated in the
original specifications, and health care delivery systems themselves change.
Also, some measures need to be retired as priorities shift over time and as
new, needed measures are developed. For example, a comprehensive review
of mental health performance measures found several gaps in the available
set of M/SU measures. First, only a handful of adequately developed process-
of-care measures exist for children, older adults, individuals with prevalent
but not severe mental illnesses (e.g., anxiety disorders, dysthymia, or per-
sonality disorders), and individuals with dual mental health and substance-
use disorders. The review further documented a lack of measures assessing
the content of psychotherapy; instead measures focused on whether psy-
chotherapy was provided and how frequently.17 And there were fewer
process-of-care measures for substance-use problems and illnesses com-
pared with those for mental illnesses (Hermann et al., 2000).

There is also a need for performance measure deployment policies and
practices that guard against the unintended consequences of measuring
only a small portion of the care that is delivered. Because it is not possible
to measure everything, and because how an entity performs on one measure
does not indicate how it will perform on another or in an area not measured

17This is likely due in part to the poor specificity of administrative codes discussed earlier in
this chapter.
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(Brook et al., 1996), focusing on only a small set of performance measures
may have the unintended consequence of drawing quality improvement
resources away from care delivery practices that are not in the measurement
set. Periodic rotation of the measures to be calculated may therefore be
needed, especially as new performance measures are developed.

Need for Public–Private Leadership and Partnership to
Create a Quality Measurement and Reporting Infrastructure

Ensuring the existence of a quality measurement and reporting infra-
structure that is responsive to the issues outlined above requires leadership.
The committee also notes that, as with successful efforts in performance
measurement in general health care, leadership is required from a critical
mass of influential stakeholders; no one entity has sufficient influence or
control over the vast array of M/SU providers and delivery systems or
command over the many diverse technical and other resources needed to
develop, test, ensure reporting of, audit, analyze, display, and continuously
improve a set of M/SU health care performance measures for the nation.
Moreover, although much M/SU health care is delivered in the public sec-
tor, many individuals also receive care in the private sector, often from
general as opposed to specialty M/SU providers. And the many clinicians
providing M/SU health care receive both public and private reimbursement.
To ensure that these providers (both general and M/SU) are not required to
report different quality measures to different purchasers or to report mea-
sures that are purportedly the same but calculated in different ways to
multiple purchasers, public- and private-sector purchasers must reach agree-
ment on a common set of quality measures and specifications for their
reporting.

The committee acknowledges the primary leadership role played by the
public sector to date in developing M/SU performance measures. While the
private sector has exhibited strong leadership in the development of perfor-
mance measures and measurement initiatives for general health care, lead-
ership in M/SU performance measurement has come primarily from the
public sector, most notably from SAMHSA and the Department of Veter-
ans Affairs (DVA). For example, the successful efforts of the Washington
Circle Group to identify a set of performance measures for substance-use
health care and the subsequent inclusion of these measures in HEDIS came
about as a result of SAMHSA’s convening and nurturing these efforts. All
of the efforts to conceptualize and define a comprehensive set of perfor-
mance measures in mental health described above also have occurred under
the auspices of SAMHSA.

Given its role in stimulating and supporting the existing M/SU health
care performance measurement initiatives, together with the fact that gov-
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ernment funding (much of it federal) is the source of 76 percent of funding
for substance-use health care and 63 percent of funding for mental health
services (Mark et al., 2005) (see Chapter 8), the federal government can be
a prime mover in creating consensus across the public and private sectors
on standard sets of measures of the quality of M/SU health care. It can do so
by (1) partnering more strongly in initiatives located in the private sector,
(2) requiring the submission of jointly agreed-upon public- and private-
sector measures in state grants and directly administered programs, and (3)
continuing its historical efforts to develop and test new performance mea-
sures. However, the public sector alone cannot achieve a performance mea-
surement and reporting system for M/SU health care. Private-sector ini-
tiatives to build the components of the performance measurement and
reporting infrastructure for health care overall need to reach out to M/SU
communities to ensure their strong participation in these initiatives.

Considering currently available resources, influence, and expertise, the
committee believes a partnership of public and private leaders is needed to
build a quality measurement and reporting infrastructure for M/SU health
care. The committee further believes that this infrastructure should build on
existing structures. It should also aim to achieve maximal consistency and
integration of public and private performance measurement and reporting
efforts, as well as the efforts of M/SU and general health care.

Establishing Collaborative Public- and Private-Sector Efforts

There is ample precedent for collaborative public–private quality mea-
surement efforts, as is seen in the agreement reached by public-sector (i.e.,
Medicaid) and private-sector (private insurance) purchasers and other stake-
holders on the reporting of standardized measures of child health care in
HEDIS, in the endorsement of a wide variety of performance measures by
both the public and private sectors through the National Quality Forum,
and in the agreement reached by the public and private sectors on a com-
mon set of performance measures for inpatient psychiatric care through a
partnership among NASMHPD, NRI, the National Association of Psychi-
atric Health Systems (NAPHS), the American Psychiatric Association, and
JCAHO. The core measures developed by NASMHPD, NRI, and NAPHS
have been accepted by JCAHO as meeting its ORYX© reporting require-
ments for accredited inpatient psychiatric facilities (Ghinassi, 2004).

DHHS could further its collaboration with the private sector by partici-
pating more strongly in general health care and private-sector performance
measurement initiatives. For example, while VHA and DHHS’s CMS and
AHRQ have liaison positions on NCQA’s policy-making Committee on
Performance Measurement, SAMHSA has no such position. Similarly, the
National Quality Forum, a private, not-for-profit, open-membership orga-
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nization that endorses consensus-based national standards for measure-
ment and public reporting of health care performance data, involves more
than 250 public- and private-sector consumer, purchaser, provider, health
plan, research, and quality improvement members in its consensus process
for endorsing performance measures for multiple types of inpatient and
outpatient health care. The forum has begun to address the quality of M/SU
health care by convening a workshop to identify evidence-based practices
for substance-use treatment and a workshop on behavioral health funded in
part by DVA (Kizer, 2005; National Quality Forum, 2004).18 Continued
involvement and support of SAMHSA and DVA in this and other national
performance measurement and reporting initiatives for general health care,
as well as their encouraging other M/SU organizations to participate, would
help bring the resources of the private sector to bear on M/SU performance
measurement and achieve consistency across the public and private sec-
tors—both of which would facilitate the creation of a performance mea-
surement and reporting infrastructure for M/SU health care.

An additional benefit is that M/SU health care would be able to partici-
pate on the ground floor in quality measurement initiatives, such as the
development of new CPT II codes to capture outcome and otherwise non-
reimbursed process-of-care measures in administrative datasets. As de-
scribed earlier in this chapter, this advance has taken place through a
Performance Measures Advisory Group comprising representatives of
AHRQ, CMS, JCAHO, NCQA, and the AMA’s Physician Consortium for
Performance Improvement (AMA, 2004a). Had representatives of M/SU
health care been a part of this effort and the precursor efforts of the con-
stituent agencies, improvements in M/SU performance measurement might
have occurred alongside the development of CPT II codes for general health
care. While the federal government can take action to become more in-
volved in such private-sector initiatives, these private initiatives must also
take action to ensure strong representation of M/SU health care providers
and delivery systems (both public and private).

Requiring Submission of Jointly Agreed-Upon Public- and Private-Sector
Measures in Public and Publicly Funded Programs

The federal government also can do much to promote the collection
and reporting of M/SU quality measures in both the private and public
sectors. This is illustrated by the inclusion of measures developed for the
Medicare and Medicaid programs in HEDIS and their subsequent applica-
tion to privately enrolled populations. Both SAMHSA and DVA have ini-

18Elaine J. Power, Vice President, The National Quality Forum, personal communication
on March 23, 2005.
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tiatives under way to measure the performance of their M/SU programs
that can contribute to the development and use of M/SU performance mea-
sures in the private sector.

SAMHSA is beginning to require performance measurement and re-
porting in all its grant programs for substance-use prevention and treat-
ment and mental health as part of its National Outcome Measures initia-
tive. This initiative aims to measure 10 outcomes of care: (1) abstinence
from substance use and decreased mental illness symptomotology,
(2) increased/retained employment or return to/stay in school, (3) decreased
criminal justice involvement, (4) increased stability in housing, (5) increased
access to services, (6) increased retention in treatment for substance abuse
and reduced utilization of inpatient psychiatric care, (7) increased social
supports/social connectedness, (8) clients’ perception of care, (9) cost-
effectiveness, and (10) use of evidence-based practices. While several of the
actual measures (e.g., for evidence-based substance-use practices) are still
being developed, SAHMSA achieved a major milestone in this initiative
when, in 2004, it reached agreement with a representative body of states on
the measures to be reported in 2005, on measures that required develop-
mental work, and on a plan for preparing all states to report fully on the
measures by the end of fiscal year 2007. SAMHSA’s State Outcomes Mea-
surement and Management System will support the expansion of state data
collection efforts to meet the requirements of the agreed-upon National
Outcome Measures (SAMHSA, undated-b).

DVA similarly has a National Mental Health Program Performance
Monitoring System, which uses internal VHA performance measures to
evaluate the work of the VA’s 21 Veterans Integrated Services Networks
(VISNs) and the medical centers within each of these networks. Many of
these measures address the quality of M/SU health care, including the
new outcome measures of each patient’s functional status (Greenberg and
Rosenheck, 2005).

While these performance measurement initiatives are noteworthy, their
benefits could be even greater if the information obtained by the federal
government were shared with the private sector as part of formal public
and private collaboration.

Continuing Public-Sector Efforts to Develop, Test, and Implement New
Performance Measures

While DHHS and DVA are reaching out to become an integral part of
private-sector performance measurement and reporting initiatives, they
should not discontinue their internal efforts to develop, test, and implement
performance measures, for several reasons. First, SAMHSA and DVA are
the primary payers for much of the M/SU health care provided in the United
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States. They have an obligation to move forward to ensure that the quality
of the care they secure and provide to their beneficiaries is as good as it can
be. Second, there is not yet an agreed-upon National Quality Measurement
and Reporting System in place. Until such a system begins to take shape,
SAMHSA and DVA need to develop as much expertise as possible in qual-
ity measurement and reporting so they can be strong partners in the system’s
development and implementation. Finally, SAMHSA and DVA will be more
attractive partners if they bring to the table both experience and influence
in shaping the quality measurement activities of a large portion of the
marketplace, as has the Medicare program.

APPLYING QUALITY IMPROVEMENT METHODS
AT THE LOCUS OF CARE

Measuring and reporting on quality by themselves will not achieve
improvements in care (Berwick et al., 2003). Since quality improvement is,
at its heart, a change initiative, successful quality improvement requires
that quality measurement be linked with activities at the locus of care to
effect change and that understanding and use of these change (quality
improvement) techniques be woven into the day-to-day operations of health
care organizations and provider practices.

Although a systematic review and analysis of quality improvement
strategies reveals remarkably little information about the most effective
ways to secure the consistent incorporation of research findings into rou-
tine clinical practice (Shojania et al., 2004), many published reports of
successful quality improvement initiatives clearly show that it is possible for
organizations to change the quality of their health care for the better
(Shojania and Grimshaw, 2005), just as it is possible to increase the quality
of other industries’ products (Deming, 1986). While the susceptibility to
successful change is a function of some intrinsic characteristics of individu-
als (Berwick, 2003), the types of activities that organizations and clinicians
need to undertake to achieve and sustain quality improvement can be sur-
mised from research on and studies of organizational change (Shojania and
Grimshaw, 2005). A large body of research and other published work on
organizational change, for example, consistently calls attention to five pre-
dominantly human resource management practices19 (and one other orga-
nizational practice) that are key to successful change implementation:
(1) ongoing communication about the desired change with those who are to
effect it; (2) training in the new practice; (3) worker involvement in design-
ing the change process; (4) sustained attention to progress in making the

19The human resource side of change tends to be undermanaged as compared with man-
agement of the implementation of technological changes (Kimberly and Quinn, 1984).
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change; (5) use of mechanisms for measurement, feedback, and redesign;
and (6) functioning as a learning organization. All of these practices require
the exercise of effective leadership (IOM, 2004).

These practices are illustrated in some of the leading quality improve-
ment initiatives in health care, including those of VHA (Jha et al., 2003)
and the Institute for Healthcare Improvement (http://www.ihi.org/ihi/
programs). Most recently, they have been employed by some of the smallest
and least resource-rich health care providers—providers of substance-use
treatment services—through the Network for the Improvement of Addic-
tion Treatment (NIATx) (see Box 4-4).

More-widespread application of quality improvement techniques would
be facilitated by similar initiatives in mental health care, additional sub-
stance-use treatment sites, and provider sites offering combined M/SU treat-
ment that could undertake research, demonstration, and dissemination of
quality improvement strategies across more diverse clinicians, organiza-
tions, and systems delivering M/SU health care.

BOX 4-4 The Network for the Improvement
of Addiction Treatment (NIATx)

NIATx is a partnership between The Robert Wood Johnson Foundation’s “Paths to
Recovery” program and the Center for Substance Abuse Treatment’s “Strengthen-
ing Treatment Access and Retention” program. The mission of NIATx is to help
providers learn approaches that make more efficient use of their treatment capac-
ity and produce improvements in care delivery that affect access to and retention
in addiction treatment.

Of the millions of Americans who need substance-use treatment, only a small
minority receive it. Fifty percent of those who do leave treatment before its benefits
can be realized. While finances and psychological readiness explain some of this
deficit, the issue that often keeps clients from treatment is the way services are
delivered. Systems engineering, process improvement, and innovative uses of
technology have been shown in other industries to dramatically improve the quality
and efficiency of service delivery processes. NIATx brings these resources
to substance-use treatment. The National Program Office at the University of
Wisconsin’s Industrial and Systems Engineering Department provides coaching,
phone, and face-to-face educational sessions; a process improvement website
and other communications to the field; and administrative support.

NIATx aims to reduce waiting time, reduce the percentage of no shows for
treatment, reduce the percentage of clients that leave treatment early, and in-
crease the number of clients admitted to treatment through three initiatives.

The Treatment Provider Initiative. The 39 treatment agencies (including 9 men-
tal health agencies with addiction services) in 25 states that participate in NIATx
are demonstrating the potential of process improvement to help treatment provid-
ers improve nine work processes that influence treatment access and retention:
(1) the first contact a client has with the treatment agency, (2) the intake and
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A PUBLIC–PRIVATE STRATEGY FOR QUALITY MEASUREMENT
AND IMPROVEMENT

To address the need for strengthened quality measurement and im-
provement and the application of quality improvement at the locus of care,
the committee recommends a public–private collaborative strategy.

Recommendation 4-3. To measure quality better, DHHS, in partner-
ship with the private sector, should charge and financially support an
entity similar to the National Quality Forum to convene government
regulators, accrediting organizations, consumer representatives, pro-
viders, and purchasers exercising leadership in quality-based purchas-
ing for the purpose of reaching consensus on and implementing a com-
mon, continuously improving set of M/SU health care quality measures
for providers, organizations, and systems of care. Participants in this
consortium should commit to:

assessment process, (3) the process by which clients are transferred between
levels of care, (4) paperwork burden, (5) client and employee scheduling, (6) sup-
port systems (e.g., day care) that can help clients stay in treatment, (7) processes
for reaching out to clients and referral agencies, (8) techniques for engaging cli-
ents, and (9) strategies to improve the agency’s financial condition.

The Single State Agency Initiative. While the Provider Initiative demonstrates
the potential to substantially improve access and retention, the state initiative tests
the potential of Single State Agencies to improve their own work processes and to
widely disseminate improvements (such as those identified in the Provider Initia-
tive) across all treatment agencies in each of five states.

The Innovation Initiative. The innovation initiative examines ways to take full
advantage of the technologies (e.g., consumer health informatics, virtual reality
simulation, sensors, computer-mediated communication) currently or soon to be
available to enhance the efficiency and effectiveness of addiction prevention and
treatment.

NIATx members have demonstrated that work processes can be improved, which
in turn improves the quality of care clients receive, as well as the fiscal health of
treatment agencies. Within the first 18 months of the initiative, members reported
improvements in each of the four project aims. Thirty-seven change projects re-
sulted in an average reduction of 51 percent in waiting times between first contact
and first treatment session. Twenty-eight change projects produced an average
reduction in no-show rates of 41 percent. Twenty-three change projects produced
an average increase of 56 percent in admissions, while 39 change projects pro-
duced improvements in continuation averaging 39 percent. The extent to which
those improvements can be sustained and diffused to other parts of the organiza-
tion is now being examined, and early results are encouraging.
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• Requiring the reporting and submission of the quality measures
to a performance measure repository or repositories.

• Requiring validation of the measures for accuracy and adherence
to specifications.

• Ensuring the analysis and display of measurement results in for-
mats understandable by multiple audiences, including consumers,
those reporting the measures, purchasers, and quality oversight
organizations.

• Establishing models for the use of the measures for benchmarking
and quality improvement purposes at sites of care delivery.

• Performing continuing review of the measures’ effectiveness in im-
proving care.

Recommendation 4-4. To increase quality improvement capacity,
DHHS, in collaboration with other government agencies, states, phil-
anthropic organizations, and professional associations, should create
or charge one or more entities as national or regional resources to test,
disseminate knowledge about, and provide technical assistance and
leadership on quality improvement practices for M/SU health care in
public- and private-sector settings.

Recommendation 4-5. Public and private sponsors of research on
M/SU and general health care should include the following in their
research funding priorities:

• Development of reliable screening, diagnostic, and monitoring in-
struments that can validly assess response to treatment and that
are practicable for routine use. These instruments should include
a set of M/SU “vital signs”: a brief set of indicators—measurable
at the patient level and suitable for screening and early identifica-
tion of problems and illnesses and for repeated administration
during and following treatment—to monitor symptoms and func-
tional status. The indicators should be accompanied by a speci-
fied standardized approach for routine collection and reporting as
part of regular health care. Instruments should be age- and cultur-
ally appropriate.

• Refinement and improvement of these instruments, procedures
for categorizing M/SU interventions, and methods for providing
public information on the effectiveness of those interventions.

• Development of strategies to reduce the administrative burden of
quality monitoring systems and to increase their effectiveness in
improving quality.
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5

Coordinating Care for Better
Mental, Substance-Use, and

General Health

Summary

Mental and substance-use problems and illnesses seldom occur in
isolation. They frequently accompany each other, as well as a
substantial number of general medical illnesses such as heart disease,
cancers, diabetes, and neurological illnesses. Sometimes they masquerade
as separate somatic problems. Consequently, mental, substance-
use, and general health problems and illnesses are frequently intertwined,
and coordination of all these types of health care is essential to
improved health outcomes, especially for chronic illnesses. Moreover,
mental and/or substance-use (M/SU) problems and illnesses frequently
affect and are addressed by education, child welfare, and other
human service systems. Improving the quality of M/SU health care—
and general health care—depends upon the effective collaboration
of all mental, substance-use, general health care, and other human
service providers in coordinating the care of their patients.

However, these diverse providers often fail to detect and treat
(or refer to other providers to treat) these co-occurring problems
and also fail to collaborate in the care of these multiple health
conditions—placing their patients’ health and recovery in jeopardy.
Collaboration by mental, substance-use, and general health care
clinicians is especially difficult because of the multiple separations
that characterize mental and substance-use health care: (1) the
greater separation of mental and substance-use health care from
general health care; (2) the separation of mental and substance-
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use health care from each other; (3) society’s reliance on the education,
child welfare, and other non–health care sectors to secure M/SU
services for many children and adults; and (4) the location of
services needed by individuals with more-severe M/SU illnesses in
public-sector programs apart from private-sector health care.

This mass of disconnected care delivery arrangements requires
numerous patient interactions with different providers, organizations,
and government agencies. It also requires multiple provider “handoffs”
of patients for different services and transmittal of information to
and joint planning by all these providers, organizations, and agencies
if coordination is to occur. Overcoming these separations also is
made difficult because of legal and organizational prohibitions on
clinicians’ sharing information about mental and substance-use
diagnoses, medications, and other features of clinical care, as well
as a failure to implement effective structures and processes for
linking the multiple clinicians and organizations caring for patients.
To overcome these obstacles, the committee recommends that individual
treatment providers create clinically effective linkages among mental,
substance-use, and general health care and other human service
agencies caring for these patients. Complementary actions are also
needed from government agencies, purchasers, and accrediting bodies
to promote the creation of these linkages.

To enable these actions, changes are needed as well to address
the less-evolved infrastructure for using information technology,
some unique features of the M/SU treatment workforce that also
have implication for effective care coordination, and marketplace
practices. Because these issues are of such consequence, they are
addressed separately in Chapters 6, 7, and 8, respectively.

CARE COORDINATION AND RELATED PRACTICES DEFINED

Crossing the Quality Chasm notes that the multiple clinicians and
health care organizations serving patients in the American health care sys-
tem typically fail to coordinate their care. That report further states that the
resulting gaps in care, miscommunication, and redundancy are sources of
significant patient suffering (IOM, 2001).1 The Quality Chasm’s health
care quality framework addresses the need for better care coordination in

1In a subsequent report, produced at the request of the U.S. Department of Health and
Human Services, the Institute of Medicine identified “care coordination” as one of 20 priority
health care areas deserving of immediate attention by all participants in American health care
(IOM, 2003a).
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one of its ten rules and in another rule calls attention to the need for
provider communication and collaboration to achieve this goal:

Cooperation among clinicians. Clinicians and institutions should actively
collaborate and communicate to ensure an appropriate exchange of infor-
mation and coordination of care.

Shared knowledge and the free flow of information. Patients should have
unfettered access to their own medical information and to clinical knowl-
edge. Clinicians and patients should communicate effectively and share
information. (IOM, 2001:62)

These two rules highlight two prerequisites to coordination of care:
communication and collaboration across providers and within and across
institutions. Communication exists when each clinician or treatment pro-
vider caring for a patient shares needed treatment information with other
clinicians and providers caring for the patient. Information can be shared
verbally; manually in writing; or through information technology, such as a
shared electronic health record. Collaboration is multidimensional and re-
quires the aggregation of several behaviors, including the following:

• A shared understanding of goals and roles—Collaboration is en-
hanced by a shared understanding of an agreed-upon collective goal (Gittell
et al., 2000) and clarity regarding each clinician’s role. Role confusion and
role conflict are frequent barriers to interdisciplinary collaboration (Rice,
2000).

• Effective communication—Multiple studies have identified effective
communication as a key feature of collaboration (Baggs and Schmitt, 1988;
Knaus et al., 1986; Schmitt, 2001; Shortell et al., 1994). “Effective” is
defined variously as frequent, timely, understandable, accurate, and satisfy-
ing (Gittell et al., 2000; Shortell et al., 1994).

• Shared decision making—In shared decision making, problems and
strategies are openly discussed (Baggs and Schmitt, 1997; Baggs et al.,
1999; Rice, 2000; Schmitt, 2001), and consensus is often used to arrive at a
decision. Disagreements over treatment approaches and philosophies, roles
and responsibilities, and ethical questions are common in health care set-
tings. Positive ways of addressing these inevitable differences are identified
as a key component of effective caregiver collaboration (Shortell et al.,
1994).

It is important to note that, according to health services researchers,
collaboration is not a dichotomous variable, simply present or absent.
Rather, it is present to varying degrees (Schmitt, 2001).
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Collaboration also is typically characterized by necessary precursors.
Clinicians are more likely to collaborate when they perceive each other as
having the knowledge necessary for good clinical care (Baggs and Schmitt,
1997). Mutual respect and trust are necessary precursors to collaboration
as well (Baggs and Schmitt, 1988; Rice, 2000); personal respect and trust
are intertwined with respect for and trust in clinical competence.

Care coordination is the outcome of effective collaboration. Coordi-
nated care prevents drug–drug interactions and redundant care processes. It
does not waste the patient’s time or the resources of the health care system.
Moreover, it promotes accurate diagnosis and treatment because all provid-
ers receive relevant diagnostic and treatment information from all other
providers caring for a patient.

Care integration is related to care coordination. As defined by experts
in health care organization and management (Shortell et al., 2000), integra-
tion of care and services can be of three types:

• “Clinical integration is the extent to which patient care services are
coordinated across people, functions, activities, and sites over time so as to
maximize the value of services delivered to patients” (p. 129).

• Physician (or clinician) integration is the extent to which clinicians
are economically linked to an organized delivery system, use its facilities
and services, and actively participate in its planning, management and gov-
ernance.

• Functional integration is “the extent to which key support func-
tions and activities (such as financial management, strategic planning, hu-
man resources management, and information management) are coordinated
across operating units so as to add the greatest overall value to the system”
(p. 31). The most important of these functions and activities are human
resources deployment strategies, information technologies, and continuous
improvement processes.

Shortell et al.’s clinical integration corresponds to care coordination as
addressed in the Quality Chasm report.

In the context of co-occurring mental and substance-use problems and
illnesses, the Substance Abuse and Mental Health Services Administration
(SAMHSA) similarly identifies three levels of integration (SAMHSA,
undated):

• Integrated treatment refers to interactions between clinicians to
address the individual needs of the client/patient, and consists of “any
mechanism by which treatment interventions for co-occurring disorders are
combined within the context of a primary treatment relationship or service
setting” (p. 61).
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• Integrated program refers to an organizational structure that en-
sures the provision of staff or linkages with other programs to address all of
a client’s needs.

• Integrated systems refers to an organizational structure that sup-
ports an array of programs for individuals with different needs through
funding, credentialing/licensing, data collection/reporting, needs assessment,
planning, and other system planning and operation functions.

SAMHSA’s integrated treatment corresponds to Shortell et al.’s clinical
integration; both appear to equate to coordination of care as used in the
Quality Chasm report. In this report, we use the Quality Chasm terminol-
ogy of care coordination and address the coordination of care at the level of
the patient. We do not address issues surrounding the other levels of coor-
dination or integration represented by Shortell et al.’s clinician and func-
tional integration or SAMHSA’s integrated programs and systems.

FAILED COORDINATION OF CARE FOR
CO-OCCURRING CONDITIONS

Co-Occurring Mental, Substance-Use, and
General Health Problems and Illnesses

Mental or substance-use problems and illnesses seldom occur in isola-
tion. Approximately 15–43 percent of the time they occur together (Kessler
et al., 1996; Kessler, 2004; Grant et al., 2004a,b; SAMHSA, 2004). They
also accompany a wide variety of general medical conditions (Katon, 2003;
Mertens et al., 2003), sometimes masquerade as separate somatic problems
(Katon, 2003; Kroenke, 2003), and often go undetected (Kroenke et al.,
2000; Saitz et al., 1997). As a result, individuals with M/SU problems and
illnesses have a heightened need for coordinated care.

Co-Occurring Mental and Substance-Use Problems and Illnesses

The 1990–1992 National Comorbidity Survey well documented the
high rates of co-occurring mental and substance use conditions, finding an
estimated 42.7 percent of adults aged 15–54 with an alcohol or drug “dis-
order” also having a mental disorder, and 14.7 percent of those with a
mental disorder also having an alcohol or drug disorder (Kessler et al.,
1996; Kessler 2004). These findings are reaffirmed by more recent studies.
According to the National Institute on Alcohol Abuse and Alcoholism
(NIAAA) 2001–2002 National Epidemiologic Survey on Alcohol and Re-
lated Conditions, 19.7 percent of the general adult (18 and older) U.S.
population with any substance-use disorder is estimated to have at least one
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co-occurring independent (non–substance-induced) mood disorder, and
17.7 percent to have at least one co-occurring independent anxiety disor-
der. Among respondents with a mood disorder, 20 percent had at least one
substance-use disorder, as did 15 percent of those with an anxiety disorder.
Rates of co-occurrence are higher among individuals who seek treatment
for substance-use disorders; 40.7 percent, 33.4 percent, and 33.1 percent of
those who sought treatment for an alcohol-use disorder had at least one
independent mood disorder, anxiety disorder, or other drug use disorder,
respectively. Among those seeking treatment for a drug-use disorder, 60.3
percent had at least one independent mood disorder, 42.6 percent at least
one independent anxiety disorder, and 55.2 percent a comorbid alcohol-use
disorder (Grant et al., 2004a).

Similar or higher rates of co-occurrence are found for other types of
mental problems and illnesses (Grant et al., 2004b), as well as for serious
mental illnesses generally. The 2003 National Survey on Drug Use and
Health documented that among adults aged 18 and older not living in an
institution or inpatient facility, an estimated 18 percent of those who had
used illicit drugs in the past year also had a serious mental illness.2 Over 21
percent of adults with substance “abuse” or dependence were estimated to
have a serious mental illness, and 21.3 percent of adults with such an illness
had been dependent on or “abused” alcohol or illicit drugs in the past year
(SAMHSA, 2004).

One longitudinal study of patients in both mental health and drug
treatment settings found that mental illnesses were as prevalent and serious
among individuals treated in substance-use treatment facilities as among
patients in mental health treatment facilities. Similarly, individuals served
in mental health treatment facilities had substance-use illnesses at rates and
severity comparable to those among individuals served in substance-use
treatment facilities (Havassy et al., 2004).

Co-occurrence with General Health Conditions

M/SU problems and illnesses frequently accompany a substantial num-
ber of chronic general medical illnesses, such as diabetes, heart disease, neu-
rologic illnesses, and cancers, sometimes masquerading as separate somatic
problems (Katon, 2003). Approximately one in five patients hospitalized for
a heart attack, for example, suffers from major depression, and evidence
from multiple studies is “strikingly consistent” that post–heart attack depres-

2A serious mental illness was defined for this study as a diagnosable mental, behavioral, or
emotional disorder that met criteria in the Diagnostic and Statistical Manual, fourth edition
(DSM-IV) and resulted in functional impairment that substantially interfered with or limited
one or more major life activities.
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sion significantly increases one’s risk for death: patients with depression are
about three times more likely to die from a future attack or other heart
problem (Bush et al., 2005:5). Depression and anxiety also are strongly
associated with somatic symptoms such as headache, fatigue, dizziness, and
pain, which are the leading cause of outpatient medical visits and often
medically unexplained (Kroenke, 2003). They also are more often present in
individuals with a number of medical conditions as yet not well understood,
including chronic fatigue syndrome, fibromyalgia, irritable bowel syndrome,
and nonulcer dyspepsia (Henningsen et al., 2003).

The converse also is true. Individuals with M/SU conditions often have
increased prevalence of general medical conditions such as cardiovascular
disease, high blood pressure, diabetes, arthritis, digestive disorders, and
asthma (De Alba et al., 2004; Mertens et al., 2003; Miller et al., 2003; Sokol
et al., 2004; Upshur, 2005). Persons with severe mental illnesses have much
higher rates of HIV and hepatitis C than those found in the general popula-
tion (Brunette et al., 2003; Rosenberg et al., 2001; Sullivan et al., 1999).
Moreover, specific mental or substance-use diagnoses place individuals at
higher risk for certain general medical conditions. For example, those in
treatment for schizophrenia, depression, and bipolar illness are more likely
than the general population to have asthma, chronic bronchitis, and emphy-
sema (Sokol et al., 2004). Persons with anxiety disorders have higher rates of
cardiac problems, hypertension, gastrointestinal problems, genitourinary dis-
orders, and migraine (Harter et al., 2003). Individuals with schizophrenia are
at increased risk for obesity, heart disease, diabetes, hyperlipidemia, hepatitis,
and osteoporosis (American Diabetes Association et al., 2004; Goff et al.,
2005; Green et al., 2003). And chronic heavy alcohol use is associated with
liver disease, immune system disorders, cardiovascular diseases, and diabetes
(Carlsson et al., 2000; Corrao et al., 2000; NIAAA, 2000).

Substance use, particularly injection drug use, carries a high risk of
other serious illnesses. In a large cohort study of middle-class substance-
using patients, the prevalence of hepatitis C was 27 percent in all substance
users and 76 percent in injection drug users (Abraham et al., 1999). Injec-
tion drug use accounts for about 60 percent of new cases of hepatitis C
(Alter, 1999) and remains the second most common risk behavior for ac-
quisition of HIV in the United States (CDC, 2001). Evidence of past infec-
tion with hepatitis B also is common in injection drug users (Garfein, et al.,
1996). Hepatitis C and coinfection with HIV and active hepatitis B are
associated with more-severe liver disease (Zarski et al., 1998). Alcohol use
is prevalent among HIV-infected patients (Conigliaro et al., 2003), and
accelerates cognitive impairment in HIV-associated dementia complex (Fein
et al., 1998; Tyor and Middaugh, 1999).

Given that patients with HIV infection are now living longer, the impact
of comorbid conditions in these patients, including alcohol and drug-use
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problems, has become increasingly important. Hepatitis C–related liver
injury progresses more rapidly in both HIV coinfected persons and alcohol
users. Laboratory and preliminary clinical evidence indicates that both al-
cohol use and hepatitis C can negatively affect immunologic and clinical
HIV outcomes. Furthermore, both alcohol and drug use may adversely
affect the prescription and efficacy of and adherence to HIV medications
(Moore et al., 2004; Palepu et al., 2003; Samet et al., 2004).

The co-occurrence of mental, substance-use, and general health prob-
lems and illnesses has important implications for the recovery of individu-
als with these illnesses. All of these conditions need to be to be detected
and treated; however, this often does not happen, and even when it does,
providers dealing with one condition often fail to detect and treat the co-
occurring illness and to collaborate in the coordinated care of these
patients.

Failure to Detect, Treat, and Collaborate in the
Care of Co-Occurring Illnesses

Although detection of some common mental illnesses, such as depres-
sion, has increased over the past decade, general medical providers still too
often fail to detect alcohol, drug, or mental problems and illnesses (Friedmann
et al., 2000b; Miller et al., 2003; Saitz et al., 1997, 2002). In a nationally
representative survey of general internal medicine physicians, family medi-
cine physicians, obstetrician/gynecologists, and psychiatrists, for example, 12
percent reported that they did not usually ask their new patients whether they
drank alcohol, and fewer than 20 percent used any formal screening tool to
detect problems among those who did drink (Friedmann et al., 2000b).
Moreover, evidence indicates that general medical providers often assume
that the health complaints of patients with a prior psychiatric diagnosis are
psychologically rather than medically based (Graber et al., 2000).

Similarly, mental health and substance-use treatment providers fre-
quently do not screen, assess, or address co-occurring mental or substance-
use conditions (Friedmann et al., 2000b) or co-occurring general medical
health problems. In a survey of patients of one community mental health
center, 45 percent of respondents reported that their mental health provider
did not ask about general medical issues (Miller et al., 2003).

Evidence presented in Chapter 4 documents some of the failures of
providers to treat co-occurring conditions. Other studies have added to the
evidence that even when co-occurring M/SU conditions are known, they are
not treated (Edlund et al., 2004; Friedmann et al., 2000b, 2001). The
above-cited longitudinal study of patients with comorbid conditions at four
public residential treatment facilities for seriously mentally ill patients and
three residential treatment facilities for individuals with substance-use ill-
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nesses found no listings of co-occurring problems or illnesses in patient
charts despite the existence of significant comorbidity. “Patient charts in
the public mental health system generally include a primary psychiatric
disorder; co-occurring psychiatric or substance use disorders are not sys-
tematically included. Substance abuse treatment sites only documented sub-
stance use disorders” (Havassy et al., 2004:140). In the national survey of
primary care providers and psychiatrists described above, 18 percent of
physicians reported that they typically offered no intervention (including a
referral) to their problem-drinking patients, in part because of misplaced
concern about patients’ sensitivity on these issues (Friedmann et al., 2000b).
Nearly the same proportion (15 percent) reported that they did not inter-
vene when use of illicit drugs was detected (Friedmann et al., 2001). A
1997–1998 national survey found that among persons with probable co-
occurring mental and substance-use disorders who received treatment for
either condition, fewer than a third (28.6 percent) received treatment
for the other (Watkins et al., 2001).

Additional evidence of the failure to coordinate care is found in the
complaints of consumers of M/SU services. The President’s New Freedom
Commission reported that consumers often feel overwhelmed and bewil-
dered when they must access and integrate mental health care and related
services across multiple, disconnected providers in the public and private
sectors (New Freedom Commission on Mental Health, 2003).

These failures to detect and treat co-occurring conditions take place in
a health care system that has historically and currently separates care for
mental and substance-use problems and illnesses from each other and from
general health care, to a greater extent than is the case for other specialty
health care. Absent or poor linkages characterize these separate care deliv-
ery arrangements. Numerous demonstration projects and strategies have
been developed to better link health care for general, mental, and substance-
use health conditions and related services. These include The Robert Wood
Johnson Foundation’s Depression in Primary Care: Linking Clinical and
Systems Strategies Project (Upshur, 2005) and the MacArthur Foundation’s
RESPECT—Depression Project (Dietrich et al., 2004).

NUMEROUS, DISCONNECTED CARE DELIVERY
ARRANGEMENTS

“Every system is perfectly designed to achieve exactly the results it gets.”
 (Berwick, 1998)

Organizations and providers offering treatment and services for men-
tal, substance-use, and general health care conditions typically do so through
separate care delivery arrangements:
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• Arrangements for the delivery of health care for mental and
substance-use conditions are typically separate from general health care
(financially and organizationally more so than other specialty health care
services).

• In spite of the frequent co-occurrence of M/SU problems and ill-
nesses, the delivery of health care for these conditions  also typically occurs
through separate treatment providers and organizations.

• Some health care for mental and substance-use conditions and re-
lated services are delivered through governmental programs that are sepa-
rate from private insurance—requiring coordination across public and pri-
vate sectors of care.

• Non–health care sectors—education, child welfare, and juvenile
and criminal justice systems—also separately arrange for M/SU services.

Traversing these separations is made difficult by a failure to put in place
effective strategies for linking general, mental, and substance-use health
care and the other human services systems that also deliver much-needed
services for M/SU problems and illnesses; by a lack of agreement about
which entity or entities should be held accountable for coordinating care;
and by state and federal laws (and the policies and practices of some health
care organizations) that limit information sharing across providers.3

Separation of M/SU Health Care from General Health Care

Although the proportion has been declining in recent years, two-thirds
of Americans (64 percent in 2002) under the age of 65 receive health care
through private insurance offered by their or their family member’s em-
ployer (Fronstin, 2003). Over the past two decades, employers and other
group purchasers of health care (e.g., state Medicaid agencies) have increas-
ingly provided mental and substance-use health care benefits through health
insurance plans that are separate administratively and financially from the
plans through which individuals receive their general health care. These
separate M/SU health plans are informally referred to as “carved out.” In
payer carve-outs, an employer or other payer offers prospective enrollees
one or more health plans encompassing all of their covered health care
except that for mental and substance-use conditions. Covered individuals
are then enrolled in another health plan that includes a network of M/SU

3In addition, the less-evolved infrastructure for deploying information technology among
mental health and substance-use treatment providers inhibits ease of coordination (see Chap-
ter 6). Some of the unique features of the M/SU treatment workforce (e.g., the greater number
of provider types, variation in their training and focus, and their greater location in solo or
small group practices) that also contribute to this problem are addressed in Chapter 7.
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providers chosen separately by the employer/payer. In health plan carve-
outs, employees enroll in just one comprehensive health plan, and the ad-
ministrators of that plan arrange internally to have M/SU health care pro-
vided and managed through a separate vendor. Estimates of the proportion
of employees receiving M/SU health services through carve-out arrange-
ments with managed behavioral health organizations (MBHOs) vary from
36 to 66 percent, reflecting differences in targeted survey respondents (e.g.,
employers, MBHOs, or employees) and what is being measured (e.g.,
carved-out services can include utilization review or case management only,
or the provision of a full array of M/SU services) (Barry et al., 2003).

The MBHOs that provide these carve-out M/SU services arose in part
in response to financial concerns. In the 1980s, employers’ costs for behav-
ioral health services were increasing at twice the rate of medical care overall
and four times the rate of inflation. Evidence is clear that MBHOs have
been successful in reducing these costs and also in achieving greater use of
community-based care as opposed to institutionalization. They also have
been credited with playing a role in keeping costs down in the face of
broadened benefits, which has assisted in securing support for greater par-
ity of mental health benefit coverage. Moreover, MBHOs have helped move
clinicians from solo into group practices (Feldman, 2003), which, as dis-
cussed in Chapter 7, can facilitate quality improvement. Carve-out arrange-
ments can nurture recognition and support for specialized knowledge of
M/SU problems and illnesses and treatment expertise. They also can attenu-
ate problems involving the adverse selection of individuals with M/SU ill-
nesses in insurance plans (see Chapter 8).

In contrast to the clear evidence for the benefits described above, evi-
dence for the effects of carve-out arrangements on quality of care is limited
and mixed (Donohue and Frank, 2000; Grazier and Eselius, 1999;
Hutchinson and Foster, 2003). However, models of safety and errors in
health care suggest that whenever individuals are cared for by separate
organizations, functional units, or providers, discontinuities in care can
result unless the unavoidable gaps in care are anticipated, and strategies to
bridge those gaps are implemented (Cook et al., 2000). A previous Institute
of Medicine (IOM) report found that carved-out M/SU services “do not
necessarily lead to poor coordination of care. . . . However the separation
of primary care and behavioral health care systems brings risks to coordina-
tion and integration. . .” (IOM, 1997:116). The President’s New Freedom
Commission on Mental Health care deemed the separation between systems
for mental and general health care so large as to constitute a “chasm” (New
Freedom Commission on Mental Health, 2003).

Several factors could help account for problems with coordinating care
in the presence of M/SU carve-outs. First, under carve-out arrangements,
primary care physicians generally are not expected to treat (and may not
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always be able to be reimbursed for treating) M/SU problems and illnesses
(Feldman et al., 2005; Upshur, 2005). The employer or other purchaser of
health insurance benefits for the individual has, by contract, specified that
general health care is to be provided by one network of providers though a
health plan covering that care, and M/SU care through a different health
plan’s network of specialty M/SU providers. This is different from the
situation with other medical problems and illnesses. For example, when a
patient seeks care for diabetes, asthma, allergies, heart problems, or other
general medical conditions, the patient’s primary care provider is allowed
to treat these illnesses and can be reimbursed for those services. When the
primary care provider and/or the patient decides that the problem requires
the attention of a specialist, the provider makes a referral or the patient self-
refers to a specialist. Use of a specialist comes about based generally on the
primary care provider’s and/or patient’s judgment. In contrast, under M/SU
carve-out arrangements, M/SU health care often is predetermined by the
employer or other group purchaser to require the attention of a specialist
and must therefore be provided by a second provider. As a result, one
method of care coordination—care by the same provider—is not available
to the patient. While not all primary care providers have the expertise and/
or desire to treat M/SU illnesses (see Chapters 4 and 7), some do, and
evidence indicates that many patients typically turn initially to their pri-
mary care provider for help with M/SU problems and illnesses (Mickus et
al., 2000).

A second obstacle to care coordination is that information about the
patient’s health problem or illness, medications, and other treatments must
now be shared across and meet the often differing privacy, confidentiality,
and additional administrative requirements imposed by the different health
plans. Consumers also are required to navigate the administrative require-
ments of both health plans.

Finally, as described in Chapter 4, the use of carve-outs poses difficul-
ties for quality measurement and improvement—including measurement
and improvement of coordination—in two ways. First, because primary
care providers cannot always be reimbursed for M/SU health care, they
sometimes provide the care but code the visit according to the patient’s
somatic complaint (for which the treatment they provide can be reim-
bursed) (Rost et al., 1994). This situation masks the true prevalence of
M/SU illnesses in primary care and impedes quality measurement and im-
provement efforts. Moreover, the existence of two parallel health plans
serving the patient creates some confusion about accountability for quality
and coordination. For example, the National Committee for Quality
Assurance’s mental and substance-use quality measures (i.e., those con-
tained in its Health Plan Employer Data and Information Set [HEDIS]
measurement set) are required to be reported by comprehensive managed
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care plans seeking accreditation, but not by MBHOs seeking accreditation.4

Also, as discussed later in this chapter, accreditation standards do not
always make clear the responsibilities for care coordination when an indi-
vidual is served by two health plans, such as a managed care plan providing
general health care and an MBHO.

Separation of Health Services for Mental and
Substance-Use Conditions from Each Other

The mental health and substance-use treatment systems evolved sepa-
rately in the United States as a result of the different historical understandings
of and responses to these illnesses described in Chapter 2. This separation
became increasingly institutionalized with the evolution of three separate
institutes of the National Institutes of Health (NIH) (the National Institute
of Mental Health [NIMH] in 1949 and National Institute on Alcohol Abuse
and Alcoholism [NIAAA] and the National Institute on Drug Abuse [NIDA]
in 1974) and separate programming and funding divisions within SAMHSA.
This separation at the federal policy level is frequently mirrored at the state
level, where separate state mental health and substance-use agencies exist
(although they are combined in some states).

The separation of service delivery that mirrors this separation of policy
making and funding does not optimally serve individuals with co-occurring
mental and substance-use illnesses. A congressionally mandated study of
the prevention and treatment of co-occurring substance-use and mental
conditions (SAMHSA, undated) found that the difficulties faced by indi-
viduals with these co-occurring conditions in receiving successful treatment
and achieving recovery are due in part to the existence of these two separate
service systems. The study notes: “Too often, when individuals with co-
occurring disorders do enter specialty care, they are likely to bounce back
and forth between the mental health and substance abuse services systems,
receiving treatment for the co-occurring disorder serially, at best” (SAMHSA,
undated:i). The study further states that this separation of public-sector
substance-use and mental health service systems is accompanied by marked
differences in “staffing resources, philosophy of treatment, funding sources,
community political factors, regulations, prior training of staff, credentials
of staff, treatment approaches, medical staff resources, assertive commu-
nity outreach capabilities, and routine types of evaluations and testing
procedures performed” (SAMHSA, undated:v). Of greatest concern, the
study found that individuals with these co-occurring conditions also may be

4Personal communication, Philip Renner, MBA, Assistant Vice President for Quality Mea-
surement, NCQA on March 22, 2005.



COORDINATING CARE 223

excluded from mental health programs because of their substance-use con-
dition and from substance-use treatment programs because of their mental
condition (SAMHSA, undated).

Frequent Need for Individuals with Severe Mental Illnesses to Receive
Care Through a Separate Public-Sector Delivery System

Treatment for M/SU conditions also is unique in that state and local
governments manage public-sector health care systems that are separate
from the private-sector health care system for individuals with M/SU ill-
nesses. Indeed, “behavioral disorders remain essentially the only set of
health problems for which state and local governments finance and manage
a specialty treatment system. [Although] public funds pay for a large por-
tion of the costs of care for certain other disorders (such as Medicare
financing of dialysis), and public services exist for a few rare disorders such
as leprosy, . . . the public mental health system is the only substantial
disorder-specific treatment system in existence today” (Hogan, 1999:106).

Because (as discussed in Chapter 3) individuals with M/SU illnesses face
greater limitations in their insurance coverage than is the case with cover-
age for other illnesses, some individuals with M/SU illnesses who start
receiving their care through private insurance must switch to public insur-
ance (Medicaid or the State Children’s Health Insurance Program [SCHIP])5

or other publicly funded programs at the state and local levels when their
private insurance is exhausted. Evidence indicates that these benefit limits
most often are reached by individuals with some of the most severe mental
illness diagnoses, including depression, bipolar disorder, and psychoses.
There is also evidence that other serious diagnoses appearing in childhood,
such as autism, are excluded from coverage under certain private health
benefit plans (Peele et al., 2002). The lesser availability of health insurance
for severe mental illnesses and for substance-use treatment also helps ex-
plain the involvement of other public sectors (i.e., child welfare and juvenile
justice) in the delivery of mental health care (as described below).

The federal Substance Abuse Prevention and Treatment (SAPT) and
Community Mental Health Services (CMHS) Block Grant programs pro-
vide funds to states help fill these gaps. SAPT and CMHS grants to states
support the planning, delivery, and evaluation of M/SU treatment services.
SAPT funds can be used for individuals regardless of the severity of their
substance-use problem or illness, while CMHS grant funds may be used
only for individuals with serious mental illnesses and children with “serious

5The Medicaid and SCHIP programs also deliver mental health services to individuals for
whom these programs are the primary source of health insurance as a result of low income.
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emotional disturbances” (SAMHSA, undated). Some of these funds also are
given to county and other local government units to use in the planning and
delivery of care. In a number of states, major responsibility for mental
health services rests with local government, and the extent of coordination
between state and local governments is variable.

In addition, public mental health hospitals play a key role in the care
of forensic patients—those charged with crimes and being evaluated for
competence to stand trial or assume criminal responsibility, or for other
issues; those found incompetent to stand trial and being treated to restore
competence; those found not guilty by reason of insanity and being
treated; those referred for presentencing evaluation; and those sent from
prison for hospital-based treatment. In some states, these and related
categories account for more than half of all inpatient beds in public men-
tal hospitals. A growing number of people in each of these categories are
also being treated in the public (or equivalent community mental health
clinic–based) outpatient system. To a considerable extent, this is a func-
tion that the public sector has always served. But as other functions have
shrunk or been transferred to the private sector (e.g., acute care in many
states), forensic functions have come to account for a larger percentage of
the public system.

Involvement of Non–Health Care Sectors in M/SU Health Care

M/SU problems and illnesses often are detected (sometimes for the
first time) by agencies or organizations that are not part of the traditional
health care sector, such as schools, employers, or the welfare and justice
systems. These organizations often refer, arrange for, support, monitor,
and sometimes deliver M/SU health services. School mental health ser-
vices and the child welfare and juvenile justice systems provide access to
mental health services for the majority of children (DHHS, 1999). The
criminal justice system also plays a role in securing M/SU services for
some adults. In the private sector, employee assistance programs play a
key role in the identification, referral, and provision of services to indi-
viduals with M/SU problems and illnesses. Moreover, many other publicly
funded entities, such as housing programs, programs for individuals who
are homeless, income maintenance programs, and employment programs,
provide services that are essential to the recovery of many individuals
with severe and chronic M/SU illnesses. The involvement of this array of
human service providers generally not considered to be part of the health
care sector necessitates additional levels of care coordination. This coor-
dination must be effected despite the inevitable difficulties of work-
ing with multiple bureaucracies and in systems with differing priorities,
knowledge bases, and practices.
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Schools

Most children and adolescents who receive health care for mental con-
ditions receive that care through their schools, not from primary medical or
specialty mental health care providers (Kessler et al., 2001). The approaches
used by schools to deliver M/SU health care services are highly variable,
ranging from (1) class-room based, teacher-implemented programs; to (2)
multifaceted, schoolwide programs that employ multiple strategies, such as
modification of school policies, classroom management strategies, curricu-
lum changes, and facilitation of parent–school communications; to (3)
therapy provided to an individual student, group, or family; to (4) other
strategies, such as parent training and education, case management, and
consultation. Some of these approaches are prevention-oriented, while oth-
ers are designed to treat individuals with identified psychopathology. Ser-
vice modality, intensity, and duration also vary according to individual
needs (Rones and Hoagwood, 2000). Some programs rely primarily or
exclusively on school-supported mental health professionals (e.g., school
social workers, guidance counselors, school nurses), while others have vary-
ing degrees of linkage with community mental health agencies and provid-
ers (e.g., clinical psychologists, social workers, psychiatrists) who either
provide the mental health services exclusively in the school or partner with
school staff. In some cases, mental health providers from the school and/or
community work on-site in school-based health centers in partnership with
primary care providers (Weist et al., 2005).

A review of research on such school-based mental health services pub-
lished between 1985 and 1999 found that although evidence exists for the
effectiveness of a subset of strong programs across a range of emotional and
behavioral problems, most school-based programs have no evidence to
support their impact, and no programs are targeted to specific clinical
syndromes such as anxiety, attention deficit hyperactivity disorder (ADHD),
and depression. This same study also found that precisely what is provided
by schools under the rubric of mental health services is largely unknown, as
is whether those services are effective (Rones and Hoagwood, 2000).

To learn more about school-based mental health services, SAMHSA
and Abt Associates recently conducted a national survey aimed at providing
information on mental health services delivered in U.S. public schools,
including:

• The types of mental health problems/issues encountered most fre-
quently in the school setting.

• The types of mental health services delivered, and models and ar-
rangements for their delivery in public elementary, middle, and secondary
schools.
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• Barriers to the provision and coordination of mental health services
in school settings.

• The numbers, availability, and qualifications of mental health staff
in public schools.

The final report is to be released during fall 2005.6

Experts on school-based mental health services note that (1) schools
should not be viewed as responsible for meeting all the mental health needs
of their students (in some cases they are already overburdened with de-
mands that should be addressed elsewhere); and (2) connections between
school-based mental health services and substance-use treatment services
are nonexistent or tenuous (Weist et al., 2005). These two factors, plus the
need to coordinate M/SU services with general health care, impose respon-
sibilities on school-based M/SU providers to collaborate with other spe-
cialty and general health care providers serving the student, and for the
other specialty and general health care providers to do the same.

Child Welfare Services

Almost half (47.9 percent) of a nationally representative, random sample
of children aged 2–14 who were investigated by child welfare services in
1999–2000 had a clinically significant need for mental health care (Burns et
al., 2004). Even higher rates have been observed in children placed in foster
care arrangements (Landsverk, 2005). This is not surprising given that the
circumstances of children who are the subject of reports of maltreatment and
investigated by child welfare services are characterized by the presence of
known risk factors for the development of emotional and behavioral prob-
lems, including abuse, neglect, poverty, domestic violence, and parental sub-
stance abuse (Burns et al., 2004). Moreover, substantial rates of substance use
among adolescents in child welfare have been detected (Aarons et al., 2001).

Ensuring the well-being of children is typically considered part of the
mandate of child welfare services, and the children served by these agencies
also have very high rates of use of mental health services. However, the first
nationally representative study examining the well-being of children and
families that came to the attention of child welfare services (the National
Survey of Child and Adolescent Well-Being [NSCAW]) found that three of
four youths in child welfare who met a stringent criterion of need did not
receive mental health care within 12 months of a child abuse and neglect
investigation (Landsverk, 2005). States have traditionally used Medicaid to
provide medical, developmental, and mental health services to children in

6Personal communication, Judith L. Teich, ACSW, Health Policy Analyst. Center for Mental
Health Services/SAMHSA on July 15 and October 10, 2005.
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foster care;7 however, use of this resource requires that child welfare ser-
vices first identify children in need of such services. Analysis of the NSCAW
data found that although 94 percent of counties participating in the survey
assessed all children entering foster care for physical health problems, only
47.8 percent had policies for assessing mental health problems (Leslie et al.,
2003). Data from the NSCAW also indicate that underutilization of needed
services can be alleviated when there is strong coordination between local
child welfare and public mental health agencies (Hurlburt et al., 2004).

Justice Systems

Criminal justice system The proportion of U.S. citizens incarcerated has
been increasing annually—from a rate of 601 persons in custody per
100,000 U.S. residents in 1995 to 715 persons in custody per 100,000
residents in 2003. As of mid-2003, the nation’s prisons and jails8 held
2,078,570 persons—one in every 140 U.S. residents (Harrison and Karberg,
2004). Corrections facilities increasingly must attend to M/SU treatment
because of this growth in the proportion of the U.S. population that is
incarcerated and the requirement that prisons and jails provide treatment
to inmates with medical needs (Haney and Specter, 2003).

A rigorous epidemiologic study of the prevalence of mental and
substance-use illnesses in correctional settings has not been undertaken.9

According to the U.S. Bureau of Justice, however, approximately 16 per-
cent of all persons in jails and state prisons reported having either a mental
“condition” or an overnight stay in a psychiatric facility, as did 7 percent of
those in federal prisons (Ditton, 1999). Consistent with the evidence in
Chapter 3 indicating that those with mental illnesses are responsible for a
small share of violence in society, this rate is not much higher than that
among the U.S. population overall (13 percent of those over age 18 re-
ported receiving mental health treatment in an inpatient or outpatient set-
ting in 200310) (SAMHSA, 2004). Also consistent with the evidence in

7Little information is available about the need for and use of mental health services for
children whose families receive in-home services from the child welfare system (Landsverk,
2005).

8In general, prisons and jails differ by the inmates’ length of sentence. Prisons hold those
convicted of felonies and serving sentences longer than a year, while jails hold those awaiting
adjudication, convicted of misdemeanors, and serving sentences of a year or less. Prisons are
operated by the state; jails by counties and other localities (Wolff, 2004).

9A more rigorous epidemiologic study of the prevalence of mental and substance use ill-
nesses in correctional settings, modeled on the prevalence studies of the general population in
the United States (Kessler et al., 2001) and the correctional and general populations in the
United Kingdom, has been called for (Wolff, 2004).

10This figure does not include treatment solely for substance use.
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Chapter 3, substance use plays a larger role in incarceration. Over half of
inmates in state prisons and local jails were under the influence of alcohol
or other drugs at the time of their offense, as were 33 to 46 percent of
federal prison inmates (Ditton, 1999). In an average year, moreover, ap-
proximately one-third of new admissions to prisons result from a violation
of parole conditions, nearly 16 percent of which are for some type of drug-
related violation, such as a positive test for drug use or possession of drugs
(Hughes et al., 2001). Although the majority of prisons and jails screen,
assess, and provide treatment for mental illnesses, far fewer prisoners re-
ceive treatment for their substance-use problems and illnesses. When they
do, detoxification and self-help group/peer support counseling are most
commonly provided (Wolff, 2004).

The police and courts also interact with systems providing treatment
for M/SU illnesses as they exercise their judgment and license to divert
individuals with such illnesses from criminal processing (Metzner, 2002).
As discussed in Chapter 3, courts increasingly influence the receipt of treat-
ment for M/SU illnesses through the use of specialty drug and mental health
courts. Defendants in these courts have the option of treatment or incar-
ceration. If they choose treatment, they may forgo criminal processing
altogether, or undergo criminal processing but forgo sentencing. The court
supervises compliance with treatment. Police also influence treatment; as
the gatekeepers for the criminal justice process, they are charged with deter-
mining whether to “socialize, medicalize, or criminalize” the event. And
probation and parole officers influence treatment in exercising their over-
sight over compliance with terms of probation and parole. All of these
actors’ decisions are influenced by their personal understanding of these
issues, the culture of their agency, and their localities’ enforcement policies
and social norms (Wolff, 2004).

Appropriate decision making about diverting or prosecuting, exercising
coercion into treatment in a way that preserves patient-centered care (see
Chapter 3), and fulfilling the right of incarcerated persons to medical treat-
ment requires policies and practices that reflect an understanding of M/SU
problems and illnesses and their effective treatment, as well as knowledge
of the availability of treatment in the local community. However, indi-
vidual agents of the judicial system vary in their training on these issues,
and the policies and practices of each locality vary according to local norms
and the public’s beliefs about M/SU illnesses11 (Wolff, 2004). As a result,
coordination with specialty M/SU providers, organizations, and systems is
essential to the development of evidence-based criminal justice policies and

11Since the chief prosecutor in each jurisdiction is typically elected, the public’s perception
of M/SU illnesses and dangerousness, for example (see Chapter 3), even if erroneous, may
shape policies and practices (Wolff, 2004).
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practices and to the delivery of effective care to individuals in the criminal
justice system.

However, numerous and sizable obstacles to coordination between
M/SU health care and criminal justice systems have been documented. Several
actions that are consistent with the Quality Chasm framework for redesign-
ing health care have been recommended to overcome these obstacles. These
include using performance measures of the coordination between M/SU
health care and criminal justice systems at the system, agency, program,
and individual levels; providing combined, interdisciplinary training in
collaboration and coordination for personnel from both types of agencies
and programs; incentivizing coordination through promotion, salary, and
budget decisions; providing education and decision support to prosecutors
and judges; and using information systems to facilitate the communication
of information essential to responding appropriately to each individual
(Wolff, 2004).

Juvenile justice system Primary components of the juvenile justice system
include intake, detention centers, probation services, secure residential fa-
cilities, and aftercare programs (Cocozza, 2004). Although research on the
prevalence and nature of M/SU illnesses in juvenile justice systems is lim-
ited (Cocozza, 2004), between 60 and 75 percent of youths in these systems
are estimated to have a diagnosable mental health “disorder” (Cocozza
2004; Teplin et al., 2002; Wierson et al., 1992), and 20 percent are conser-
vatively estimated to have a severe mental illness (Cocozza and Skowyra,
2000). Rates of co-occurring substance-use illnesses also are high (Cocozza,
2004; Grisso, 2004).

Moreover, in a 2003 survey of all (698) secure juvenile detention facili-
ties in the United States,12 two-thirds of the facilities reported holding
youths (prior to, after, or absent any pending adjudication) because they
were awaiting community mental health services. Further, like youths who
are not abused or neglected but are placed in child welfare solely to obtain
mental health services (discussed in Chapter 1), children who are not guilty
of any offence are similarly placed in local juvenile justice systems and
incarcerated solely to obtain mental health services not otherwise available.
Although no formal counting and tracking of such children takes place,
juvenile justice officials in 33 counties in the 17 states with the largest
populations of children under age 18 estimated that approximately 9,000
such children entered their juvenile justice systems under these circum-
stances in 2001. County juvenile justice officials’ estimates ranged from
zero to 1,750, with a median of 140. Nationwide the number of children

12Response rate of 75 percent.
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placed in juvenile justice systems is likely to be higher; 11 states reported to
the Government Accountability Office (GAO) that they could not provide
estimates even though they were aware that such placements occur (GAO,
2003).

Although the vast majority of juvenile justice facilities report providing
some type of mental health service (Goldstrom et al., 2001), “numerous
investigations suggest that many youth in the juvenile justice system do not
receive needed mental health services and that available services are insuffi-
cient and inadequate.” Most existing programs have not been evaluated,
and some of the most popular and widely implemented programs have no
evidence to support them and may actually be harmful. Juvenile justice
systems, however, lack the training, service, and expertise to respond more
effectively (Cocozza, 2004). Because many youths are in juvenile justice
systems for relatively minor, nonviolent offenses, there also is a growing
sentiment that whenever possible, youths with serious mental illnesses
should be diverted from those systems. However, the limited amount of
research on the efficacy of juvenile diversion programs has yielded mixed
results. To achieve appropriate diversion and the provision of evidence-
based care to children and youths in juvenile justice, coordination is crucial:
“Almost every study and report that has focused on youth with mental
health disorders who come in contact with the juvenile justice system has
arrived at the same conclusion—that collaboration between mental health
and juvenile justice (and other systems such as child welfare and education
as well) at every level and at every stage is critical to any progress. The
problem cannot be solved by any single agency” (Cocozza, 2004:35).

Employee Assistance Programs

An increasing number of individuals are covered by employee assis-
tance programs (EAPs). An estimated 66.5 million employees were enrolled
in such programs in 2000—a 245 percent increase since 1994 and a 13
percent increase over the year before (Fox et al., 2000). EAPs offered by
employers13 to their employees (and frequently employees’ family mem-
bers) vary in structure, types and qualifications of personnel, scope and
length of services provided, location, and relationship to health plans pro-
viding M/SU and general health care services to the same employees. Al-
though EAPs began as occupational programs to address alcohol-related
problems in the workplace, they now typically offer consultation with per-
sonnel in identifying and resolving other job performance issues, and pro-

13Other organizations, such as labor organizations, unions, and professional associations,
also sponsor EAPs.
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vide further assessment, referral, and follow-up services. Additional ser-
vices offered include assistance to employees experiencing stressful events,
wellness training, assistance with work/life issues, legal assistance, and fi-
nancial services. EAPs sometimes have a formal relationship with the M/SU
services offered by a health plan and/or serve as a required gateway to
M/SU services (Masi et al., 2004). Thus, an EAP’s caseload can include
individuals with severe M/SU problems and illnesses (Masi, 2004). EAPs
are distinct in that their services are typically brief (an average of six coun-
seling sessions) and often are provided via telephone or the Internet by a
provider in a different location—perhaps several states away—and with
round-the-clock access (Masi, 2004).

Linkages with Community and Other Human Services Resources

Individuals with M/SU problems and illnesses sometimes require addi-
tional services from a variety of community resources, such as self-help and
support programs for individuals with specific diseases, housing services,
income maintenance programs, and employment services, that are essential
to the recovery of many individuals with severe and chronic M/SU illnesses.
Appendix C contains a description of an array of such support services
provided by the Veterans Health Administration to veterans with severe
M/SU illnesses.

Discharge planning units or similar staff within inpatient facilities, as
well as case management staff within outpatient treatment settings or pro-
grams, must assess patients for the need for these services, establish referral
arrangements, and coordinate the services with the human service agencies
providing them. Such coordination of care across inpatient and outpatient
providers is essential to ensure timely access to these services. When dis-
charge planning or outpatient care fails to ensure speedy access to these
services and continuity of care within the community, patients are at risk
for failure to implement their treatment plans, homelessness, incarceration,
or other adverse outcomes.

Unclear Accountability for Coordination

Because patients receive care from multiple providers and delivery sys-
tems, there often is an unclear point (or points) of accountability for pa-
tients’ treatment outcomes. When organizations or providers are reimbursed
separately for the services they provide, each may perceive no responsibility
for the services delivered by others and, as a result, for any patient out-
comes likely to be affected by those services. Unless providers’ accountabil-
ity for sharing information or collaborating with other providers is explic-
itly identified in their agreements with purchasers, they may reasonably
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believe that those other providers have primary responsibility for initiating
and maintaining ongoing communication and collaboration.

Moreover, the concept of collaboration has not been clearly defined
(Schmitt, 2001). Thus, when providers do accept responsibility for collabo-
rating with other providers, what constitutes “collaboration” is left to their
own interpretation based on historical local practice patterns and limita-
tions imposed by their current workload. This unclear accountability has
been acknowledged and addressed in a conceptual model for coordinated
care delivery developed by the National Association of State Mental Health
Program Directors and the National Association of State Alcohol and Drug
Abuse Directors. This model articulates a vision of coordinated care involv-
ing primary, mental health, substance-use, and other health and human
service providers who share responsibility for delivering care to the full
population in need of M/SU health care depending upon the predominance
of medical, mental, or substance-use symptoms (SAMHSA, undated).

DIFFICULTIES IN INFORMATION SHARING

The sharing of patient information across providers treating the same
patient so that care can be coordinated is widely acknowledged as necessary
to effective and appropriate care. This need was acknowledged most re-
cently in regulations governing the privacy of individually identifiable health
information under the authority of the Health Insurance Portability and
Accountability Act (HIPAA) of 1996. HIPAA’s implementing regulations
generally permit health care organizations to release—without requiring
patient consent—individually identifiable information (except psycho-
therapy notes) about the patient to another provider or organization for
treatment purposes.14

However, the HIPAA regulations are superseded by other federal and
state statutory and regulatory provisions that may make it difficult for
different providers or treatment organizations to share information. First,
HIPAA itself (Section 264 (c)(2)) requires that regulations promulgated to
implement its privacy provisions not supersede any contrary provisions of
state law that impose more stringent requirements, standards, or implemen-
tation specifications pertaining to patient privacy. Each of the 50 states
(and the District of Columbia) has a number of statutes governing the
confidentiality of medical records, and specifically governing aspects of
mental health records. Many of these statutes are more stringent than the
HIPAA requirements, and the variation among them is great (see Appendix
B for a detailed discussion of federal and state laws regarding confidential-

1445 CFR Part 164, Subpart E, § 164.502.
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ity and the release of health care information pertaining to mental and
substance-use conditions).

Second, regulations implementing HIPAA also permit health care organi-
zations to implement their own patient consent policies for the release of
patient information to other treating providers.15 As a result, health care
organizations may adopt even more stringent privacy protections that require
participating providers to adhere to additional procedures before sharing
patient information with other treatment providers or organizations.

Moreover, separate federal laws govern the release of information per-
taining to an individual’s treatment for drug or alcohol use. These laws do
not permit sharing of records related to substance-use treatment or rehabili-
tation by organizations operated, regulated, or funded by the federal gov-
ernment without the patient’s consent, except within a program or with an
entity with administrative control over the program, between a program
and organizations that provide support services such as billing and data
processing, or in case of a “bona fide medical emergency.” These federal
laws are also superseded by any state laws that are more stringent (see
Appendix B). The preamble to the HIPAA privacy regulations also recog-
nizes the constraints of the substance-use confidentiality law and states that
wherever one is more protective of privacy than the other, the more restric-
tive should govern (65 Fed. Reg. 82462, 82482–82483).

The bottom line is that clinicians providing treatment to individuals
with M/SU illnesses must comply with multiple sets of rules governing the
release of information: one prescribed federally and pertaining to informa-
tion on treatment for alcohol or drug problems, state laws that pertain to
information on health care for mental and substance-use conditions (de-
pending upon whether they are more stringent than the federal rules), and
other policies prescribed by the organization or multiple organizations un-
der whose auspices patient care is provided.

STRUCTURES AND PROCESSES FOR COLLABORATION THAT
CAN PROMOTE COORDINATED CARE

Because of the complexities described above, strategies to improve co-
ordination of care need to be multidimensional (Gilbody et al., 2003; Pincus
et al., 2003). A systematic review of studies of organizational and educa-
tional interventions to improve the management of depression in primary
care settings found that initiatives with the most multidimensional ap-
proaches generally achieved positive results in their primary outcomes
(Gilbody et al., 2003). Components of multidimensional strategies to im-

1545 CFR Part 164 Subpart E § 164.506(b).



234 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

prove care coordination that can be used by providers and health care
organizations at the locus of care include (1) screening for co-occurring
conditions; (2) making a formal determination to either treat, or refer for
treatment of, co-occurring conditions; (3) implementing more effective
mechanisms for linking providers of different services to enable joint plan-
ning and coordinated treatment; and (4) providing organizational supports
for collaboration between clinicians on- and off-site. Purchasers and quality
oversight organizations can create incentives for providers to employ these
strategies through their funding and accountability mechanisms and by
exercising leadership within their spheres of influence.

Health Care Provider and Organization Strategies

Screening

Because of the high rates of comorbidity described above—especially
among those seeking treatment—screening to detect the presence of co-
morbid conditions is a necessary first step in care coordination. Screening
enables a service provider to determine whether an individual with a
substance-use problem or illness shows signs of a mental health problem or
illness, and vice versa. If a potential problem is identified, a more detailed
assessment is undertaken. Routine screening has been shown to improve
rates of accurate mental health and substance-use diagnosis (Pignone et al.,
2002; Williams et al., 2002).

The above-mentioned congressionally mandated study of the preven-
tion and treatment of co-occurring substance-use and mental conditions
(SAMHSA, undated) identified screening as critical to the successful treat-
ment of comorbid conditions. Similarly, because of the high prevalence of
emotional and behavioral problems among children served by child welfare
services, screening has been recommended for children in the child welfare
system overall (Burns et al., 2004) and especially for those placed in foster
care (American Academy of Child & Adolescent Psychiatry and Child Wel-
fare League of America, 2003). The U.S. Preventive Services Task Force
also has recommended two types of screening in primary care settings:

• Screening for alcohol misuse by adults, including pregnant women,
along with behavioral counseling interventions.

• Screening for depression in adults in clinical practices that have
systems in place to ensure accurate diagnosis, effective treatment, and
follow-up (AHRQ, 2002–2003).

The U.S. Preventive Services Task Force has not addressed the issue of
screening for comorbid mental or substance-use conditions among indi-
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viduals presenting with either condition. To facilitate the adoption of screen-
ing and treatment for comorbid mental and substance-use illnesses, the task
force could include among its recommended guidelines screening for a co-
occurring mental or substance-use problem at the time of an individual’s
initial presentation with either condition.

As discussed earlier, however, when screening is done, it often is not
performed effectively (Friedmann et al., 2000b; Saitz et al., 2002). Effec-
tiveness can be increased by use of any of a broad range of available and
reliable instruments for screening for mental illnesses and co-occurring
substance-use problems and illnesses (NIAAA, 2002; Pignone et al., 2002;
Williams et al., 2002). An example is the Patient Health Questionnaire, a
self-administered instrument designed to screen for depression, anxiety dis-
orders, alcohol abuse, and somatiform and eating disorders in primary care
(Spitzer et al., 1999). Other very brief, single-question screens have been
evaluated for use in screening for alcohol-use problems (Canagasaby and
Vinson, 2005). NIAAA has developed a single question (one for men
and one for women) for screening for alcohol-use problems in primary care
and other settings (NIAAA, 2005).

Anticipation of Comorbidity and Formal Determination to Treat or Refer

Again because of the high prevalence of co-occurring conditions, espe-
cially among individuals seeking treatment, the congressionally mandated
study of the prevention and treatment of co-occurring substance-use and
mental conditions (SAMHSA, undated) stated that individuals with co-
occurring disorders should be the expectation, not the exception, in the
substance-use and mental health treatment systems. SAMHSA and others
have concluded that substance-use treatment providers should expect and
be prepared to treat patients with mental illnesses, and similarly that mental
health care providers should be prepared to treat patients with substantial
past and current drug problems (Havassy et al., 2004; SAMHSA, undated).
In its report to Congress, SAMHSA stated that one of the principles for
effective treatment of co-occurring disorders is that “any door is the right
door”; that is, people with co-occurring disorders should be able to receive
or be referred to appropriate services whenever they enter any agency for
mental health or substance-use treatment.

This same principle is applicable to general health problems and ill-
nesses as well. A review of innovative state practices for treating comorbid
M/SU conditions found that agency staff expected their clients to present
with co-occurring general health problems. They screened and assessed for
related conditions, including HIV/AIDS, physical and sexual abuse, brain
disorders, and physical disabilities. Staff were cross-trained in both mental
health and substance-use disciplines (although they did not work outside of
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their primary discipline) (NASMHPD and NASADAD, 2002). The congres-
sionally mandated study also stated that with training and other supports,
primary care settings can undertake diagnosis and treatment of these inter-
related disorders (SAMHSA, undated). Alternatively, use of a systematic
approach to referral to and consultation with a mental health specialist is
often used in model programs for better care (Pincus et al., 2003).

Linking Mechanisms to Foster Collaborative Planning and Treatment

As discussed at the beginning of this chapter, the simple sharing of
information, by itself, is insufficient to achieve care coordination. Care
coordination is the result of collaboration, which exists when the sharing of
information is accompanied by joint determination of treatment plans and
goals for recovery, as well as the ongoing communication of changes in
patient status and modification of treatment plans. Such collaboration re-
quires structures and processes that enable, support, and promote it (IOM,
2004a).

Not surprisingly, available evidence indicates that referrals alone do
not lead to collaboration or coordinated care (Friedmann et al., 2000a).
Stronger approaches are needed to establish effective linkages among pri-
mary care, specialty mental health and substance-use treatment services,
and other care systems that are involved in the delivery of M/SU treatment.
These stronger linkage mechanisms vary in form and are theorized to exist
along a continuum of efficacy. The extremes range from the ad hoc pur-
chase of services from separate providers to on-site programs (see Figure 5-1)
(D’Aunno, 1997; Friedmann et al., 2000a). Linkage mechanisms toward
the right of the continuum are theorized to be stronger because they lower
barriers or causes of “friction” (e.g., problems in identifying willing provid-
ers, clients’ personal disorganization, and lack of transportation16) that
prevent patients from receiving services.

16These are in addition to the problems in insurance coverage discussed in Chapter 3.

FIGURE 5-1 The continuum of linkage mechanisms.
SOURCE: Friedmann et al., 2000a. Reprinted, with permission, from Health Services
Research, June 2000. Copyright 2000 by the Health Research and Educational Trust.
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Approaches whose effectiveness in securing collaboration has some
conceptual and/or empirical support include collocation and clinical inte-
gration of services, use of a shared patient record, case (or care) manage-
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ment, and formal agreements with external providers. Evidence to date also
indicates that some of these approaches are more effective than others.
Moreover, their successful implementation requires leadership within an
organization, facilitating structures and processes within treatment settings,
and often redesigned professional roles and training in these new roles.

Collocation and clinical integration of services Physical proximity of
would-be collaborators facilitates collaboration (IOM, 2004a). This point
is exemplified by the multiple studies of mental or substance-use health
care showing that same-site delivery of both types of care or primary care
is more effective in identifying comorbid conditions (Weisner et al., 2001),
effectively links clients to the collocated services (Druss et al., 2001; Samet
et al., 2001), and can improve treatment outcomes (Unutzer et al., 2001;
Weisner et al., 2001). In a 1995 study of a nationally representative sample
of all outpatient drug-use treatment units, same-site delivery of services
was more effective than formal arrangements with external providers, re-
ferral agreements, or case management in ensuring that patients would
utilize necessary services (a first step in collaborative care) (Friedmann et
al., 2000a). For these reasons, the collocation of multiple services (mental,
substance-use, and/or general health) at the same site is a frequently cited
feature of many care collaboration programs. The congressionally man-
dated study of prevention and treatment of co-occurring substance-use and
mental conditions (SAMHSA, undated) highlighted “integrated treatment”
as an evidence-based approach for co-occurring disorders, defined, in part,
as services delivered “in one setting.” The report noted that such integrated
treatment programs can take place in either the mental or substance-use
treatment setting, but require that treatment and service for both condi-
tions be delivered by appropriately trained staff “within the same setting.”

Others have noted the benefits of integrating behavioral health special-
ists into primary settings, as well as the reciprocal strategy of including
primary care providers at locations that deliver care to individuals with
severe mental and substance-use illnesses. This type of collocation facili-
tates patient follow-through on a referrals, allows for face-to-face verbal
communication in addition to or as an alternative to communicating in
writing, and allows for informal sharing of the views of different disciplines
and easy exchange of expertise (Pincus, 2003).

Such opportunities for face-to-face communication are important be-
cause multiple studies identify effective communication as a key feature of
collaboration (Baggs and Schmitt, 1988; Knaus et al., 1986; Schmitt, 2001;
Shortell et al., 1994). “Effective” communication is described as frequent
and timely (Gittell et al., 2000; Shortell et al., 1994),17 and is characterized

17As well as accurate, understandable, and satisfying.
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by discussion with contributions by all parties, active listening, openness, a
willingness to consider other ideas and ask for opinions, questioning (Baggs
and Schmitt, 1997; Shortell et al., 1994), and the free flow of information
among participants. This type of communication is less easily achieved
through electronic, mail, and telephone communications. Nonetheless, when
physical integration of services is not feasible, other efforts to promote effec-
tive collaboration (i.e., communication between providers by indirect means
such as shared patient records or use of a case manager) may yield benefits.

Shared patient records Coordination of care provided by different pro-
viders can also be facilitated by shared patient records and documentation
practices that promote interdisciplinary information exchange. Electronic
health records (EHRs) are supported as an important mechanism for shar-
ing such information and have been highlighted as one of the essential
components of the developing National Health Information Infrastructure
(NHII). EHRs allow (1) the longitudinal collection of electronic informa-
tion pertaining to an individual’s health and health care; (2) immediate
electronic access—by authorized users only—to person- and population-
level information; (3) provision of knowledge and decision support to en-
hance the quality, safety, and efficiency of patient care; and (4) support for
efficient processes of health care delivery (IOM, 2003b). Although still in a
minority, hospitals and ambulatory practices are increasingly investing in
EHRs; these investments typically are being made by larger facilities, creat-
ing what is referred to as the “adoption gap” between large and small
organizations (Brailer and Terasawa, 2003). Although sharing of patient
information maintained in paper-based records can still take place, the
capture and storage of patient information electronically is endorsed as a
more thorough and efficient mechanism for timely access to needed infor-
mation by the many providers serving a patient.

Case (care) management Case (or care) management refers to varying com-
binations of actions performed by a designated individual18 (i.e., case man-
ager) to arrange for, coordinate, and monitor health, psychological, and
social services important to an individual’s recovery from illness and the
effects of these services on the patient’s health. Although the services en-
compassed by case management often vary by the severity of the illness,
the needs of the individual, and the specific model of case management

18We distinguish in this section between case management, provided by an additional
resource person working with both the patient and the involved clinicians, and disease man-
agement programs. The latter often involve transfer of the overall medical and related health
care management of a patient’s specific disease to a separate organization or program, fre-
quently through a contract. Disease management programs can also offer case management
services by an individual as a part of their approach to disease management.
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employed (Gilbody et al., 2003; Marshall et al., 2004), typical activities
include assessment of the patient’s need for supportive services; individual
care planning, referral, and connection of the patient with other necessary
services and supports; ongoing monitoring of the patients’ care plan; advo-
cacy; and monitoring of the patient’s symptoms.

Although systematic reviews of the effectiveness of case management
for individuals with serious mental illnesses have been conducted with
different review strategies and produced conflicting findings (Marshall et
al., 2004; Ziguras and Stuart, 2000) (perhaps in part because of the large
number of different models of case management [Zwarenstein et al., 2000]),
the approach continues to be a common component of many mental health
treatment services for individuals with other than mild mental illnesses. A
systematic review of studies of organizational and educational interven-
tions to improve the management of depression in primary care settings
found that although most initiatives used multiples strategies, case manage-
ment was one of two approaches used most often in projects achieving
positive outcomes and health-related quality of life19 (Gilbody et al., 2003).
More recently, within The Robert Wood Johnson Foundation’s national
program for depression treatment in primary care, all eight demonstration
sites independently designed their interventions to incorporate case man-
agement, often with expanded roles for case managers that include ensuring
that treatment guidelines and protocols are followed and that a depression
registry is used by clinicians. Case managers also serve as intermediaries
between patients’ primary care providers and mental health specialists
(Anonymous, 2004; Rollman et al., 2003). Case management is an essential
element as well of the MacArthur Foundation’s RESPECT—Depression
Project for improving the treatment of depression in primary care, and of
disease management programs such The John A. Hartford Foundation and
California Health Care Foundation’s Project IMPACT program for treating
late-life depression (Unutzer et al., 2001).

Formal agreements with external providers Formal agreements with exter-
nal providers also can influence patients’ appropriate utilization of needed
services (Friedmann et al., 2000a). Such agreements can include, for ex-
ample, a substance-use treatment or mental health organization that con-
tracts with a medical group practice to provide physical examinations and
routine medical care for its patients. The advantages of this approach are

19In some studies, the case manger role was of low intensity and included follow-up phone
calls to monitor medication adherence, providing brief patient education and medication
counseling, or giving support over the phone. In other programs, nurse case managers took
on additional roles that included, for example, ongoing support and monitoring of patient
therapy and treatment response according to algorithms.



240 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

that it requires fewer organizational and physical plant resources than do
collocated services, and it makes use of existing community resources
(Samet et al., 2001). Specialty consultation with primary care providers is
another frequently identified service that can be secured through a formal
agreement with an external provider (Pincus et al., 2003). At a minimum,
formal agreements with external providers should include not just the
agreement to provide the referred service, but also provisions addressing
information sharing, joint treatment planning, and monitoring of patient
outcomes.

Organizational Support for Collaboration

Successfully implementing the above strategies for care coordination
requires facilitating structures and processes within treatment settings. Col-
laboration also often requires changes in the design of work processes at
treatment sites, in particular, flexibility in professional roles. Effective lead-
ership is an overarching need to help health care providers successfully
adopt, adapt to, and sustain these changes.

Facilitating structures and processes at treatment sites Structures and pro-
cesses that encourage multidisciplinary providers to come together for joint
treatment planning foster collaboration. For example, in acute, general
inpatient care, there is evidence that using interdisciplinary rounds can be
effective in improving patient care (Curley et al., 1998). Improvement in
care can also be achieved by involving primary and mental health care
providers in interdisciplinary team meetings (Druss et al., 2001; Unutzer et
al., 2001) at which joint care planning takes place, or by providing case
managers (see above) to facilitate patient education, monitoring, and com-
munication between primary care providers and M/SU specialists (Feldman
et al., 2005). In addition, a number of more general quality improvement
strategies, such as medication algorithms, hold the potential to improve
coordination of care by standardizing care processes and creating channels
of communication. For instance, the Texas Medication Algorithm Project
includes a clinical coordinator to help ensure appropriate coordination
among clinicians, patients, and family members in promoting adherence to
medication guidelines (Miller et al., 2004; Rush et al., 2003).

In a randomized controlled trial of the integration of medical care with
mental health services, it was found that same-site location, common chart-
ing, enhanced channels of communication (including joint meetings and
e-mail), and in-person contact facilitated the development of common goals
and sharing of information between medical and mental health providers.
Interdisciplinary team meetings involving primary and behavioral health
care providers can do the same (Druss et al., 2001).
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Heavy workloads can interfere with the formation of collaborative
relationships. Collaboration requires that staff have the time to participate
in such activities as interdisciplinary team meetings (Baggs and Schmitt,
1997). Illustrating this point, additional staff resources and reduced caseload
were identified as two of several components of success in a randomized
controlled trial of collocating and integrating medical care with mental
health care (Druss et al., 2001). When staff are overwhelmed with caregiving
responsibilities, they may not take the time to collaborate. Yet while unilat-
eral decision making is easier in the short run, collaborative relationships
are viewed as saving time in the long run (Baggs and Schmitt, 1997).

The committee also calls attention to the Chronic Care Model, used to
improve the health care of individuals with chronic illnesses in primary care
settings. This model has six components: (1) providing chronic illness self-
management support to patients and their families (see Chapter 3); (2)
redesigning care delivery structures and operations; (3) linking patients and
their care with community resources to support their management of their
illness (described above); (4) providing decision support to clinicians (see
Chapter 4); (5) using computerized clinical information systems to support
compliance with treatment protocols and monitor patient health indica-
tors (see Chapter 6); and (6) aligning the health care organization’s (or
provider’s) structures, goals, and values to support chronic care (discussed
below) (Bodenheimer et al., 2002). The Chronic Care Model has been
applied successfully to the treatment of a wide variety of general chronic
illnesses, such as diabetes, asthma, and heart failure (The National Coali-
tion on Health Care and The Institute for Healthcare Improvement, 2002),
as well as to common mental illnesses such as depression (Badamgarev et
al., 2003), and has been theorized to have the potential for improving the
quality of care for persons with other M/SU illnesses (Watkins et al., 2003).

The Chronic Care Model also emphasizes the use of certain organiza-
tional structures and processes, including interdisciplinary practices in which
a clear division of the roles and responsibilities of the various team mem-
bers fosters their collaboration. Instituting such arrangements may necessi-
tate new roles and divisions of labor among clinicians with differing train-
ing and expertise. In the Chronic Care Model, for example, physician team
members are often responsible for the treatment of patients with acute
conditions, intervene in stubbornly difficult chronic care problems, and
train other team members. Nonphysician personnel support patients in the
self-management of their illnesses and arrange for routine periodic health
monitoring and follow-up. Providing chronic care consistent with this model
requires support from health care organizations, health plans, purchasers,
insurers, and other providers. Elements of the Chronic Care Model have
been implemented in a variety of care settings, including private general
medical practices, integrated delivery systems, and a community health
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center for general health care (Bodenheimer et al., 2002). The committee
believes this model should be developed for use in the care of individuals
with chronic M/SU illnesses as a mechanism for improving coordination of
care, as well as other dimensions of quality.

Flexibility in professional roles As seen in the Chronic Care Model, col-
laboration sometimes requires revision in professional roles, including the
shifting of roles among health care professionals and the expansion of roles
to include new tasks (Gilbody et al., 2003; Katon et al., 2001). It also often
requires participating as part of an interdisciplinary team with certain pre-
scribed roles (Unutzer et al., 2001). Research findings and other empirical
evidence show that health care workers of all types are capable of perform-
ing new tasks necessitated by advances in therapeutics, shortages in the
health care workforce, and the pressures of cost containment. For example,
the development of safer and more effective medications for mental and
substance-use illnesses (e.g., selective serotonin reuptake inhibitors) has
enabled the treatment of depression by primary care clinicians. Other medi-
cations, such as buprenorphine, may do the same. Other developments
that are likely to require redefinition of professional roles include the use
of peer support personnel (described in Chapter 3) and the delivery of
more M/SU health care in primary care settings and by primary care pro-
viders (Strosahl, 2005).

However, new communication patterns and changes in roles, especially
functioning as part of an interdisciplinary team, can at times be uncomfort-
able for health professionals. Role confusion and conflict are a frequent
barrier to interdisciplinary collaboration (Rice, 2000). As a result, it may be
necessary to provide training and development in collaborative practice
behaviors, such as effective communication and conflict resolution (Disch
et al., 2001; Strosahl, 2005). Collaboration is enhanced by a shared under-
standing of agreed-upon collective goals and new individual roles (Gittell et
al., 2000).

Leadership Leadership is well known to be a critical factor in the success
of any major change initiative or quality improvement effort (Baldridge
National Quality Program, 2003; Davenport et al., 1998) and an essential
feature of successful programs in care coordination (NASMHPD, NASADAD,
2002). Effective leadership in part models the behaviors that are expected
at the clinical care level. For example, in The Robert Wood Johnson
Foundation’s Initiative on Depression in Primary Care, leadership was one
of six component interventions to overcome barriers to the delivery of
effective care for depression in primary care settings. Teams of primary
care, mental health, and senior administrative personnel were responsible
for securing needed resources, representing stakeholder interests, promot-
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ing adherence to practice standards, setting goals for key process measures
and outcomes, and encouraging sustained efforts at continuous quality
improvement (Pincus et al., 2003). Such activities ensure that the structures
and processes that enable and nurture collaboration are in place at the
locus of care.

Practices of Purchasers, Quality Oversight Organizations,
and Public Policy Leaders

Clinicians and health care organizations will not be able to achieve full
coordination of patient care without complementary and supporting activi-
ties on the part of federal and state governments, health care purchasers,
quality oversight organizations, and other organizations that shape the
environment in which clinical care is delivered. As noted earlier, care co-
ordination has been identified by the IOM as one of 20 priority areas
deserving immediate attention by all participants in the American health
care system. Health care purchasers, quality oversight organizations, and
public policy leaders can help give care coordination this immediate atten-
tion by (1) clarifying their expectations for information sharing, collabora-
tion, and coordination in their purchasing agreements; (2) including the
care coordination practices recommended above in their quality oversight
standards and purchasing criteria; and (3) modeling collaborative practices
across health care for general, mental, and substance-use health conditions
in their policy-making and operational activities.

Purchaser Practices

Purchasers can stimulate and incentivize better coordination of care
among general, mental, and substance-use health care by including care
coordination as one of the quality-of-care parameters used to evaluate
proposals and award contracts for the delivery of general, specialty M/SU,
and comprehensive (general and M/SU) health care (see Chapter 8). In
soliciting health plans and providers to deliver these health care services,
purchasers can ask bidders to specify what care coordination practices they
require of their clinicians, and how the organization supports clinicians and
measures care coordination. When awarding contracts, purchasers can
clarify in contracts with health care plans their expectations for informa-
tion sharing, collaboration, and coordination. In addition, purchasers
should allow primary care providers to bill for the M/SU treatment services
they provide, a practice now under way in some MBHO settings (Feldman
et al., 2005). Doing so will allow consumers and their primary care provid-
ers to determine jointly, as they do for other medical conditions, when
specialty consultation and care are appropriate; enable coordination of care
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through the use of a single provider to treat general and M/SU conditions;
and eliminate the adverse consequences that arise when primary care pro-
viders code visits related to M/SU problems and illnesses as being due to
somatic complaints.

Quality Oversight Practices

Many purchasers delegate their attention to care coordination and other
quality-related issues by accepting the quality-of-care determinations made
by expert quality oversight organizations, such as accrediting bodies. Four
main organizations accredit M/SU health care organizations (and some-
times individual providers). The National Committee for Quality Assur-
ance (NCQA) accredits managed care organizations, MBHOs, and disease
management programs and recognizes physician practices through other
oversight programs. The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) accredits hospitals and specialty behavioral health
care organizations. The Commission on Accreditation of Rehabilitation
Facilities accredits a wide variety of behavioral health programs and ser-
vices. Finally, the Council on Accreditation for Children and Family Ser-
vices, Inc. accredits a wide variety of counseling and other M/SU programs
and services, as well as EAPs. These accrediting bodies generally perform
their quality oversight activities either through review of an organization’s
structures and operational practices or through measurement of an
organization’s or provider’s clinical care processes and outcomes. Clinical
care processes and outcomes are generally evaluated through performance
measures (discussed in Chapter 4). Organizational structures and processes
such as the linking strategies recommended above are typically reviewed
through evaluation of compliance with the established structural and pro-
cedural standards that make up an organization’s accreditation standards.

Although the accreditation standards of each of the above four organi-
zations address care coordination and collaboration to some extent (CARF,
2005; COA, 2001; JCAHO, 2004; NCQA, 2004), accreditation standards
for care coordination could be improved. For example, NCQA’s MBHO
accreditation standards address care coordination between M/SU and gen-
eral health care in Standard QI 10, “Continuity and Coordination between
Behavioral Health and Medical Care,” which states (NCQA, 2004:91):

The organization collaborates with relevant medical delivery systems or
primary care physicians to monitor and improve coordination between
behavioral health and medical care.

However, the following note is appended to this standard:
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Note: If the organization does not have any formal relationship with the
medical delivery system through contracts, delegation, or otherwise,
NCQA considers this standard NA. (NCQA, 2004:91). NCQA’s customer
support line clarifies that “NA” means “Not Applicable.”20

Collaboration and Coordination in Policy Making and Programming

Throughout this report, the committee emphasizes the need for col-
laboration and coordination in mental, substance-use, and general health
care policy making and programming that parallels desired collaboration
and coordination at the care delivery level—for example, in the dissemina-
tion of information on innovations in new treatments (see Chapter 4), in
the measurement of the quality of M/SU care (see Chapter 4), and in the
development of information technology for M/SU care (see Chapter 6).
Such attention to coordination and collaboration at the policy and pro-
gramming represents an opportunity for federal, state, and local officials to
model and promote the coordination and collaboration needed at the clini-
cal level—across M/SU health care and across providers of these specialty
health care services and general health care. The importance of seizing this
opportunity is emphasized in the IOM report Leadership by Example:
Coordinating Government Roles in Improving Health Care Quality. That
report, commissioned by Congress to examine and recommend quality
improvement activities in six major federal programs,21 concluded that the
federal government must assume a strong leadership role in quality
improvement:

By exercising its roles as purchaser, regulator, provider of health services,
and sponsor of applied health services research, the federal government
has the necessary influence to direct the attention and resources of the
health care sector in pursuit of quality. There is no other stakeholder with
such a combination of roles and influence. (IOM, 2002:x)

Because coordination of care is one dimension of quality, the federal
government needs to exercise leadership and model coordination and col-
laboration in general, mental, and substance-use health care. This coordi-
nation and collaboration should be practiced across the separate Centers

20Conversation with NCQA Customer Support on July 22, 2005.
21Even this initiative represents a missed opportunity for collaboration and coordination.

Congress charged the IOM with examining the roles of Medicare, Medicaid, the Indian
Health Service, the State Children’s Health Insurance Program, the Department of Defense’s
TRICARE program, and the program of the Veterans Health Administration in enhancing
health care quality, but not the role of federal M/SU programs administered by SAMHSA.
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for Substance Abuse Prevention and Treatment and Center for Mental
Health Services within SAMHSA, across SAMHSA and other operating
divisions of the Department of Health and Human Services (DHHS), across
DHHS and other departments, and across the public and private sectors.

A strong example of such leadership in coordination and collaboration
is found in the federal action agenda, Transforming Mental Health Care in
America, formulated to implement the recommendations of the President’s
New Freedom Commission on Mental Health. This action agenda is the
collaborative product of 12 DHHS agencies (the Administration on Aging,
Administration for Children and Families, Agency for Healthcare Research
and Quality, Centers for Disease Control and Prevention, Centers for Medi-
care and Medicaid Services, Health Resources and Services Administration,
Indian Health Service, National Institutes of Health, Office for Disability,
Office for Civil Rights, Office of Public Health and Science, and SAMHSA),
five other departments (Education, Housing and Urban Development, Jus-
tice, Labor, and Veterans Affairs), and the Social Security Administration.
To guide the implementation of this agenda, DHHS is leading an intra- and
interagency Federal Executive Steering Committee composed of high-level
representatives from DHHS agencies and other federal departments that
serve individuals with mental illnesses (SAMHSA, 2005). This strong model
of collaboration and coordination could be strengthened by including on
the action agenda items addressing the substance-use problems and illnesses
that so frequently accompany mental illnesses, and by including more ex-
plicitly in implementation activities the SAMHSA centers and state agencies
responsible for planning and arranging for care for co-occurring substance-
use illnesses. Similarly engaging key private-sector entities, especially those
in the general health sector who deliver much care for mental illnesses,
would strengthen this collaborative approach and help break down the
separations discussed earlier in this chapter between mental and substance-
use illnesses, between specialty M/SU and general health care, and between
the public and private sectors.

New Mexico provides one example of processes now under way to
achieve such coordination and collaboration at the state level (see Box 5-1).
While the fruits of this initiative are not yet known, these efforts are testi-
mony to the critical need for such coordination and collaboration at the
policy level and the importance of high-level leadership in meeting this
need.
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BOX 5-1 New Mexico’s Behavioral Health Collaborative:
A Case Study in Policy Coordination

In 2003 the Governor of New Mexico identified as a major policy issue the fact that
New Mexico’s behavioral health system (like others across the United States) re-
flected the problems cited in the report of the President’s New Freedom Commis-
sion: insufficient and inappropriate services, uneven access and quality, failure to
maximize resources across funding streams, duplication of effort, higher adminis-
trative costs for providers, and overall fragmentation that makes service systems
difficult to access and manage effectively. After consultation with key cabinet sec-
retaries, the governor announced a new approach to address these problems
through the creation of a high-level policy collaborative. This executive-level body
was charged specifically with achieving better access, better services, and better
value for taxpayer dollars in mental and substance-use health care.

This group, consisting of 17 members including the heads of 15 agencies,
was established in law by the New Mexico legislature effective May 2004 and
charged with creating a single behavioral health (mental and substance-use
treatment) delivery system across multiple state agencies and funding sources.
The vision that guided this effort, based on months of public participation, was
that this single system must support recovery and resiliency so that consumers
can participate fully in the life of their communities. The agencies forming the
collaborative reflected these broad goals and included those responsible for such
areas as housing, corrections, labor, and education, as well as primary health
and human services agencies.

To ensure that this broad perspective would be reflected in the collaborative’s
actions, the group decided that decisions would be made whenever feasible by
consensus, but that if votes were required, each agency would have a single vote
regardless of its budget or size. The group is cochaired by the secretary of Human
Services and (in alternating years) the secretary of Children, Youth, and Families
or the secretary of Health. Such a broad policy vision clearly also required that the
collaborative develop coordinated structures for the efficient management of a
broad range of funds and services. Therefore, a request for proposals was issued,
and a contractor was selected as the single statewide entity to manage approxi-
mately $350,000,000 in cross-agency funds for the first phase of the change pro-
cess. In addition, the collaborative has formed senior-level coordination teams,
including one focused specifically on cross-cutting policy issues. A single Behav-
ioral Health Planning Council has also been established to form an ongoing part-
nership with consumers, families, providers, and state agencies in keeping the
system on track. In addition, local collaboratives are being formed with cross-
agency state assistance across all of the state’s 13 judicial districts, as well as in
its Native American communities, to ensure strong feedback and coordination in-
volving stakeholders at the local level as a guide for collaborative state policies
and actions. The overall transformation also is being carefully evaluated by multi-
ple groups to help guide future work of this broad policy nature.

SOURCE: Personal communication, Leslie Tremaine, Behavioral Health Coordinator, New
Mexico BH Collaborative, on July 28, 2005.
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Recommendations

To address the complex obstacles to care coordination and collabora-
tion described above, the committee recommends a set of related actions
to be undertaken by individual clinicians, health care organizations, health
plans, health care purchasers, accrediting organizations, and policy
officials.

Recommendation 5-1. To make collaboration and coordination of pa-
tients’ M/SU health care services the norm, providers of the services
should establish clinically effective linkages within their own organiza-
tions and between providers of mental health and substance-use treat-
ment. The necessary communications and interactions should take place
with the patient’s knowledge and consent and be fostered by:

• Routine sharing of information on patients’ problems and phar-
macologic and nonpharmacologic treatments among providers of
M/SU treatment.

• Valid, age-appropriate screening of patients for comorbid mental,
substance-use, and general medical problems in these clinical set-
tings and reliable monitoring of their progress.

Recommendation 5-2. To facilitate the delivery of coordinated care by
primary care, mental health, and substance-use treatment providers,
government agencies, purchasers, health plans, and accreditation orga-
nizations should implement policies and incentives to continually in-
crease collaboration among these providers to achieve evidence-based
screening and care of their patients with general, mental, and/or
substance-use health conditions. The following specific measures should
be undertaken to carry out this recommendation:

• Primary care and specialty M/SU health care providers should
transition along a continuum of evidence-based coordination
models from (1) formal agreements among mental, substance-use,
and primary health care providers; to (2) case management of
mental, substance-use, and primary health care; to (3) collocation
of mental, substance-use, and primary health care services; and
then to (4) delivery of mental, substance-use, and primary health
care through clinically integrated practices of primary and M/SU
care providers. Organizations should adopt models to which they
can most easily transition from their current structure, that best
meet the needs of their patient populations, and that ensure
accountability.
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• DHHS should fund demonstration programs to offer incentives
for the transition of multiple primary care and M/SU practices
along this continuum of coordination models.

• Purchasers should modify policies and practices that preclude pay-
ing for evidence-based screening, treatment, and coordination of
M/SU care and require (with patients’ knowledge and consent) all
health care organizations with which they contract to ensure ap-
propriate sharing of clinical information essential for coordina-
tion of care with other providers treating their patients.

• Organizations that accredit mental, substance-use, or primary
health care organizations should use accrediting practices that as-
sess, for all providers, the use of evidence-based approaches to
coordinating mental, substance-use, and primary health care.

• Federal and state governments should revise laws, regulations, and
administrative practices that create inappropriate barriers to the
communication of information between providers of health care
for mental and substance-use conditions and between those pro-
viders and providers of general care.

With respect to the need for purchasers to modify practices that pre-
clude paying for evidence-based screening, treatment, and coordination of
health care for mental and substance-use conditions, the committee calls
particular attention to practices that prevent primary care providers from
receiving payment for delivery of the M/SU health services they provide and
the failure of some benefit plans to cover certain evidence-based treatments.

Recommendation 5-3. To ensure the health of persons for whom they
are responsible, M/SU providers should:

• Coordinate their services with those of other human services and
education agencies, such as schools, housing and vocational re-
habilitation agencies, and providers of services for older adults.

• Establish referral arrangements for needed services.

Providers of services to high-risk populations—such as child welfare
agencies, criminal and juvenile justice agencies, and long-term care
facilities for older adults—should use valid, age-appropriate, and cul-
turally appropriate techniques to screen all entrants into their systems
to detect M/SU problems and illnesses.

Recommendation 5-4. To provide leadership in coordination, DHHS
should create a high-level, continuing entity reporting directly to the
secretary to improve collaboration and coordination across its mental,
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substance-use, and general health care agencies, including the Sub-
stance Abuse and Mental Health Services Administration; the Agency
for Healthcare Research and Quality; the Centers for Disease Control
and Prevention; and the Administration for Children, Youth, and Fami-
lies. DHHS also should implement performance measures to monitor
its progress toward achieving internal interagency collaboration and
publicly report its performance on these measures annually. State gov-
ernments should create analogous linkages across state agencies.

With respect to recommendation 5-4, the committee notes that this
recommendation echoes the call made in the report Leadership by Ex-
ample: Coordinating Government Roles in Improving Health Care Quality
for Congress to consider directing the Secretary of DHHS to produce an
annual progress report “detailing the collaborative and individual efforts of
the various government programs to redesign their quality enhancement
processes” (IOM, 2002:11).
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6

Ensuring the National Health
Information Infrastructure

Benefits Persons with Mental and
Substance-Use Conditions

Summary

Health care providers’ ability to obtain information quickly on a
patient’s health, health care, and potential treatments and to share
this information in a timely manner with other providers caring
for the patient is essential to the delivery of safe, patient-centered,
coordinated, and effective health care. To meet this need, major
public- and private-sector collaborations are under way to develop
three essential components of a National Health Information
Infrastructure (NHII): (1) electronic health record (EHR)1 systems
with decision support for clinicians, (2) a secure platform for the
exchange of patient information across health care settings, and
(3) data standards that will make shared information understandable
to all users (IOM, 2004). Efforts also are under way in the
public sector to create information systems for mental and substance-
use health care. Ensuring that the developing NHII serves consumers
of health care for mental and/or substance use (M/SU) conditions
as well as it does those with general health care needs is essential
to improving the quality of M/SU health care.

However, M/SU health care currently is not well addressed
by NHII initiatives, nor are separate public-sector efforts aimed

1EHRs have a variety of names, including automated medical record, computer-based pa-
tient record, electronic medical record, electronic patient record, and others (Brailer and
Terasawa, 2003).
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at creating information systems for M/SU health care well coordinated
with NHII initiatives. M/SU health care also lags behind general
health care in its use of information technology (IT). To realize
the potential of the NHII for consumers of M/SU health care,
NHII initiatives and public-sector efforts to develop specialized
information systems for M/SU health care need to take advantage
of each other’s expertise and capabilities. Doing so will ensure
that the NHII provides relevant information to M/SU health care
consumers, providers, payers, and oversight organizations, and
that providers serving in both the public and private sectors do
not face redundant or conflicting information demands. The committee
recommends actions to (1) coordinate the activities of the NHII
and public-sector M/SU IT initiatives, (2) bring M/SU expertise
to the development of the NHII, and (3) support individual
M/SU clinicians in their use of IT.

A STRONG INFORMATION INFRASTRUCTURE
IS VITAL TO QUALITY

Crossing the Quality Chasm (IOM, 2001) and several preceding and
subsequent reports from the Institute of Medicine (IOM), the federal gov-
ernment, and leading private-sector organizations (IOM, 2004; National
Committee on Vital and Health Statistics, 2001; Thompson and Brailer,
2004) emphasize the vital role of information technology (IT) in the safety,
effectiveness, patient-centeredness, timeliness, efficiency, and equity of
health care. These organizations and many others find that a strong IT
infrastructure is crucial to:

• Supporting consumers in illness self-management and marketplace
choices.

• Supporting providers in the delivery of evidence-based clinical care.
• Coordinating care across clinicians, settings, and time.
• Facilitating performance and outcome measurement.
• Educating clinicians.

An example of the role of IT in achieving improved quality of care is
presented in Box 6-1.

In addition to its uses in coordinating care, IT has begun to be used to
support the delivery of treatment for mental and substance-use conditions—
over the World Wide Web, by e-mail, and through other technology-
mediated interactions (Flanagan and Needham, 2003) (see Chapter 7). De-
termination of research priorities and public policy decisions about the
best allocation of scarce public dollars also can be facilitated through
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BOX 6-1 Improving Care Using Information Technology

Mark is a 38-year-old veteran with schizophrenia who receives health care at a
Veterans Administration (VA) medical center. He lived with his parents until they
died 2 years ago and has since lived with his brother Sam and Sam’s family. He
has not worked recently, but he volunteers at a local library and lives off his military
pension. Recently he enrolled in EQUIP, a project aimed at improving care for
people with schizophrenia by applying illness management principles effective in
treating other chronic illnesses. EQUIP uses the VA’s electronic health record
(EHR) enhanced by an information system that supports management of care,
structured psychiatric evaluations, and secure messaging between clinicians. As a
result, Mark’s treatment team was alerted to several emerging problems that might
have been missed with the old paper chart system.

The old paper charts included handwritten notes that were sometimes illegible
and typically did not include useful psychiatric assessment data. The charts often
arrived after a scheduled appointment, or not at all, and whether Mark had sched-
uled or kept medical appointments was unknown to his treatment team. With the
enhanced EHR, Mark’s psychiatrist was able to review Mark’s full, up-to-date
record, including the team nurse’s routine assessments of Mark’s symptoms and
other problems. These assessments indicated chronic medical problems, includ-
ing diabetes, a heart problem, a possible seizure disorder, obesity, and smoking.
Several problems needing immediate attention were highlighted.

With the EHR and information system, the team received a list of previously
scheduled and upcoming appointments. It was clear that Mark had missed multiple
visits and was at risk for severe medical complications. The information system
also indicated serious problems at home. With the previous paper charts, contact
information and Mark’s preferences regarding family contact were not docu-
mented. Now, this information was easily at hand, and his brother was called. He
told the team that Mark was having daytime sleepiness that led to his missed
appointments and that Mark was awake late at night, disturbing the family, and
overeating. Most disturbing was that he was irritable and combative when con-
fronted by Sam about these problems. Sam wanted to help Mark and had prom-
ised their parents to care for him. But he did not know what to do.

Previously, communication among the team took place only when someone
remembered to bring a patient up at the weekly team meeting. Now, team mem-
bers received a regular report on the clinical status of each of the patients under
their care. They used a secure electronic messaging system to discuss Mark’s
problems. The team implemented a comprehensive behavioral program address-
ing sleep scheduling, caloric intake, exercise, and missed visits. Clinicians used
the messaging system to update each other and ensure that their advice and in-
structions to Mark were consistent at each visit. The computer screen displayed
updated messages when each clinician looked at Mark’s medical record. A clini-
cian also reviewed a weekly EQUIP-automated appointment report and used it to
remind the family about upcoming appointments.

Mark began making it to his appointments regularly. Sam was included in med-
ication change decisions. He ensured that the new medications were taken cor-
rectly and reported any changes to the team. With time, Mark began to express an
interest in living more independently and working for pay. By the end of the project,

(continued on next page)
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technology-supported information systems. Crossing the Quality Chasm
(IOM, 2001:165) found that IT “must play a central role in the design of
health care systems if a substantial improvement in health care quality is to
be achieved” and recommended that:

Congress, the executive branch, leaders of health care organizations, pub-
lic and private purchasers, and health informatics associations and ven-
dors should make a renewed national commitment to building an infor-
mation infrastructure to support health care delivery, consumer health,
quality measurement and improvement, public accountability, clinical and
health services research, and clinical education. This commitment should
lead to the elimination of most handwritten clinical data by the end of the
decade.

The remaining sections of this chapter address (1) activities under way
to build the National Health Information Infrastructure (NHII), (2) the
need for attention to mental and/or substance-use (M/SU) conditions in the
NHII, (3) health information infrastructure and technologies under devel-
opment for M/SU health care in the public sector, (4) issues affecting the
adoption of IT by individual M/SU clinicians, and (5) recommendations for
integrating health care for M/SU conditions into the NHII.

ACTIVITIES UNDER WAY TO BUILD A NATIONAL HEALTH
INFORMATION INFRASTRUCTURE

Strong commitment has emerged in both the public and private sectors
to working together to develop an NHII for the United States. The NHII
will consist of (1) electronic health record (EHR) systems with decision
support for clinicians, (2) a secure platform for the exchange of patient
information across health care settings, and (3) data standards that will
make shared information understandable to all users (IOM, 2004).

he had moved to a residential group home, developed a better relationship with his
family, improved his sleep habits, lost 10 pounds, and cut down his smoking. He
was attending to his chronic medical problems through regular appointments and
considering joining a vocational rehabilitation program.

SOURCE: Personal communication, Alexander S. Young and Amy N. Cohen, Greater Los
Angeles Veterans Healthcare Center EQUIP project, on August 9, 2005.

BOX 6-1 continued



THE NATIONAL HEALTH INFORMATION INFRASTRUCTURE 263

There also is consensus that although creating the NHII requires a
partnership of public- and private-sector leaders, the federal government
needs to play a leadership role in several ways, including promulgating
certain data and other IT standards (IOM, 2004; Thompson and Brailer,
2004). The federal government also needs to provide financial support in
three main areas. First, federal funds should support the development of
critical components of the NHII that are unlikely to receive support from
private-sector stakeholders. These include the establishment of a secure
platform for the exchange of data across all providers and maintenance of
a process for ongoing promulgation of national data standards. Second, the
federal government should provide financial incentives to stimulate private-
sector investment in EHR systems through the use of special loans, payment
incentives to providers, or other mechanisms. Finally, federal funding of
safety net providers is needed to support their adoption of IT (IOM, 2004).

Development of the NHII is expected to take many years, perhaps as
long as a decade (Thompson and Brailer, 2004).2 To jump-start the process,
in 2004 the President established the Office of the National Coordinator
for Health Information Technology (ONCHIT), charged with the follow-
ing (DHHS, 2005b):

• Serving as the senior advisor to the President and the Secretary of
the Department of Health and Human Services (DHHS) on all
health IT programs and initiatives.

• Developing and maintaining a strategic plan to guide the nation-
wide implementation of interoperable EHRs in both the public and
private health care sectors.

• Coordinating the spending of approximately $4 billion for health
IT programs and initiatives across the federal government.

• Coordinating all outreach activities to private industry and serving
as the catalyst for health industry change.

Three months later, ONCHIT’s National Coordinator put forth a
framework for strategic action, The Decade of Health Information Tech-
nology: Delivering Consumer-centric and Information-rich Health Care,
which included a 10-year plan to develop the NHII in partnership with the
private sector. This plan addresses the development of EHRs, data stan-
dards, and interoperable technologies for the exchange of patient data
across providers and settings of care (Thompson and Brailer, 2004).

2In this regard, the NHII is not unlike other ground-breaking health care initiatives, such as
the mapping of the human genome.
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Subsequently, in June 2005, DHHS announced the establishment of the
American Health Information Community (AHIC), a commission of mem-
bers from the public and private sectors, to advise the Secretary concerning
efforts to develop IT standards and achieve interoperability for health IT. In
particular, the AHIC is expected to develop recommendations for the
following:

• Protecting health information through appropriate privacy and secu-
rity practices.

• Achieving ongoing harmony of industrywide health IT standards.
• Achieving a nationwide, Internet-based health information network

that includes information tools, specialized network functions, and
security protections for interoperable exchange of health information.

• Accelerating the adoption of interoperable EHRs across the broad
spectrum of health care providers.

• Developing compliance certification and inspection processes for
EHRs, including the infrastructure components through which
EHRs can interoperate.

• Identifying health IT standards for use by the National Institute of
Standards and Technology (NIST) in an information processing
standards-setting process relevant to federal agencies.

• Identifying and prioritizing specific uses for which health IT is
valuable, beneficial, and feasible.

• Transitioning the work of the AHIC to a private-sector health
information initiative (DHHS, 2005a).

Electronic Health Records3

An EHR system encompasses (1) the longitudinal collection of elec-
tronic information pertaining to an individual’s health and health care;
(2) immediate electronic access—by authorized users only—to person- and
population-level information; (3) provision of knowledge and decision sup-
port to enhance the quality, safety, and efficiency of patient care; and
(4) support for efficient processes of health care delivery (IOM, 2003).

As noted in Chapter 5, although still a minority, increasing numbers of
hospitals and ambulatory practices are investing in EHRs, although this

3In addition to the development of EHRs, architects of the NHII are calling for the estab-
lishment of personal health records (PHRs)—an electronic, lifelong resource of health infor-
mation needed by consumers to make health decisions. Consumers/patients own and manage
the information in their PHR, which comes from health care providers and the patient. The
PHR is maintained in a secure and private environment, with the patient determining who has
the right to access it. The PHR does not replace the legal record of any provider (AHIMA
e-HIM Personal Health Record Work Group, 2005).
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typically occurs in larger and “more wired” facilities—referred to as the
“adoption gap” between large and small organizations (Brailer and
Terasawa, 2003). Many hospitals have made progress in adopting certain
EHR components, such as automated laboratory results. Use of EHRs is
higher in ambulatory settings—approximately 5 to 10 percent of physician
offices—but there is much variation in their content and functionality (IOM,
2004). The federal strategic framework identifies the total cost of EHRs
(purchase price + implementation costs + maintenance costs + impact on
operations) as the primary impediment to their more widespread adoption
(Thompson and Brailer, 2004).

The federal government’s NHII strategic framework calls for the adop-
tion of interoperable EHRs within 10 years (Thompson and Brailer, 2004).
Several activities are under way to help achieve this goal. The IOM has
provided a framework that should prove useful to accreditation organiza-
tions in establishing standards for EHR systems, as well as to providers in
selecting vendors to design such systems (IOM, 2004). Standards for EHRs
are under development by Health Level 7, the leading private-sector
standards-setting organization (Thompson and Brailer, 2004). Three lead-
ing associations in health care information management and technology—
the American Health Information Management Association, the Healthcare
Information and Management Systems Society, and the National Alliance
for Health Information Technology—have jointly launched the Certifica-
tion Commission for Healthcare Information Technology to create a mecha-
nism for the certification of health care information technology products, in
particular EHRs (CCHIT, 2004).

The Veterans Health Administration has used an EHR system (VistA)
for over two decades for its physicians, clinics, and hospitals. VistA is in the
public domain, and in September 2005 Medicare released an evaluation
version of the system (Vista-Office) for use by private physicians’ offices in
computerizing their medical practices. This evaluation version will be as-
sessed to determine the extent to which physician offices can implement the
software effectively. The evaluation phase will also allow software vendors
to improve upon the system and develop a version that meets any standards
for EHRs (CMS, 2005). Medicare will provide doctors with lists of compa-
nies that have been trained to install and maintain the system. Because so
many doctors participate in Medicare, the distribution of Vista-Office is
viewed as a significant development in the advancement of EHRs (Kolata,
2005).

Data Standards

In addition to cost factors, efforts of both the public and private sectors
to invest in IT are hampered by the lack of nationwide standards for the
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collection, coding, classification, and exchange of clinical and administra-
tive data. In particular, standards are needed in three areas:

• Terminologies—the terms and concepts used to describe, classify,
and code health care data and the processes that describe the relationships
among the terms and concepts (see the discussion of needed improvements
to coding for M/SU health care in Chapter 4).

• Data interchange—standard formats for electronically encoding
health care data elements and structuring the data elements as they are
exchanged, and information models that define the relationships among
data elements. Several standards for electronic data interchange have been
endorsed by the Secretary of DHHS, including those for the exchange of
clinical and administrative data. However, there remains a need to update
these standards and create implementation guides, tests for conformance,
and certification procedures to ensure that the standards actually work and
are being used as intended (IOM, 2004).

• Knowledge representation—methods for electronically represent-
ing health care literature, clinical guidelines, and similar sources of infor-
mation for decision support so that they can be called upon automatically
for the practitioner in response to triggers embedded in the EHR or other
electronic clinical or administrative document (IOM, 2004).

Standardizing these data and processes requires not just a one-time
effort, but an ongoing, permanent process for updating the standards as
scientific knowledge, clinical practices, and information needs change. In
October 2001, the federal government established the Consolidated Health
Informatics interagency initiative to adopt interoperability data standards
for federally operated and funded health care providers. Given that the
federal government represents more than 40 percent of health care expendi-
tures in the United States, this action is viewed as a powerful means of
establishing such standards nationally across the public and private health
care sectors (IOM, 2004). As of May 2004, the Consolidated Health
Informatics initiative had approved 20 standards for adoption by the fed-
eral Departments of Defense, Veterans Affairs, Health and Human Ser-
vices, State, Education, Energy, and Justice, as well as the Social Security
Administration, General Services Administration, Office of Management
and Budget, and Environmental Protection Agency (Anonymous, 2004).

In response to a request from the federal government to undertake a
study of standards for health care safety reporting systems, the IOM
(2004:12) made the following recommendation:

Congress should provide clear direction, enabling authority, and financial
support for the establishment of national standards for data that support
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patient safety. Various government agencies will need to assume major
new responsibilities, and additional support will be required. Specifically:

• The Department of Health and Human Services (DHHS) should
be given the lead role in establishing and maintaining a public–
private partnership for the promulgation of standards for data
that support patient safety.

• The Consolidated Health Informatics (CHI) initiative, in collabo-
ration with the National Committee on Vital and Health Statistics
(NCVHS), should identify data standards appropriate for national
adoption and gaps in existing standards that need to be addressed.
The membership of NCVHS should continue to be broad and di-
verse, with adequate representation of all stakeholders, including
consumers, state governments, professional groups, and standard-
setting bodies.

• The Agency for Healthcare Research and Quality (AHRQ) in col-
laboration with the National Library of Medicine and others
should (1) provide administrative and technical support for the
CHI and NCVHS efforts; (2) ensure the development of imple-
mentation guides, certification procedures, and conformance test-
ing for all data standards; (3) provide financial support and over-
sight for developmental activities to fill gaps in data standards;
and (4) coordinate activities and maintain a clearinghouse of in-
formation in support of national data standards and their imple-
mentation to improve patient safety.

• The National Library of Medicine should be designated as the
responsible entity for distributing all national clinical terminolo-
gies that relate to patient safety and for ensuring the quality of
terminology mappings.

The IOM also recommended that, after allowing a reasonable time for
health care organizations to comply with national standards identified by
the Consolidated Health Informatics initiative, the major government health
care programs, including those operated by DHHS, the Veterans Adminis-
tration, and the Department of Defense, should immediately incorporate
these data standards into their contractual and regulatory requirements
(e.g., Medicare conditions of participation).

A Secure Interoperable Platform for Exchange of Patient
Information Across Health Care Settings

Sharing patient data across providers and settings of care requires an
interoperable infrastructure to provide clinicians with access to critical
health care information at the time of care delivery. To meet this need, the
strategic framework for the NHII calls for (1) fostering of regional collabo-
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rations; (2) a set of common national communication tools, such as web
services architecture, security technologies, and a national health informa-
tion network, that can provide low-cost and secure data movement; and (3)
coordination of existing federal health information systems consistent with
the NHII.

Several initiatives are now under way to develop regional collabora-
tions for the creation of this interoperable infrastructure. First, the Health
Resources and Services Administration (HRSA) has a cooperative agree-
ment with the Foundation for eHealth Initiative to administer the Connect-
ing Communities for Better Health program. The $2.3 million program
provides seed funding and support to multistakeholder collaboratives within
communities (both geographic and nongeographic) for the implementation
of health information exchanges, including the formation of regional health
information organizations (Thompson and Brailer, 2004). Second, in
October 2004, the Agency for Healthcare Research and Quality (AHRQ)
awarded $139 million in grants and contracts to promote the use of health
information technology through the development of networks for sharing
clinical data, as well as to support projects for planning, implementing, and
demonstrating the value of IT (AHRQ, 2004). Finally, Connecting for
Health, a public–private collaborative of more than 100 diverse organiza-
tions, has launched a prototype electronic national health information ex-
change based on common, open standards that will allow authorized users
of three very different health information networks located in California,
Massachusetts, and Indiana to share health information both within and
among their local regions and communities. Teams in Mendocino, Boston,
and Indianapolis will work with one another and with Connecting for
Health to launch prototype networks that will connect the diverse tech-
nologies within each region’s health network and accommodate the differ-
ing social and economic profiles of the various communities (Markle Foun-
dation, 2005).

In general, however, the committee finds that information needs per-
taining to health care for M/SU conditions have not been well addressed in
these initiatives.

NEED FOR ATTENTION TO MENTAL AND
SUBSTANCE-USE CONDITIONS IN THE NHII

There is evidence that health care for M/SU conditions could be better
addressed in the many efforts under way to develop the NHII. For example,
in the “comprehensive catalogue of identifiable federal health information
technology programs” included in the framework for strategic action sub-
mitted to the President by the National Coordinator for Health Informa-
tion Technology, the listing of IT initiatives by DHHS agencies identifies
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those of AHRQ, the Centers for Medicare and Medicaid Services (CMS),
the Food and Drug Administration (FDA), the National Institutes of Health
(NIH), the Indian Health Service (IHS), HRSA, and the Centers for Disease
Control and Prevention (CDC), among others. There is no listing for the
Substance Abuse and Mental Health Services Administration (SAMHSA)
and its IT initiatives (Thompson and Brailer, 2004). A subsequent July
2005 update still contained no listing of SAMHSA’s IT initiatives
(ONCHIT, 2005). Moreover, although SAMHSA is listed as a partner in
the federal government’s Consolidated Health Informatics initiative, it is
not listed as a member of any of the work groups consisting of staff from
many federal agencies, including CMS, ARHQ, IHS, CDC, NIH, the De-
partment of Defense, the National Library of Medicine, the National Aero-
nautics and Space Administration, the Social Security Administration, the
Environmental Protection Agency, the U.S. Agency for International Devel-
opment, and the National Center for Health Statistics, that have established
vocabularies and standards for demographic, diagnosis and problem list,
encounter, medication, interventions and procedures, billing, and other
types of data (OMB, undated).

In addition, health care for M/SU conditions was not strongly repre-
sented among either the applicants or awardees in AHRQ’s 2004 awards of
$139 million in grants and contracts to promote the use of health IT through
the development of networks for sharing clinical data, as well as to support
projects for planning, implementing, and demonstrating the value of IT. Of
the nearly 600 applications for funding, only “a handful” had any sub-
stantial behavioral health content, and of the 103 grants awarded, only
1 specifically targeted M/SU health care.4

Finally, leaders of SAMHSA’s predominantly public-sector Mental Health
Statistics Improvement Project (MHSIP) initiative (discussed below) note
that MHSIP has not been “at the table” when broader data initiatives have
been developed (Smith et al., 2004). Moreover, SAMHSA has identified
important features of health care for mental conditions that are not cap-
tured in datasets approved under the Health Insurance Portability and
Accountability Act (HIPAA). SAMHSA plans to address these issues
through its Decision Support 2000+ (DS 2000+) initiative (Manderscheid
and Henderson, 2003). Alternatively, these issues could be brought before
the standards-setting groups referenced in the HIPAA legislation and used
to inform the development of HIPAA-approved datasets that would serve
both the private and public sectors. Moreover, because primary care pro-
viders are increasingly providing care for mental conditions, these impor-

4Conversation with Scott Young, MD, Director of Health Information Technology, Agency
for Healthcare Research and Quality, November 1, 2004.
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tant features of mental health care need to be identified and considered with
respect to data standards intended for primary care as well.

The committee concludes that mental and substance-use health care
systems and treatment providers in both the public and private sectors
should have a strong voice in efforts to create the NHII, including the
creation of data standards, regional and community health information
networks, and EHRs. Their participation will ensure that the characteristics
of mental health and substance-use services with unique implications for
the NHII will be addressed in its design, and that the benefits of the NHII
will accrue to consumers of M/SU health care. Substantial expertise exists
with regard to the clinical data needs for quality M/SU health care and the
information systems required for M/SU clinical care, performance measure-
ment, policy planning, and research. This expertise should be brought to
bear in the various initiatives to build the NHII.

INFORMATION TECHNOLOGY INITIATIVES FOR HEALTH CARE
FOR MENTAL/SUBSTANCE-USE CONDITIONS

Efforts to create components of an information infrastructure for men-
tal and substance-use health care have been under way for some time—
predominantly in the public sector under the auspices of SAMHSA. The
knowledge and networks of experts generated by these activities should be
invaluable resources in the development of the NHII. This section reviews
these initiatives, as well as two issues pertinent to development of the NHII
with respect to M/SU health care: the need to balance privacy concerns with
data access, and the delivery of care for M/SU conditions by non–health
care sectors, which may also be users of the NHII.

Information Infrastructure Initiatives for
Health Care for M/SU Conditions

SAMHSA Initiatives

Mental health Decision Support 2000+ and statistics improvement pro-
gram SAMHSA’s Decision Support 2000+ (DS 2000+) initiative is develop-
ing an integrated set of mental health data standards and information
infrastructure to collect data on community health and population charac-
teristics, enrollment in insurance programs, clients’ utilization of services
and encounters, providers’ use of evidence-based practices, patient out-
comes, and other performance measures. Work is nearly complete on core
data standards for enrollment and encounter data; drafts of core datasets
exist for the other data domains; and three parallel stakeholder-specific
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datasets are being developed for state mental health systems, providers,
and consumers/families. SAMHSA envisions that most of the data elements
in the core person/enrollment, encounter, and financial datasets will be
based on required HIPAA data elements; those not based on the HIPAA
data elements will be “value added” DS 2000+ data elements. SAMHSA
plans to implement these standards by embedding them into web-based
software, which will be made available to the industry. SAMHSA has
partnered with the Software and Technology Vendors’ Association
(SATVA), which serves behavioral health and human services organiza-
tions, to implement the DS 2000+ data standards and develop a national
online decision-support infrastructure. DS 2000+ will differ from the NHII
in that it is envisioned to contain no individually identifiable data; instead,
aggregate data will be deidentified at the provider or state level
(Manderscheid and Henderson, 2003; Smith et al., 2004).

DS 2000+ is in part a product of the long-standing and ongoing activities
of MHSIP. Sponsored initially by the National Institute of Mental Health and
now by SAMHSA, MHSIP’s structure consists of an ad hoc policy group that
provides national leadership, direction, and consensus development around
issues related to mental health data collection, and of regional users groups that
include all 50 states, the District of Columbia, and 6 U.S. territories. Over the
past 25 years, MHSIP has produced data standards and standardized tools
such as report cards and consumer surveys that are in wide use across all states’
public mental health systems. MHSIP’s FN-10 data standards serve as the
foundation for many state mental health data systems. Various aspects of its
Consumer-Oriented Mental Health Report Card are being implemented by
more than 45 states and territories. The MHSIP Consumer Survey also is
widely used in the public sector. This instrument served as part of the basis for
the Experience of Care and Health Outcomes Survey developed by Harvard
University and adapted by the National Committee for Quality Assurance
(NCQA) for use as part of the Healthplan Employer Data and Information Set
(HEDIS) performance measure set. Implementation of MHSIP’s standards and
products is facilitated by the voluntary participation of staff from all state
mental health agencies and by states’ receipt of federal grants that have pro-
moted the development of their data system infrastructures (Smith et al., 2004).

State data infrastructure grants SAMHSA has supported states in applying
IT to improve health care for mental conditions through its State Data
Infrastructure Grant program. Through this program, states are adopting
common data and information technology standards, with a focus on im-
proving information from local providers so that states can report data on
the characteristics and performance of their mental health systems. As of
2005, 58 states and territories had received these grants, and the resulting
data are being reported to the federal government (SAMHSA, 2005a).
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Behavioral Health Data Standards Workgroup (BHDSW) SAMHSA re-
cently convened an ad hoc work group to develop consensus on issues
related to data standards for behavioral health. The work group shares its
topical expertise on data standards in behavioral health care, apprises rel-
evant groups in the behavioral health care field of activities and trends in
national data standards, facilitates and coordinates efforts to influence na-
tional data standards, and supports the implementation of data standards
in the behavioral health care field.

Uniform Reporting System (URS) for block grant reporting under perfor-
mance partnership grants SAMHSA’s Center for Mental Health Services
(CMHS), in collaboration with state mental health agencies, developed the
URS—a set of 23 performance measures for the states derived from admin-
istrative data and consumer surveys. Through the State Data Infrastructure
Grants, the infrastructure needed to report these performance measures is
being built. The 10 national outcome measures (see Chapter 5) defined by
SAMHSA as critical performance measures for all agency grantees are a
subset of the URS measures.5

EHRs and personal health records CMHS is currently implementing a con-
tract to develop prototypes of an EHR and a personal health record (PHR)
for consumers of mental health services. As an initial phase of this work,
the contractor is reviewing work already under way in the field in both the
public and private sectors. The direction of the EHR work is toward a core
set of common data standards and interoperability among ongoing sys-
tems. The PHR work will center on consumer-operated websites for nego-
tiating and evaluating local systems of care, as well as on collaboration
with consumer and family groups to develop the content for a PHR. The
contractor is also examining examples of the local health information in-
frastructure necessary to operate such systems.6

Substance abuse information system The Services Accountability Improve-
ment System (SAIS) of SAMHSA’s Center for Substance Abuse Treatment
(CSAT) is an online, web-based information system used by all of SAMHSA’s
substance abuse treatment grantees to input data about their projects that
can be used for improved project oversight. In addition, training and tech-
nical assistance are provided to grantees on the collection of Government
Performance and Results Act (GPRA) data, with SAIS serving as a data

5Personal communication, Ronald Manderscheid, Chief, Survey and Analysis Branch,
CMHS, SAMHSA, on July 27, 2005.

6Personal communication, Ronald Manderscheid, Chief, Survey and Analysis Branch,
CMHS, SAMHSA, on July 27, 2005.
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entry point for GPRA data collection. Moreover, SAIS currently serves as a
data repository for more than 600 grantees, giving CSAT the capacity to
report on populations served; types and locations of activities supported;
effectiveness across programs for particular populations; and the charac-
teristics and effectiveness across programs of activities related to national,
subpopulation, and geographic area data and trends. The SAIS data also
help improve clinical treatment programs and inform decisions on the in-
tensity of monitoring, technical assistance needs, and funding requests. The
feedback grantees receive from the system helps them evaluate and en-
hance their performance. In addition, the system is able to report on em-
ployment, involvement in the criminal justice system, and living situation
among substance users; social, behavioral, and psychological consequences
of drug and alcohol use; and other, related performance data.7

Drug Evaluation Network System (DENS) DENS (Carise et al., 1999),
initially funded through the Office of National Drug Control Policy, was
designed to serve as a national electronic treatment-information system,
providing practical and timely clinical and administrative information on
patients entering into substance-use treatment throughout the nation. The
system also was designed to serve individual treatment programs by per-
forming an electronic, standardized clinical admission assessment on every
client entering treatment at the site. The questions within DENS are from
the Addiction Severity Index (ASI), since it has been well tested and vali-
dated in many settings, and it is in the public domain and available without
charge or restriction. Program staff administer the ASI interview and record
the answers given on a lap-top computer. The raw ASI data are automati-
cally transformed into a Joint Commission on Accreditation of Healthcare
Organizations (JCAHO)-approved assessment, biopsychosocial narrative,
and treatment plan for use by the program counselors (saving about 3
hours of work), and the raw data are automatically transmitted (without
personal identifiers) to a server. Program-level summary reports are also
available for directors on a quarterly basis. DENS has been in continuous
operation at more than 100 experimental sites since 2003 and is now
operational in more than 250 other sites. The Department of Veterans
Affairs and many state and city systems use DENS.

Nationwide summit on behavioral health information management and
the NHII SAMHSA and SATVA held a working summit in September
2005 to define a strategy for behavioral health information management
and its role within the NHII. This summit provided an initial opportunity

7Personal communication, Mady Chalk, PhD, Director, Division of Services Improvement,
CSAT, SAMHSA, on July 28, 2005.
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for leaders of major stakeholder groups and national organizations to dis-
cuss such a strategy. The National Coordinator of Health Information
Technology delivered the keynote address, thus beginning work on one of
the summit’s aims—incorporating behavioral health data and policy con-
cerns into the NHII.

Private-Sector Initiatives

Mental Health Corporations of America This industry trade association
for more than 100 leading community behavioral health organizations na-
tionwide is working with SATVA in a joint effort to develop best-practice
guidelines for selecting software, contracting with software vendors, and
implementing information systems and EHRs.

The Davies Award This award is given annually by the Health Information
Management Systems Society to a small number of organizations in recog-
nition of their outstanding efforts to implement EHRs. In 2000, the award
was extended to include behavioral health care organizations. Since that
time, one such organization has received an honorable mention and another
has won the award.

Unique Characteristics of M/SU Services with Implications for the NHII

As discussed in Chapter 2, M/SU health care has several features that
distinguish it from general health care. Two of these features have implica-
tions for the development of the NHII: the particular importance of privacy
concerns (discussed more fully in Chapter 5) and the fact that much care for
M/SU conditions is delivered by or through the auspices of entities that are
not primarily health care organizations, such as schools and child welfare
agencies (also discussed in Chapter 5).

Need to Balance Privacy Concerns with Data Access

The privacy of M/SU treatment data is a sensitive issue, in part because
of the stigma and discrimination described in Chapter 3. More broadly, this
issue is grounded in people’s common inclination to regard their most
personal and intimate experiences, thoughts, and feelings as private and not
readily shared outside of trusted relationships. Consequently, and as dis-
cussed more fully in Chapter 5, consumer data pertaining to M/SU treat-
ment services are more protected than most general and other specialty
health care data. These protections are reflected in federal and state regula-
tions governing the disclosure of information related to health care for
mental or substance-use conditions (detailed in Appendix B). While these
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regulations help assure consumers of M/SU services that their privacy will
be protected, they also can create barriers to accessing data and complicate
coordination of care, especially with respect to the use of EHRs and elec-
tronic networks. Public policy must balance the sometimes competing pri-
orities of respect for data privacy and facilitation of appropriate data access
to support care coordination.

Many privacy regulations address the exchange of paper-based infor-
mation, although some, such as those contained in HIPAA, address data in
electronic formats. However, none of these regulations explicitly address
the more recently proposed and innovative components of the NHII,
such as:

• Regional health information organizations (RHIOs) that will pro-
vide electronic networks containing data elements essential to care coordi-
nation and accessible by diverse participating health care organizations in a
defined geographic region.

• PHRs that are consumer controlled, incorporate selected data ele-
ments from existing health records, and include data a consumer may
choose to add for service providers’ attention.

Work is under way on formulating, developing, and implementing RHIOs
(such as the Connecting for Health Initiative discussed above) and PHRs as
components of the NHII. The National Committee on Vital and Health
Statistics has received testimony on the new types of privacy challenges that
will be generated by the NHII and on how these challenges should be
addressed (Newman, 2005).

Care Delivered by or Through Non–Health Care Sectors

As discussed in Chapter 5, much M/SU health care is delivered by or
through agencies not typically considered part of the health care sector. In
particular, the education system delivers the majority of mental health
services to children. The welfare and criminal justice systems also are in-
volved in the delivery of much M/SU health care. How are services deliv-
ered in schools to be captured in the NHII? Will the NHII capture data only
on services that generate a claim or encounter form? Should schools have
access to the clinical information on the NHII about their students? What
special confidentiality provisions might apply to children served through
the welfare system? Can or should the welfare system have access to data
on the NHII? These and similar questions need to be addressed in the
design of the NHII so it will capture the data needed for effective care
coordination while protecting patient privacy.
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BUILDING THE CAPACITY OF CLINICIANS
TREATING MENTAL AND SUBSTANCE-USE

CONDITIONS TO PARTICIPATE IN THE NHII

The utility to the M/SU health care field of the above system-level
initiatives to build information infrastructure will ultimately depend upon
the capacity of M/SU health care clinicians and organizations to fully
utilize the NHII and accompanying technologies as they develop. The less
well developed IT infrastructure among M/SU health care clinicians and
organizations, the small size of many M/SU clinicians’ practices, the more
diverse M/SU workforce, and financial considerations are likely to impede
the ability of these providers to participate in the NHII and must be
addressed.

Less Use of Information Technology Among M/SU Providers

M/SU health care generally has less well developed information systems
compared with general health care (Trabin and Maloney, 2003). SATVA
testified to the committee that more complex billing, reimbursement, and
regulatory reporting requirements for M/SU health care have required treat-
ment providers (individual clinicians, group practices, community mental
health centers, and treatment facilities) to focus the use of IT on billing and
other functions unrelated to quality of care (Paton, 2004).

With respect to substance-use treatment providers, telephone inter-
views conducted in 2003 with a random sample of 175 directors of inpa-
tient/residential, outpatient, and methadone maintenance programs across
the nation revealed that approximately 20 percent of programs had no
information services of any type, e-mail, or even voice mail for their
phone systems. Fifty percent had some form of computerized administra-
tive information system for billing or administrative record keeping, but
their information services were typically available only to administrative
staff. Thirty percent of the programs—mostly those that were part of a
larger hospital or health systems—had seemingly well-developed informa-
tion systems; however, only 3 of the 175 treatment programs had an
integrated clinical information system for use by the majority of their
treatment staff (McLellan et al., 2003). Part of the problem is the many
M/SU clinicians practicing independently or as part of small group prac-
tices, as discussed below. The size of health care provider organizations
has been shown to be related to the uptake of IT. As noted earlier, for
example, use of EHRs is typically found in larger health care organiza-
tions (Brailer and Terasawa, 2003).
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Many Mental Health and Substance-Use
Clinicians in Solo or Small Practices

Many mental health clinicians report that “individual practice” is ei-
ther their primary or secondary8 employment setting (Duffy et al., 2004)
(see Chapter 7). This has substantial implications for these clinicians’ up-
take and use of IT. A 2000–2001 nationally representative telephone survey
of physicians involved in direct patient care in the continental United States,
for example, found wide variation in IT adoption across physician prac-
tices, with practice setting, especially size, being a much more important
determinant of adoption than age of provider, practice location (metropoli-
tan or nonmetropolitan area), or type of specialty. In examining IT adop-
tion for five clinical functions—obtaining treatment guidelines, exchanging
clinical data with other physicians, accessing patient notes, generating treat-
ment reminders for physicians, and writing prescriptions—the survey found
that the vast majority of patients were treated in physician practices lacking
significant IT support for patient care. One-quarter of all physicians were in
practices with no computer or other form of IT support for any of the five
functions, and another quarter had IT support for just one function. Among
the five functions examined, physicians were most likely to report that IT
was used in their practice to access treatment guidelines (53 percent) (Reed
and Grossman, 2004).

The survey further found that nearly 60 percent of physicians in tradi-
tional practice settings—solo, small groups with up to 50 physicians, or
practices owned by hospitals—reported that their practice used IT for no
more than one of the five clinical functions. Highest levels of IT support for
patient care were found in staff- and group-model health maintenance
organization (HMO) practices, followed by medical school faculty prac-
tices and large group practices. IT support varied to a lesser extent among
primary care and medical and surgical specialists; some differences remained
after controlling for practice setting, location, and physician age.

Psychiatrists as a group had statistically significant lower rates of IT
support for patient care compared with all physicians, although psychia-
trists practicing in hospitals, in staff/group HMOs, in medical schools, or as
part of large (>50) group practices had significantly higher IT support than
those in traditional practice settings.9 The authors theorize that the differ-

8Many mental health practitioners work in multiple settings. For example, 60 percent of
full-time psychiatrists reported working in two or more settings in 1998, as did 50 percent of
psychologists, 20 percent of full-time counselors, and 29 percent of marriage/family therapists
in 2002. Rates were higher for part-time counselors (Duffy et al., 2004).

9E-mail communication, Joy Grossman, PhD, Center for Studying Health System Change,
on November 4, 2005.
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ences in adoption by practice setting can be explained by larger groups’ and
HMOs’ readier access to capital and administrative support staff, the abil-
ity to spread acquisition and implementation costs among more physicians,
and active physician leadership in IT adoption (Reed and Grossman, 2004).

Data and observations from experts in the use of information systems
among managed behavioral health care organizations support this premise.
With respect to administrative (as opposed to clinical) IT applications, smaller
providers in behavioral health care have lagged behind in use of electronic
claims submission (Trabin and Maloney, 2003). Consistent with this obser-
vation, the survey of substance-use treatment providers described above found
that although approximately 20 percent of surveyed programs had no infor-
mation services of any type, e-mail, or even voice mail for their phone system,
most of those that were part of larger hospital or health systems (approxi-
mately 30 percent of the sample) had access to well-developed clinical infor-
mation systems, e-mail, and Internet services (McLellan et al., 2003).

The Center for Studying Health System Change has suggested that be-
cause barriers to IT adoption appear to be greatest for smaller practices,
policy incentives for the uptake of IT may need to pay particular attention to
those barriers. According to the center, direct grants or loans to acquire IT
and strategies to lower the cost of IT may be especially successful approaches
for smaller practices; some have advocated a government-sponsored funding
mechanism, similar to the Hill-Burton Act for hospitals, to provide capital for
IT to physicians and other providers (Reed and Grossman, 2004).

Diverse Types of Health Care Providers

Crossing the Quality Chasm notes that the health care workforce overall
is highly variable in terms of IT-related knowledge and experience, and prob-
ably also in terms of receptivity to learning or acquiring these new skills
(IOM, 2001). This is likely to be equally or more so the case with respect to
M/SU clinicians because of their greater variability in education and training
(see Chapter 7). Information system executives at six major managed behav-
ioral health organizations and one HMO interviewed in 1999 reported a
wide gap between their organization’s interest in and readiness to adopt IT
and that of their providers, as well as low acceptance of various technologies
among clinical providers. For example, the managed behavioral health orga-
nizations and HMO reported that they could not require electronic transmis-
sion of claims and other forms because too few providers had the necessary
skills and equipment to comply (Trabin and Maloney, 2003).

Varied Reimbursement and Reporting Requirements

Treatment providers, many of whom, as noted, are in solo or small
group practices, must respond to varied and complex reimbursement and
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reporting requirements. With respect to substance-use treatment providers,
for example, the telephone interviews conducted in 2003 with a random
sample of 175 directors of inpatient/residential, outpatient, and methadone
maintenance programs across the nation found that most of the programs
had contracts with multiple managed care organizations and state agencies
(e.g., justice, welfare), each requiring different data. Several programs re-
ported that the data requirements of all these agencies required 2–4 hours
of data collection per admission, and these administrative data were the
only information collected by 30 percent of programs. Programs further
indicated that “almost none” of these administrative data were clinically
useful or employed in program planning. Staff described their collection as
“just paperwork” (McLellan et al., 2003).

Simplifying these requirements will necessitate action across states—by
insurers and/or by multiple state agencies. The committee calls attention to
the need for a mechanism to examine variations in billing and reporting
requirements and for efforts to reduce this variation to the extent possible
across states and localities.

Financial Issues

Crossing the Quality Chasm (IOM, 2001) notes that deployment of IT
requires a significant financial investment. Capital is needed by providers to
purchase and install new technology (typically accompanied by temporary
disruptions in patient care); specialized training and education are needed
as well. With respect to EHRs, in two recent reports (IOM, 2003, 2004) the
IOM has recommended that both public- and private-sector purchasers
consider linking provider incentives to the acquisition of EHRs that possess
the capabilities outlined by the IOM.

The strategic framework developed by the federal government also
proposes three strategies for countering financial barriers to the adoption of
EHRs: incentivizing the adoption of EHRs, reducing the risk of EHR in-
vestment, and supporting EHR diffusion in rural and underserved areas.
Potential incentive mechanisms identified in the framework include incor-
porating support for EHRs in grants or contracts to regions, states, and
communities for local IT infrastructure; making available low-interest loans
for IT adoption; reimbursing for the use of EHRs; and incorporating EHR
use in pay-for-performance projects (Thompson and Brailer, 2004).

INTEGRATING HEALTH CARE FOR MENTAL
AND SUBSTANCE-USE CONDITIONS INTO THE NHII

The committee concludes that strong actions are needed to involve
M/SU health care organizations, systems of care, and treatment providers
quickly and directly in efforts to create the NHII, including initiatives to (1)
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develop EHR systems with decision-support capabilities, (2) design a secure
platform for the exchange of patient information across health care set-
tings, and (3) develop data standards that will make shared information
understandable to all users. To this end, the committee makes the following
recommendations.

Recommendation 6-1. To realize the benefits of the emerging National
Health Information Infrastructure (NHII) for consumers of M/SU
health care services, the secretaries of DHHS and the Department of
Veterans Affairs should charge the Office of the National Coordinator
of Health Information Technology and the Substance Abuse and Men-
tal Health Services Administration to jointly develop and implement a
plan for ensuring that the various components of the emerging NHII—
including data and privacy standards, electronic health records, and
community and regional health networks—address M/SU health care
as fully as general health care. As part of this strategy:

• DHHS should create and support a continuing mechanism to en-
gage M/SU health care stakeholders in the public and private sec-
tors in developing consensus-based recommendations for the data
elements, standards, and processes needed to address unique as-
pects of information management related to M/SU health care.
These recommendations should be provided to the appropriate
standards-setting entities and initiatives working with the Office
of the National Coordinator of Health Information Technology.

• Federal grants and contracts for the development of components
of the NHII should require and use as a criterion for making
awards the involvement and inclusion of M/SU health care.

• The Substance Abuse and Mental Health Services Administration
should increase its work with public and private stakeholders to
support the building of information infrastructure components
that address M/SU health care and coordinate these information
initiatives with the NHII.

• Policies and information technology infrastructure should be used
to create linkages (consistent with all privacy requirements) among
patient records and other data sources pertaining to M/SU ser-
vices received from health care providers and from education, so-
cial, criminal justice, and other agencies.

Recommendation 6-2. Public- and private-sector individuals, including
organizational leaders in M/SU health care, should become involved in,
and provide for staff involvement in, major national committees and
initiatives working to set health care data and information technology
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standards to ensure that the unique needs of M/SU health care are
designed into these initiatives at their earliest stages.

Recommendation 6-3. National associations of purchasers—such as
the National Association of State Mental Health Program Directors,
the National Association of State Alcohol and Drug Abuse Directors,
the National Association of State Medicaid Directors, the National
Association of County Behavioral Health Directors, the American
Managed Behavioral Healthcare Association, and the national Blue
Cross and Blue Shield Association—should decrease the burden of vari-
able reporting and billing requirements by standardizing requirements
at the national, state, and local levels.

Recommendation 6-4. Federal and state governments, public- and
private-sector purchasers of M/SU health care, and private foundations
should encourage the widespread adoption of electronic health records,
computer-based clinical decision-support systems, computerized pro-
vider order entry, and other forms of information technology for M/SU
care by:

• Offering financial incentives to individual M/SU clinicians and
organizations for investments in information technology needed
to participate fully in the emerging NHII.

• Providing capital and other incentives for the development of vir-
tual networks to give individual and small-group providers stan-
dard access to software, clinical and population data and health
records, and billing and clinical decision-support systems.

• Providing financial support for continuing technical assistance,
training, and information technology maintenance.

• Including in purchasing decisions an assessment of the use of in-
formation technology by clinicians and health care organizations
for clinical decision support, electronic health records, and other
quality improvement applications.

With regard to recommendation 6-1, calling for the implementation of
a plan to ensure that the emerging NHII will address health care for mental
and substance-use conditions as fully as it does general health care, the
committee again (see Chapter 5) calls attention to the diverse confidential-
ity laws created by states pertaining to the sharing of patient information
on mental health care and to federal laws governing the sharing of informa-
tion on substance-use diagnosis and treatment. These laws have substantial
implications for the sharing of electronic information, just as they do for
the sharing of information in other media. The committee therefore under-
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scores the importance of its recommendations in Chapter 5 regarding the
sharing of information on the part of providers of M/SU health care and the
importance of eliminating inappropriate legal, regulatory, and administra-
tive barriers to such communications:

Recommendation 5-1. To make collaboration and coordination of pa-
tients’ M/SU health care services the norm, providers of the services
should establish clinically effective linkages within their own organiza-
tions and between providers of mental health and substance-use treat-
ment. The necessary communications and interactions should take place
with the patient’s knowledge and consent and be fostered by:

• Routine sharing of information on patients’ problems and phar-
macologic and nonpharmacologic treatments among and between
providers of M/SU treatment. . . .

Recommendation 5-2. To facilitate the delivery of coordinated care by
primary care, mental health, and substance-use treatment providers,
government agencies, purchasers, health plans, and accreditation orga-
nizations should implement policies and incentives to continually in-
crease collaboration among these providers to achieve evidence-based
screening and care of their patients with general, mental, and/or
substance-use health conditions. The following specific measures should
be undertaken to carry out this recommendation: . . .

• Federal and state governments should revise laws, regulations, and
administrative practices that create inappropriate barriers to the
communication of information between providers of health care
for mental and substance-use conditions and between those pro-
viders and providers of general care.

The committee also emphasizes that developing an effective mechanism
to engage M/SU treatment stakeholders in the public and private sectors in
the development of consensus recommendations for the entities and initia-
tives working with ONCHIT will require an ongoing commitment of re-
sources from DHHS. This commitment will enable an ongoing process
whereby the M/SU field can identify informatics needs pertaining to M/SU
health care whose inclusion in the evolving IT initiative is important. Some
of this work may already be under way. Following up on the President’s
New Freedom Commission on Mental Health, in July 2005 SAMHSA an-
nounced plans to develop a strategy for implementing innovative technol-
ogy in the mental health field. SAMHSA plans to convene a consensus
development work group, including ONCHIT and other public- and
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private-sector experts and stakeholders, to review the current status of
telemedicine, information technology, Internet technology, and electronic
decision-support tools in health care; examine the current status of imple-
mentation of these tools in mental health; and prepare key recommenda-
tions for immediate next steps in technology support for mental health
services. SAMHSA also plans to explore the creation of a Capital Invest-
ment Fund for Technology to work with states in the design and implemen-
tation of an EHR and information system (SAMHSA, 2005b). These efforts
should ensure the inclusion of both public- and private-sector issues and
substance-use as well as mental health care in the ongoing IT initiative.

With respect to the recommendation that public- and private-sector
individual and organizational leaders in health care for M/SU conditions
become involved in national initiatives to set health care data and informa-
tion technology standards, the committee notes that several public- and
private-sector organizations and initiatives could illuminate key informa-
tion and technology needs for M/SU health care that should be incorpo-
rated in the NHII. The 25 years of experience of the MHSIP and its regional
users groups is an invaluable resource that can inform the NHII initiative.
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7

Increasing Workforce Capacity for
Quality Improvement

Summary

The health care workforce treating mental and/or substance-use
(M/SU) conditions is not equipped uniformly and sufficiently in
terms of knowledge and skills, cultural diversity and understanding,
geographic distribution, and numbers to provide the access to
and quality of M/SU services needed by consumers. This has long
been the case and has been persistently resistant to change despite
recurring acknowledgments of the problems and repeated
recommendations for major improvements to address them.

Although similar to those that afflict the general health care
workforce, these problems require special attention in the M/SU
workforce not only because of the high prevalence and serious
consequences of M/SU problems and illnesses (see Chapter 1),
but also because of the great variation in the types of clinicians
licensed to diagnose and treat M/SU conditions and substantial
variations in their training. In contrast to general health care, in
which the diagnosis and treatment of medical conditions are typically
provided by physicians, individuals licensed to diagnose and treat
M/SU problems and illnesses include a wide range of practitioners—
psychologists, psychiatrists, primary care and specialist physicians,
social workers, psychiatric nurses, marriage and family therapists,
addiction therapists, and a wide variety of counselors (e.g.,
psychosocial rehabilitation, school, addiction, and pastoral counselors),
many of whom are licensed to provide M/SU services in independent
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practice. These practitioners are trained apart from each other—
in different schools by different faculties, with curriculums
encompassing few if any core competencies and little interdisciplinary
training. Further, despite the wide variety of theories and therapies
that have been developed to deal with M/SU problems and illnesses
(see Chapter 4), there are no mechanisms in place to ensure that
any given clinician has been adequately educated and trained to
offer any specific therapy. Such a process is essential to the provision
of safe, effective, and efficient care. The wide variety of provider
types and treatments makes it difficult to provide consumers of
M/SU health care with information on the competencies of any
particular practitioner and to assist them in finding the right
clinician for help, a key element of patient-centered care. Variations
in state licensing requirements further complicate efforts to reduce
inappropriate variations in care.

There is a long history of short-lived and unheeded commissions,
expert panels, reports, and recommendations to improve the capacity
and quality of the M/SU workforce. Reports dealing with the
general health care workforce typically have failed to address the
unique issues in M/SU health care. Those that have done so have
addressed either mental health or substance use, but not both.
Substance use, despite its magnitude and high rate of comorbidity
with mental health problems, is often neglected in the professional
training of all the major mental health disciplines and the training
received by primary health care practitioners as well. Training
does not sufficiently emphasize the advances made in evidence-
based practice for treatment of mental and substance-use conditions,
nor does it include enough content on self-help groups, community
systems of support, and social services. Teaching methods across
all the schools in which the M/SU disciplines are trained vary
substantially as well, reflecting little cognizance of the advances
that have been made in evidence-based teaching methods and
lifelong learning.

Past recommendations calling for changes in the curriculums
and methods for educating and training M/SU practitioners have
typically been ignored. As a result, there continues to be a large
gap between what is known, what is taught, and therefore what
is done in practice. Sustained, multiyear attention and resources
have been applied successfully to the education and training of
physicians and nurses through the Council on Graduate Medical
Education and the National Advisory Council on Nurse Education
and Practice. A similar sustained, multiyear strategy, as well as
action by institutions of higher education, licensing boards, accrediting
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bodies, the federal government, and purchasers, is needed to increase
the M/SU workforce’s competencies to deliver high-quality care.

CRITICAL ROLE OF THE WORKFORCE AND
LIMITATIONS TO ITS EFFECTIVENESS

Previous reports of the Institute of Medicine (IOM) and other authori-
tative bodies have documented the critical roles played by the health care
workforce in the delivery of high-quality health care. Crossing the Quality
Chasm identifies the health care workforce as the health system’s most
important resource, and critical to improving the quality of care (IOM,
2001). All of the recommendations of the previous chapters—providing
patient-centered, safe, effective, and coordinated care and taking advan-
tages of the opportunities offered by information technology—require a
workforce sufficient in numbers, with the necessary competencies, and en-
abled by the environments in which they practice to deliver care consistent
with these competencies. However, the entire health care workforce—
including those who provide care for mental and substance-use conditions—
faces numerous obstacles to delivering high-quality care. These include a
shortage and geographic maldistribution of workers (see Box 7-1), work
environments that thwart clinicians’ delivery of quality health care (AHRQ,
2003; IOM, 2004b), a lack of ethnic diversity and cultural expertise (IOM,
2004a) (see Box 7-2), outdated education and training content and methods
(IOM, 2003), state-to-state variation in scopes of practice and assurance of
competency, and concerns about legal liability (IOM, 2001).

Although the M/SU health care workforce faces all of the same prob-
lems as the health care workforce overall, building its capacity to deliver
higher-quality care for M/SU conditions is particularly problematic because
of the greater variety of types of M/SU health care providers and an even
greater variation in how they are educated, licensed, and certified/creden-
tialed for practice. While recognizing the importance of such problems as
workforce shortages, geographic maldistribution, and insufficient diversity
that afflict the M/SU and general health care workforces alike, this chapter
focuses on the special problems resulting from the greater diversity of the
M/SU health care workforce, their varying education and training, and the
difficulties of delivering high-quality patient care in the solo practices that
are more typical among those who treat M/SU conditions.

GREATER VARIATION IN THE WORKFORCE
TREATING M/SU CONDITIONS

Caregivers who provide care to individuals with M/SU problems and
illnesses, like those who care for those with general health care problems
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BOX 7-1 Workforce Shortages and Geographic Maldistribution

Shortages and maldistribution of M/SU treatment professionals, as in the general
health care workforce, are a major and long-recognized problem. In 1999, the
Surgeon General’s report on mental health stated: “The supply of well-trained
mental health professionals is inadequate in many areas of the country, especially
in rural areas. Particularly keen shortages are found in the numbers of mental
health professionals serving children and adolescents with serious mental disor-
ders, and older people” (DHHS, 1999:455). Echoing this statement, in 2003 the
President’s New Freedom Commission on Mental Health reported: “In rural and
other geographically remote areas, many people with mental illnesses have inad-
equate access to care [and] limited availability of skilled care providers. . .” (New
Freedom Commission on Mental Health, 2003:51).

Despite recognition of the problem and various attempts to motivate people to
work in underserved areas, however, little progress has been made. In the east
south central region of the United States (Alabama, Kentucky, Mississippi, and
Tennessee), for example, there are 8.2 psychiatrists per 100,000 population, com-
pared with 22.1 per 100,000 in the mid-Atlantic region (New Jersey, New York,
and Pennsylvania). Similarly, there are 53.0 psychologists per 100,000 people in
New England, compared with 14.4 per 100,000 in the west south central states,
such as Arkansas, Oklahoma, and Texas (Duffy et al., 2004). Shortages of clini-
cians with expertise in caring for certain groups, such as children and adolescents
(Koppelman, 2004) and older adults (New Freedom Commission on Mental
Health, 2003), also persist nationwide. This variation reflects the historical tenden-
cy of highly skilled professionals to locate in urban areas (Morris et al., 2004).

Similar problems in the substance-use treatment workforce have been docu-
mented. Low salaries are accompanied by high turnover rates in both managerial
and clinical positions (McLellan et al., 2003). This situation can compromise con-
tinuity of care for patients and also threatens to leave the field without a leadership
infrastructure through which advances in care can be infused. Moreover, the
stigma experienced by individuals with substance-use illnesses is sometimes felt
by their treatment providers (Kaplan, 2003).

and illnesses, include licensed clinicians; unlicensed, paid providers (both
certified and uncertified); volunteers; and the patient’s family and informal
supports. The roles of patients and their families in care and illness manage-
ment, as well as those of individuals in recovery who offer peer and recov-
ery support services, are addressed in Chapter 3. In this chapter we focus on
the role of the licensed M/SU treatment workforce.1

1Although the role of unlicensed and voluntary care providers is substantial and important,
the committee focuses here on licensed caregivers because the education and oversight struc-
tures for unlicensed voluntary caregivers are less well developed at present. Moreover, the
committee believes that a well-trained and -educated licensed and credentialed workforce,
through its leadership and modeling of best-care practices such as patient-centered care, can
do much to strengthen the knowledge, skills, and abilities of the unlicensed workforce and
volunteer supports.
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BOX 7-2 Insufficient Workforce Diversity

Like the health care workforce overall (IOM, 2004a), the M/SU workforce does not
reflect the increasing ethnic and cultural diversity of the population it serves. At the
beginning of the 1900s, only one of every eight Americans identified himself or
herself as a race other than “white.” At the end of the century, one of four did so,
as the white population grew more slowly than every other racial/ethnic group.
Increasing diversity accelerated in the latter half of the century. From 1970 to
2000, the population of races other than “white” or “black” grew considerably, and
by 2000 was comparable in size to the black population. The black population
represented a slightly smaller share of the total U.S. population in 1970 than in
1900, while the Hispanic population more than doubled from 1980 to 2000. The
racial/ethnic composition of the U.S. population according to the 2000 census was
as follows: 75.1 percent white, 12.3 percent black, 3.6 percent Asian or Pacific
Islander, 0.9 percent American Indian or Alaska Native, 5.5 percent claiming a
race other than those already cited, and 2.4 percent claiming two or more races.
Individuals (of any race) claiming Hispanic origin constituted 12.5 percent of the
U.S. population (Hobbs and Stoops, 2002).

Despite this increasing diversity and decades of concern about the failure of
the health care workforce to reflect it, there are still far too few minority M/SU
professionals. The 2001 supplement to the Surgeon General’s report on mental
health, Mental Health: Culture, Race, and Ethnicity, stated: “Racial and ethnic
minorities continue to be badly underrepresented, relative to their proportion of the
U.S. population, within the core mental health professions—psychiatry, psychol-
ogy, and social work, counseling, and psychiatric nursing” (DHHS, 2001:167). The
President’s New Freedom Commission on Mental Health echoed that observation:
“Racial and ethnic minorities are seriously under-represented in the core mental
health professions [and] . . . many providers are inadequately prepared to serve
culturally diverse populations, and investigators are not trained in research on
minority populations” (New Freedom Commission on Mental Health, 2003:50).
Similarly, members of the substance-use treatment workforce do not reflect the
gender, racial, and ethnic composition of those they treat (Mulvey et al., 2003).

As noted above, clinicians licensed to diagnose and treat M/SU prob-
lems and illnesses are uniquely varied. Although the diagnosis and treat-
ment of general health conditions are typically limited to physicians,
advanced practice nurses, and physician assistants,2 M/SU health care clini-
cians include psychologists, psychiatrists, other specialty or primary care
physicians, social workers, psychiatric nurses, marriage and family thera-
pists, addiction therapists, psychosocial rehabilitation therapists, sociolo-
gists, and a variety of counselors with different education and certifications

2Dentists, chiropractors, and podiatrists also are licensed to diagnose and treat, but typi-
cally within prescribed domains.
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(e.g., school counselors, pastoral counselors, guidance counselors, and drug
and alcohol counselors), each with differing education and training.

The effect on clinical practice of this variation in provider types and in
the corresponding education and training is unknown; however, variation
in the education and training of different types of physicians who deliver
care for mental illnesses has been shown to result in variations in the quality
of care (Young et al., 2001). Also, although many different therapies have
been developed for M/SU problems and illnesses (see Chapter 4), there is no
mechanism in place to ensure that any given clinician has been adequately
educated and trained to offer any specific therapy. Such a process is essen-
tial to the delivery of safe, effective, and efficient care. The wider variety of
provider types also has implications for the ability to provide consumers
with the information they need to select a clinician to help them—a key
element of patient-centered care—as it is difficult to provide consumers
with information on the competencies of any individual practitioner and to
guarantee a uniform, safe level of abilities across all types of clinicians.

In spite of this, no mechanisms exist for routinely capturing adequate
information on the characteristics of the M/SU workforce comparable to,
for example, the National Sample Survey of Registered Nurses regularly
conducted by the National Advisory Council on Nurse Education and Prac-
tice. Moreover, administrative data routinely collected as part of health
care claims or billing do not include a code for provider type. Although it
may not be necessary to capture this information in general health care, in
which the great majority of billing clinicians are physicians, the failure to
do so for M/SU services neglects a substantial opportunity to learn about
the M/SU workforce and its patterns of care. The Substance Abuse and
Mental Health Services Administration (SAMHSA) has organized periodic
efforts to collect data on mental health practitioners (see Table 7-1) (Duffy
et al., 2004), but the information collected is incomplete, collected inconsis-
tently across professions, and insufficient for policy and workforce analy-
sis. This and the few other available data sources provide only limited
information about specialty and general health care clinicians providing
M/SU treatment services.

Specialty Mental Health Providers

Specialty mental health providers include psychiatrists, psychologists,
and psychiatric nurses possessing formal graduate degrees in mental health.
They also include social workers, counselors, nurses, and therapists who
either have received additional, specialized training in treating mental prob-
lems and illnesses prior to their professional practice, or have chosen to
practice in a mental health care setting and gained advanced knowledge in
treating mental problems and illnesses through experience (West et al.,
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2001). Individuals with more severe mental illnesses are more likely to
receive care from specialty mental health providers (Wang et al., 2000).
Psychiatrists, for example, are likely to treat individuals with illnesses such
as schizophrenia and bipolar disorder (West et al., 2001). SAMHSA’s most
recent estimates of the numbers of clinically trained and clinically active3

mental health personnel are shown in Table 7-1.

Specialty Substance-Use Treatment Providers

Data on the specialty substance-use treatment workforce overall are
sparse; no database systematically collects such data (Kaplan, 2003).
SAMHSA’s 1996–1997 Alcohol and Drug Services study (Phase I) pub-
lished in 2003 (SAMHSA, 2003) collected data on the credentials of staff
working in a national inventory of hospital, residential, and outpatient
substance-use treatment facilities and programs (Mulvey et al., 2003). How-
ever, subsequent national surveys of substance-use treatment services have not
collected data on staff licensure and certification (SAMHSA, 2004), and in
studies of the health care workforce overall, “the addiction treatment work-
force is generally overlooked” (McCarty, 2002:1). Experts also note the
paucity of data on the preparation of this workforce (Morris et al., 2004).

3“Clinically trained” personnel include those who, because of formal training and experi-
ence, could provide direct clinical care for mental health conditions, whether or not they do
so. “Clinically active” personnel are those actively providing such care.

TABLE 7-1 Estimated Number of Clinically Active (CA) or Clinically
Trained (CT) Mental Health Personnel and Rate per 100,000 Civilian
Population in the United States, by Discipline and Year

Rate per 100,000
U.S. Civilian Reporting

Discipline Number Population Year

Counseling 111,931 (CA) 49.4 2002
Psychosocial Rehabilitation 100,000 (CT) 37.7 1996
Social Work 99,341 (CA) 35.3 2002
Psychology 88,491 (CT) 31.1 2002
Marriage and Family Therapy 47,111 (CA) 16.7 2002
Psychiatrya 38,436 (CT) 13.7 2001
School Psychology 31,278 (CT) 11.4 2003
Psychiatric Nursing 18,269 (CT) 6.5 2000
Pastoral Counseling Data not available

aBased on clinically active psychiatrists in the private sector; excludes residents and fellows.
SOURCE: Duffy et al., 2004.
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It is known, however, that the specialty substance-use treatment
workforce includes individuals from all of the above mental health profes-
sions (IOM, 1997) but is predominantly composed of counselors (McLellan
et al., 2003). In 1998 approximately half of the staff delivering substance-
use treatment services in about 13,000 outpatient clinics was licensed as
substance-abuse counselors. The remainder were about equally composed
of unlicensed counselors and “other” professionals who were predomi-
nantly master’s-level social workers, mental health counselors, marriage
and family therapists, and psychologists with no certification or licensure as
substance-use treatment providers; these “other” professionals also included
psychiatrists and specialty-certified primary care physicians and nurses
(Harwood, 2002). A more recent 2003 survey of 175 directors of inpatient/
residential, outpatient, and methadone maintenance programs across the
nation also found that apart from counselors, very few professional disci-
plines were represented among the treatment staff of these programs. With
respect to program directors, 15 percent had no college degree; 58 percent
had a bachelor’s degree, and 20 percent had a master’s degree. One pro-
gram was under the direction of a physician (McLellan et al., 2003).

General Medical/Primary Care Providers

M/SU problems and illnesses are also treated by general internists,
family medicine physicians, pediatricians, other medical specialists, and
advanced practice nurses who have not been certified as mental health or
substance-use treatment specialists and are delivering primary or specialty
health care in office-based practices, clinics, acute general hospitals, and
nursing homes. These providers are often the first point of contact for many
adults with mental problems or illnesses. There is also some evidence that
they are consumers’ preferred point of first contact for care: the majority of
consumers initially turn to their primary care providers for mental health
services (Mickus et al., 2000), and use of general medical providers for
treatment of M/SU problems and illnesses increased more than 150 percent
between 1990–1992 and 2001–2003—a significant shift away from other
sectors of care (Kessler et al., 2005). An equal (DHHS, 1999) or greater
(Wang et al., 2000) number of adults with M/SU problems and illnesses
receive care from general medical providers relative to specialty mental
health providers in a given year. Primary care physicians and physician
specialists other than psychiatrists also prescribe the majority of psychotropic
medications (Pincus et al., 1998). However, there also is evidence that the
care provided by general, primary care physicians is less often consistent
with clinical practice guidelines than that provided by psychiatrists
(Friedmann et al., 2000; Young et al., 2001).
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The diversity of professions and disciplines within the M/SU
workforce has implications for quality of care. First, it is difficult for
consumers to know which type of clinician has the best knowledge and
skills to provide them with the safest, most effective, and most efficient
care. This might not be a problem if all types of practitioners had a
minimum level of competency and the special added competencies of the
different types of clinicians were reliably known. This however, is not the
case, as discussed in the next section. Professional licensure and ongoing
assurance of competencies in specific therapies involve many different
bodies. Experts in the education of the M/SU workforce report that
prelicensure education is uneven, as are licensure standards and the use of
postlicensure competency evaluation mechanisms (Daniels and Walter,
2002; Hoge, 2002; Hoge et al., 2002).

PROBLEMS IN PROFESSIONAL EDUCATION AND TRAINING4

Providers in the above multiple disciplines, many of whom are licensed
to practice independently, differ in the amounts of education and training
they receive prior to professional practice. The content of the education
they receive and the places in which they are educated also differ. This
section reviews these variations, as well as deficiencies in the professional
education of the M/SU workforce overall.

Variation in Amounts and Types of Education

Psychiatry

Eligibility for board certification in psychiatry requires 4 years of col-
lege, 4 additional years of medical education leading to a medical degree,
followed by a minimum of 4 years of residency training.

Psychology

Although the doctoral degree in psychology is the standard educational
path for independent clinical practice, individuals with a master’s degree in
psychology also can practice under the direction of a doctorally prepared

4This section incorporates content from a paper commissioned by the committee on “Work-
force Issues in Behavioral Health,” by John A. Morris, MSW, Professor of Clinical Neuropsy-
chiatry and Behavioral Science at the University of South Carolina School of Medicine; Eric
N. Goplerud, PhD, Research Professor at the School of Public Health and Health Services at
George Washington University Medical Center; and Michael A. Hoge, PhD, Professor of
Psychology (in Psychiatry) at Yale University School of Medicine.
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psychologist, or independently as school psychologists or counselors (Ameri-
can Psychological Association, 2003; Duffy et al., 2004). To become a
licensed clinical psychologist, graduates from doctoral programs also must
complete supervised postdoctoral training (Olvey and Hogg, 2002). Prac-
ticing as a school psychologist requires a minimum of a master’s degree,
followed by additional training leading toward certification or licensure at
the state level or nationally by the National Association of School Psycholo-
gists (Morris et al., 2004).

Social Work

Although social workers can practice with a bachelor’s, master’s, or
doctoral degree, the Master of Social Work (MSW) is considered the
routine degree for practitioners and is the most common academic re-
quirement for licensure. Obtaining an MSW degree usually requires 2
years of postundergraduate study and field placements/practica (Morris et
al., 2004).

Psychiatric Nursing

Individuals may become a registered nurse (RN) through three different
educational pathways: a 2-year program leading to an associate’s degree
(AD) in nursing, a 3-year program (usually hospital-based) leading to a
diploma in nursing, or a 4-year college or university program leading to a
bachelor’s degree in nursing. Those completing all of these programs are
eligible to take the RN licensing examination after graduation. Psychiatric
nurses may have this basic level of education or a graduate degree. Specialty
certification for psychiatric nurses at all levels is provided by the American
Nurses Credentialing Center. Psychiatric nurses are certified at both the
basic (“C” after RN) and advanced (“CS” or “BC” after RN) levels. The
majority of psychiatric nurses are prepared at the basic level of education;
advanced-level certification requires that the nurse have either a master’s or
doctoral degree. Many nurses working in psychiatric settings do not have
advanced certification in psychiatric nursing (Morris et al., 2004).

Counseling

The master’s degree is the most common practice degree in counseling
and enables licensure as a counselor. Accredited graduate programs require
a minimum of 72 quarter hours or 48 semester hours of postundergraduate
study leading to a master’s degree. Doctoral degree programs usually re-
quire a minimum of 2 additional years of study (Morris et al., 2004).
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Marriage and Family Therapy

Marriage and family therapists are trained in three different ways:
master’s degree (requiring 2–3 years of postundergraduate training); doc-
toral program (requiring 3–5 years of postundergraduate training); or a
postgraduate clinical training program following training in psychology,
psychiatry, social work, nursing, pastoral counseling, or education (Morris
et al., 2004).

Pastoral Counseling

Persons credentialed as clinical pastoral counselors are either ordained
or otherwise recognized by identified groups of religious faith and have
completed a course of study approved by the Association for Clinical Pasto-
ral Counseling. There are only 2,812 certified pastoral counselors nation-
wide, making them one of the smallest specialty provider groups in mental
health (Morris et al., 2004).

Psychosocial Rehabilitation

Psychosocial rehabilitation is an approach to working with individuals
with severe mental illnesses to teach them the skills they need to achieve
their goals for living in the community. This type of care typically includes
some combination of residential services, training in community living skills,
socialization services, crisis services, case management, vocational rehabili-
tation, and other related services. Educational options for psychosocial
rehabilitation workers are diverse and range from training following high
school to an associate’s, bachelor’s, master’s, or doctoral degree in psycho-
social rehabilitation. Recent statistics indicate that 2 percent of these
workers have a doctoral degree, 24 percent a master’s degree, 13 percent
some college or an associate’s degree, and 22 percent a high school diploma
(Duffy et al., 2004).

Substance-Use Treatment Counseling

As described above, most of the substance-use treatment workforce
consists of counselors. The composition of this workforce is shifting from
those whose expertise is experience-based (from their personal experience
with substance-use problems or illnesses and recovery) to those with more
formal education at the graduate level (McCarty, 2002). However, a repre-
sentative survey of all state-recognized substance-use treatment programs
found that 26 percent of counselors did not have a bachelor’s degree, 32
percent possessed a bachelor’s degree only, and 42 percent possessed a
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master’s degree (none possessed a doctoral degree). And 39 percent of these
counselors were clinically supervised by individuals who themselves lacked
a graduate degree. This survey did not distinguish between counselors with
and without a license/certification (Mulvey et al., 2003). A 1998 survey of
staff delivering substance-use treatment services in approximately 13,000
outpatient clinics nationally found that 54 percent of unlicensed counselors
had fewer than 4 years of college; in contrast, a master’s degree was
possessed by 56 percent of licensed counselors and 82 percent of “other
behavioral health professionals” (Harwood, 2002). This higher level of
formal education may not necessarily provide greater knowledge and ex-
pertise in providing effective care, however. Graduate programs in social
work and psychology, for example, often do not provide specialized train-
ing in treatment of alcohol- and other drug-use problems and illnesses
(Straussner and Senreich, 2002) and have a number of other limitations.

Deficiencies in Professional Education

The education of all health professionals is deficient in a number of
areas and has not kept pace with advances in knowledge and changes in the
delivery of health care (IOM, 2001, 2003), despite an IOM call that:

All health professionals should be educated to deliver patient-centered
care as members of an interdisciplinary team, emphasizing evidence-based
practice, quality improvement approaches, and informatics (IOM,
2003:3).

Leaders in the education of clinicians to treat M/SU conditions testify
that the educational preparation of this workforce does not address many
of these areas adequately. For example, not all M/SU clinicians are edu-
cated about evidence-based care or receive training in the use of evidence-
based clinical practice guidelines (Manderscheid et al., 2001). Without edu-
cation in the use of such guidelines, these clinicians may be more committed
to schools of practice than to providing the best therapy for a given patient
(Jackim, 2003). The varying education of the different provider types dis-
cussed above results in differences in clinicians’ theoretical orientations and
therapeutic approaches, as well as in the professional journals they read
and the professional organizations to which they belong. The result is little
cross-fertilization of knowledge and skills across provider types, and few
common standards of care and agreed-upon core competencies that tran-
scend the borders of the separate schools of thought in which M/SU health
care clinicians are trained.

Experts in the education of M/SU clinicians also report that graduate
education is inadequately grounded in the scientific evidence base for treat-
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ments and that some professional education and training programs have
been reluctant to incorporate clinical practice guidelines in traditional class-
room content as well as clinical education placements (Hoge et al., 2002).
Moreover, quality improvement strategies have received little attention in
M/SU education (Morris et al., 2004). Similarly, despite the need for
interprofessional collaboration described in Chapter 5, graduate training in
M/SU health care continues to be conducted in single-discipline silos with
little interdisciplinary coordination. Multispecialty training, such as that
involving both mental health and primary care providers, also remains
infrequent (Hoge et al., 2002).

Further, available information shows that there is no agreed-upon level
of competency within any profession (or across professions) with respect to
providing M/SU health care. Graduate training has not kept pace with
changes in health care delivery, and the achievement of expected educa-
tional outcomes has not been demonstrated (Hoge et al., 2002). Recent
changes in the licensing examination for nurses have decreased the content
devoted to psychosocial issues, which some fear will encourage nursing
schools to weaken mental health content in their curriculums (Poster, 2004).
There also is strong evidence that education of all clinicians inadequately
addresses substance-use problems and illnesses despite their high rates of
co-occurrence with mental problems and illnesses.

Little Assurance of Competencies in Discipline-Specific and
Core Knowledge

A primary concern regarding M/SU clinicians’ education and training is
the general absence of clearly specified competencies that students are to
develop and a process for routinely assessing whether those competencies
have actually been achieved. Leaders in the education of M/SU health care
clinicians cite a historical reluctance in some professional education and
training programs to require students to demonstrate competence in spe-
cific treatments, and note that general M/SU graduate education does not
guarantee competence in advanced or specialized skills. As a result, it is
recommended that training programs specify the minimum competencies
expected of their graduates and verify that these competencies have been
achieved (Hoge et al., 2002).

Multiple organizations are in various (mainly early) stages of develop-
ing discipline-specific, population-specific, or subject matter-specific com-
petencies for clinicians providing health care for mental or substance-use
conditions. However, these competencies have not yet been adopted as
standards of professional practice, and together represent a not-yet-finished
“patchwork quilt” of competencies. Moreover, still less attention has been
directed to developing and implementing strategies for assessing the extent
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to which students and current members of the workforce possess or prac-
tice these competencies (Hoge et al., 2005a).

Leaders in M/SU education and clinical care also have called for certain
knowledge, skills, and attitudes (i.e., core competencies) to be addressed by
the education of all clinicians providing M/SU health care. Such competen-
cies include, for example, detecting co-occurring mental and substance-use
problems and illnesses, and avoiding the stigmatizing attitudes and prac-
tices of health care providers that obstruct patients’ self-management of
their illness and recovery, as described in Chapter 3. Several initiatives have
been undertaken to develop and implement core competencies, including
two for those treating substance use and one for those treating mental
conditions. But these initiatives (described below) have not yet fully taken
hold.

Addiction Counseling Competencies: The Knowledge, Skills, and Attitudes
of Professional Practice In 1995, the National Curriculum Committee of
the Addiction Technology Transfer Center program, a nationwide training
system supported by SAMHSA’s Center for Substance Abuse Treatment
(CSAT), reached agreement on core competencies for addiction counseling
across professional groups that may treat people with substance-use prob-
lems and illnesses. The resulting document, Addiction Counseling Compe-
tencies: The Knowledge, Skills, and Attitudes of Professional Practice, iden-
tifies the basic knowledge and attitudes required for all disciplines in the
addiction field, as well as those necessary for the professional practice of
addiction counseling (clinical evaluation; treatment planning; referral; ser-
vice coordination; counseling; client, family, and community education;
documentation; and professional and ethical responsibilities, each with its
own set of competencies). The goal is for every addiction counselor and
every specialty treatment facility to possess every competency, regardless of
setting or treatment model (Addiction Technology Transfer Centers Na-
tional Curriculum Committee, 1998; Hoge et al., 2005a).

Interdisciplinary Project to Improve Health Professional Education in Sub-
stance Abuse This 5-year cooperative project of the Health Resources and
Services Administration (HRSA), the Association for Medical Education
and Research in Substance Abuse (AMERSA), and CSAT produced (1) a
strategic plan for interdisciplinary faculty development to prepare the gen-
eral health professions workforce to provide care for substance-use prob-
lems and illnesses, (2) an interdisciplinary faculty development program to
improve the educational curriculums for general health care professionals,
and (3) an infrastructure to support faculty development in substance-use
treatment. The initiative also produced a set of core and discipline-specific
knowledge, attitudes, and competencies needed by health professionals to



300 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

effectively identify, intervene with, and refer patients with substance-use
problems and illnesses (Haack and Adger, 2002). Transmission of this set
of knowledge, attitudes, and competencies to the workforce was initiated
by the Multi-Agency INitiative on Substance abuse TRaining and Educa-
tion for AMerica (Project MAINSTREAM), which provided trainers to
train interdisciplinary faculty (Samet et al., 2006). The students trained by
these faculty enter the workforce with the knowledge and skills needed to
provide care for individuals and communities dealing with substance-use
problems and illnesses.

Annapolis Coalition on Behavioral Health Workforce Education The
Annapolis Coalition on Behavioral Health Workforce Education (Annap-
olis Coalition) grew out of a 2001 conference convened by the American
College of Mental Health Administration and the Academic Behavioral
Health Consortium, with funding from SAMHSA and the Agency for
Healthcare Research and Quality (AHRQ). The Annapolis Coalition
distilled recommendations from a substantial number of peer-reviewed
publications addressing the need for training reform in the M/SU treat-
ment field and subjected those recommendations to further vetting by
experts in the field by preparing and distributing for comment of a series
of review papers (Daniels and Walter, 2002; Hoge et al., 2002), as well
as discussing the recommendations at a national summit of experts on
workforce development (Hoge and Morris, 2002). The result was a series
of 10 recommended best practices for improving the quality and rel-
evance of workforce education (Hoge et al., 2005a).

Paucity of Content on Substance-Use Care

Despite the frequency of co-occurrence of general medical, mental, and
substance-use problems and illnesses, many providers in each of these areas
receive little or no education in the others and their effects on the presenting
condition. According to the congressionally mandated study of the preven-
tion and treatment of co-occurring substance-use and mental conditions
(SAMHSA, undated:15), “Perhaps one of the most significant program-
level barriers, noted by consumers and family members as well as by
providers. . .is the lack of staff trained in treating co-occurring disorders.”
The limited content of substance-use education in most health professions
is evidence of this.

Physician education Medical students can be educated about substance-
use problems and illnesses in a variety of settings. During the first 2 years
of medical school, however, the subject is often integrated into standard
coursework; and separate courses on addiction medicine are rarely taught.
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During the final 2 years of medical school, students also may have some
experience with substance-use health care during required or elective clini-
cal rotations in internal medicine, family medicine, neurology, or psychia-
try. Overall, however, dedicated training in substance-use problems and
illnesses is rarely offered in medical schools. A 1998–1999 survey of the
Liaison Committee on Medical Education found that of the 125 accredited
U.S. medical schools, 95 percent provided training in substance-use health
care as part of a larger required course, 8 percent had a separate required
course, and 36 percent offered an elective course (Haack and Adger, 2002).
This current level of exposure of medical students to substance-use health
care issues has not given recent medical school graduates the confidence to
screen, assess, or provide needed interventions for these patients (Miller et
al., 2001; Saitz et al., 2002; Vastag, 2003).

With respect to residency training, a 1997 national survey of residency
program directors found that the percentage of programs with required
training in care for substance-use problems and illnesses ranged from 32
percent in pediatrics to 95 percent in psychiatry, with an average of 56
percent across all emergency medicine, family medicine, internal medicine,
obstetrics/gynecology, osteopathic medicine, pediatrics, and psychiatry resi-
dency programs. However, the survey found that even when there was
required curriculum content in substance-use health care, the median num-
ber of curriculum hours dedicated to the subject varied greatly, ranging
from 3 (emergency medicine and obstetrics/gynecology) to 12 (family medi-
cine). Psychiatry residency programs reported an average of 8 hours de-
voted to substance-use health care in their curriculums (Isaacson et al.,
2000). Even in preventive medicine residency training, most of the alcohol-,
tobacco-, and other drug-use training focuses solely on tobacco (Abrams
Weintraub et al., 2003).

Psychologist education Psychologists typically receive very little training
in or preparation for dealing with substance-use problems and illnesses.
Results of a 1994 survey indicated that although 91 percent of psycholo-
gists encountered substance-use problems or illnesses in their daily work,
74 percent had received no formal undergraduate or graduate coursework
in the subject, and slightly more than half (54 percent) had received no
training in substance-use conditions during their internships. Although few
had received such training as part of their formal education, 86 percent
subsequently acquired training in substance-use conditions through work-
shops, supervision, and other sources (Aanavai et al., 1999).

Social work education The Interdisciplinary Project to Improve Health
Professional Education in Substance Abuse found that most schools of
social work failed to provide students with a basic knowledge of alcohol-
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and drug-use issues. Moreover, when graduate schools of social work of-
fered a concentration or elective courses in the treatment of alcohol- and
drug-use problems and illnesses, most students did not take these courses,
and only a few schools of social work offered postgraduate training pro-
grams covering services for substance use. A significant factor contributing
to this is that the Council on Social Work Education, the national policy-
making body for social work education, does not mandate that curricu-
lums contain substance-use content (Straussner and Senreich, 2002).

Nursing education Data on the amount of education in substance-use health
care provided to nurses use are highly limited. The report of the Interdisci-
plinary Project to Improve Health Professional Education in Substance
Abuse (Naegle, 2002) includes only information from two surveys con-
ducted in 1987. The first found that undergraduate nursing curriculums
typically offered 1–5 hours of instruction in substance-use problems and
illnesses over 2–4 years of study, usually combined with other course
content, and focused primarily on definitions and descriptions of the phe-
nomena surrounding substance use and their health consequences. The
second study likewise found little content on substance-use problems and
illnesses incorporated into psychiatric nursing programs. A systematic re-
view of studies of chemical dependency training within schools of nursing,
covering the period 1966–1996, also found only a small number of studies,
which frequently were methodologically flawed. Despite these shortcom-
ings, the investigators concluded from the available data that schools of
nursing generally provided minimal exposure to important concepts related
to alcohol and drug dependence. Few classroom hours were dedicated to
alcohol and drug issues, and individual courses devoted to substance-use
problems and illnesses were rare. Clinical training also was neglected.
“Neither the scope nor intensity of clinical instruction was sufficient to
ensure that graduating nurses could effectively intervene with chemically
dependent patients” (Howard et al., 1997:54).

Counselor education Even among substance-use treatment counselors, the
duration and content of preprofessional training received by certified
substance-use counselors varies widely. A large proportion of alcohol and
other drug treatment counselors report receiving their counseling educa-
tion through associate’s degree and certificate programs at 2-year commu-
nity colleges. Little information exists on the quality of these programs, or
on programs offering higher levels of education. These programs typically
operate with little or no external review and accreditation (McCarty, 2002).
However, a 2000–2001 review of undergraduate programs based on pub-
lished catalogues and Internet sites found 260 programs listed on the
website of the National Association of Alcohol and Drug Abuse Counselors
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(NAADAC) as offering formal education in preparation for working as a
substance-use treatment practitioner. Approximately 55 percent of these
programs were at the community college or 2-year level, 13 percent at the
bachelor’s degree level, and 32 percent at the graduate level. Undergraduate
programs varied in their titles, the types of degrees awarded, the numbers
of credits and courses required for a degree, and in whether program gradu-
ates are prepared to function as counselors and be certified by states
(Edmundson, 2002).

Inadequate Faculty Development

Training health professionals to provide them with the knowledge and
skills needed to treat M/SU problems and illnesses requires not just strong
curriculum content, but also high-quality faculty to present that curriculum
who are well trained and knowledgeable about current effective M/SU
therapies, contemporary practice, and interdisciplinary care (Haack and
Adger, 2002; Hoge et al., 2002). Yet past deficiencies in the education of
those serving in faculty positions, particularly generalist clinicians (e.g.,
physicians, nurses), have resulted in insufficient numbers of qualified gener-
alist faculty to teach about M/SU health care issues even when curriculums
concerning these issues exist.

The Career Teachers Program (1972–1982), sponsored by the National
Institute on Alcohol Abuse and Alcoholism and the National Institute on
Drug Abuse, was one of the first multidisciplinary faculty development
programs in substance use health care for health professionals (Galanter,
1980). Over the course of this program’s existence, 59 career teachers
(faculty in medical and public health schools) were challenged to enhance
substance-use treatment education within their own professional schools.
This program was followed by faculty development programs sponsored by
federal agencies for medical, nursing, social work, public health, and psy-
chology faculty. Projects associated with these programs enriched the cur-
riculums of their respective schools and demonstrated that training pro-
viders, either community clinicians or emergency medicine residents, could
increase the extent to which they addressed patients’ unhealthy alcohol use
(D’Onofrio et al., 2002; Saitz et al., 2000). The continuing need for faculty
training programs is evident in the ongoing faculty development efforts of
the Association for Medical Education and Research in Substance Abuse
(Samet et al., 2006).

Summary

The above discussion illustrates that even when well-developed sets of
competencies (such as those of the Interdisciplinary Project to Improve
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Health Professional Education in Substance Abuse) exist, they often are not
incorporated into education programs. Licensing and credentialing are two
mechanisms used to assure the public that health care professionals are
competent to deliver services once they have completed their preprofessional
education. However, many of the core and discipline-, subject matter-, or
population-specific professional competencies discussed above have not
been adopted or incorporated into training programs, licensing standards,
or certification requirements. Until this happens, the promulgation of com-
petencies is likely to have limited impact (Hoge et al., 2005a). The variation
in competencies resulting from differences in preprofessional education is
compounded by state-to-state variation in licensing and credentialing, dis-
cussed next.

VARIATION IN LICENSURE AND
CREDENTIALING REQUIREMENTS

Licensing standards for the health professions are set by the states and
typically specify minimum standards for competency. In addition, the differ-
ent health professional associations, such as NAADAC—the Association for
Addiction Professionals, and the American Nurses Association,  frequently
establish independent certification or credentialing processes that formally
recognize an individual’s knowledge or competency in a specialized area. The
latter standards often go beyond the requirements for state licensure, al-
though there is some overlap as some states mandate credentialing as a part
of licensure for certain professions (IOM, 2003).

Taking psychologists as an example, all but four states require a doctoral
degree to practice clinical psychology independently; Alaska, Oregon, Ver-
mont, and West Virginia also license master’s-level clinicians to practice
independently. All states except California and Pennsylvania require degrees
to be from schools accredited by regional accrediting bodies; the two excep-
tions accept degrees recognized by state law. Mississippi and Oklahoma
require the degrees to be from programs accredited by the American Psycho-
logical Association. All states further require supervised experience prior to
independent practice, but the number of hours required varies. Most states
require 1,500–2,000 postdoctoral hours, but Delaware requires 3,000 and
Michigan and Washington 4,000 (Olvey and Hogg, 2002). Moreover, there
are variations in how individuals with a master’s degree in psychology can
practice across states. Twenty-six states and the District of Columbia do not
license master’s-level psychologists to practice independently. In the other
states, licensed master’s-level psychologists are variably restricted in their
scope of practice and amount of required supervision. Titles used in the states
for these licensed and master’s-prepared clinicians also vary; they include
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psychological associate, psychological technician, psychological assistant, reg-
istered psychological assistant, licensed master’s-level psychologist, certified
psychological associate, psychological examiner, licensed psychological prac-
titioner, psychologist associate, and others. The amount of supervision re-
quired varies from none to supervision of all practice activity. Requirements
for supervised experience pre- and postlicensure also vary (Association of
State and Provincial Psychology Boards, 2000).

Considerable variation exists as well in the certification of specializa-
tions provided by professional associations. Only a few state certification
boards, for example, use SAMHSA’s addiction counseling competencies as
the basis for their education and training requirements (Hoge et al., 2005a).
Although a number of states (e.g., New York, New Mexico, Arizona) are
moving toward the establishment of a required basic level of competency
for M/SU treatment providers who are offering integrated services, there
remain no uniform standards of competency across states.

The above variations in licensure standards and credentialing processes
contribute to the varying capacity of the M/SU workforce to deliver high-
quality health care.

INADEQUATE CONTINUING EDUCATION

Beyond the variations in education, licensing, and credentialing discussed
above, the rapidly expanding evidence base and broad range of specialized
populations and treatment settings make it unlikely that all clinicians (espe-
cially those newly licensed) will come to their place of employment possessing
the knowledge and skills needed to practice at a high level of expertise (Hoge
et al., 2002). Prelicensure or preemployment education cannot provide suffi-
cient frequency and diversity of experience (and sometimes offer no experi-
ence) in the performance of every therapeutic intervention appropriate for
every clinical condition seen in patients, especially as the breadth of knowl-
edge and technology expands. Practitioners, therefore, come to their initial
place of employment as novices without certain skills and knowledge—their
limited skill and expertise reflecting the limitations of time and experience in
their academic education and the sheer number of effective therapies. More-
over, it is obviously impossible for prelicensure education to teach students
about diagnostic and therapeutic advances not yet invented (IOM, 2004b).
Many of the health professions are thus grappling with the need to ensure the
continuing competency of licensed health professionals (IOM, 2003). Like
professional practice education, however, continuing education for health
professionals has been found lacking in content, methods, financing, and
organizational support.
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Content

Continuing education focuses on refining existing and developing new
skills, as well as mastering changes in the knowledge base and treatment
approaches. Unlike preservice education, which is organized around a formal
curriculum, continuing education is commonly self-directed by the practition-
er, who selects areas of interest to pursue (Daniels and Walter, 2002).

Few standards or guidelines govern the continuing education content
that providers choose to study. Continuing education requirements are set
principally by licensing and certification bodies, many of which are con-
trolled by the states. These requirements are generally nonspecific, outlin-
ing only the number of hours of continuing education that must be com-
pleted during a specified number of years in order to maintain licensure or
certification. While some states and disciplines mandate continuing educa-
tion in specific content areas, such as professional ethics (Daniels and
Walter, 2002), “the general absence of standards or guidelines regarding
content raises concern that many practitioners may never become educated
about critical, emerging issues in the field, such as patient safety” (Morris et
al., 2004:18), illness self-management (see Chapter 3), or the Chronic Care
Model (see Chapter 5).

A 2001 survey of the continuing education requirements for M/SU
disciplines set by the states for licensure renewal found a striking lack of
consistency in the requirements for a given professional discipline across
states, as well as in the requirements for different mental health disciplines
within states. The requirements for psychologists, for example, range from
zero hours of continuing education (11 states), to 12 hours per year
(Alabama), to 50 hours per year (Kansas) (Daniels and Walter, 2002).

Methods

As usually provided (i.e., in single-session events such as conferences,
lectures, workshops, and dissemination of written materials), continuing
education has been found to have little effect in changing clinical practice
(Davis et al., 1999). Teaching adult learners clearly requires different ap-
proaches; moreover, research has shown that not everyone learns the same
way. While many individuals learn well through reading, for example,
others learn better through approaches that allow them to use their motor
skills. Clinicians also can benefit from being taught individually, rather
than in a group, at a pace suited to their particular learning style (Lazear,
1991). Empirical support exists as well for education strategies such as
interactive sessions (role playing, discussion groups, and experiential prob-
lem solving); academic detailing, in which trained experts meet with pro-
viders in their practice setting; audit and feedback (Morris et al., 2004); use
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of information technology (IT) (IOM, 2003); and learning through decision
support at the point of care delivery.

The IOM’s report on health professions education (IOM, 2003) identi-
fies utilizing information technology to communicate, manage knowledge,
mitigate error, and support decision making as a core competency that
should be possessed by all health professionals. Proficiency in using IT can
also be an effective vehicle for continuing education. CD-ROM–based and
text-based programs can be used to provide individualized learning during
times when the clinician is not involved in direct patient care. Online learn-
ing also presents new opportunities for continuing education, and many
state licensing boards accept completion of online courses as satisfying at
least part of the continuing education requirements for license renewal
(Flanagan and Needham, 2003).

Learning can take place as well through clinical decision-support soft-
ware that integrates information on individual patients with a computer-
ized knowledge base to generate patient-specific assessments or recommen-
dations, thereby helping clinicians or patients make clinical decisions. In
general health care, clinical decision-support systems assist clinicians in
applying new information to patient care through the analysis of patient-
specific clinical variables. These systems vary in complexity, function, and
application; some but not all are computer based. According to AHRQ’s
evidence-based report Making Health Care Safer: A Critical Analysis of
Patient Safety Practices, the preponderance of evidence suggests that these
systems are at least somewhat effective, especially with respect to the pre-
vention of medical errors (Trowbridge and Weingarten, 2001). Although
such software is common in general health care, however, it is not highly
developed or widely available in M/SU health care (Morris et al., 2004).
Other decision supports (some “low tech”) include using memory/cognition
aids, such as protocols and checklists, and clinical pathways.

Financing

The financing of continuing education for M/SU practitioners has been
identified as a critical issue (Daniels and Walter, 2002). Pharmaceutical
companies have been a major source of funding for continuing education in
M/SU health care, but that support is being curtailed. Provider organiza-
tions, which historically have financed a large share of the continuing edu-
cation for their employees, also have substantially scaled back their training
departments, staff, and programs, as well as travel support for continuing
education conferences, as a result of severe budgetary pressures (IOM,
2004b; Morris et al., 2004).

The IOM report Keeping Patients Safe: Transforming the Work Envi-
ronment of Nurses shows that the issue of continuing worker education
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and training is not unique to the health care industry. In many industries,
the ongoing acquisition and management of knowledge by employees is
increasingly recognized as an essential responsibility of the employing orga-
nization. Organizations need to play an active role in managing their learn-
ing process and transferring knowledge quickly and efficiently to their
employees. This organizational role is critical to supporting the continuing
growth of clinicians’ knowledge and skills (IOM, 2004b).

In general health care, for example, hospitals with high retention of
nurses in the face of nursing shortages (“magnet hospitals”) are characterized
by the provision of high levels of postemployment training and education of
nursing staff, beginning with orientation and lasting several weeks to months
(McClure et al., 2002). Developing and managing human skills and intel-
lect—more than managing physical and capital assets—is increasingly recog-
nized as a dominant concern of managers in successful companies (Quinn,
1992). Given the career-long need for clinicians to maintain competency
through the acquisition of new knowledge and skills and the essential role of
health care organizations in helping to meet this need, Keeping Patients Safe
recommends that all health care organizations routinely dedicate a defined
portion of budgetary resources to support for staff in their ongoing acquisi-
tion and maintenance of knowledge and skills (IOM, 2004b).

Organizational Support

Extensive research has demonstrated that an individual’s possession of
required competencies by itself is not sufficient for safe and effective perfor-
mance in the workplace (IOM, 2004b). When the organization in which an
individual works does not support and reward competency, the worker is
not likely to display competency on an ongoing basis (Hoge et al., 2005b;
IOM, 2004b). In patient care, what matters is the clinician’s performance,
rather than the possession of necessary competencies. In the performance of
clinical competencies, organizational characteristics are equally or more
influential than individual education, training, and other characteristics
(IOM, 2004b). Advances in education for M/SU clinicians therefore need to
be coupled with efforts to help the organizations in which they work pro-
vide the culture and other practice supports that allow and promote compe-
tent performance (Hoge et al., 2005b).

In addition to the many problems discussed above, M/SU clinicians’
ability to provide high-quality care is compromised by their frequent isola-
tion from their peers and colleagues from other disciplines as a result of
working in individual, or solo, practices (discussed next). Solo practice does
not facilitate building the infrastructure needed to take up new knowledge
and store, collect, and share the clinical information required to deliver
high-quality collaborative patient care.
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MORE SOLO PRACTICE

Many mental health clinicians report that individual practice is either
their primary or secondary5 employment setting (Duffy et al., 2004) (see
Table 7-2).

Solo practice may impede the uptake of evidence-based practices and
other changes needed in treatment settings. For example, as discussed in
Chapter 6, the size of health care organizations has been shown to be
related to the uptake of IT. Use of electronic health records (EHRs), for
instance, is typically found in larger health care organizations (Brailer and
Terasawa, 2003), and the size of a practice has been found to be the main
determinant of IT adoption for five clinical functions—obtaining treatment
guidelines, exchanging clinical data with other physicians, accessing patient
notes, generating treatment reminders for physicians, and writing prescrip-
tions. Indeed, physicians in solo or two-person practices are more than
three times likelier to have limited IT support for patient care compared
with large group practices of more than 50 physicians (Reed and Grossman,
2004). Observations from experts in the use of information systems by
managed behavioral health care organizations support this conclusion.

With respect to administrative (as opposed to clinical) IT applications,
smaller M/SU providers lag behind in the use of electronic claims submis-
sion (Trabin and Maloney, 2003). Likewise, a random sample of 175 direc-
tors of inpatient/residential, outpatient, and methadone maintenance pro-

5Many mental health practitioners work in multiple settings. For example, 60 percent of
full-time psychiatrists reported working in two or more settings in 1998, as did 50 percent of
psychologists, 20 percent of full-time counselors, and 29 percent of marriage/family therapists
in 2002. Rates were higher for part-time counselors (Duffy et al., 2004).

TABLE 7-2 Percentage of Clinically Trained Specialty Mental Health
Personnel Reporting Individual Practice as Their Primary or Secondary
Place of Employment

Primary Secondary Reporting
Discipline Employment Employment Year

Psychiatry 37.0 18.0 1998
Psychology 38.0 28.0 2002
Social work 18.5 27.1 2000
Counseling 15.1 21.6 2002
Marriage/family therapy 34.9 28.5 2000

SOURCE: Duffy et al., 2004.
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grams across the nation found that approximately 20 percent of the pro-
grams had no information systems of any type, e-mail, or even voice mail
for their phone system. In contrast, most of those that were part of larger
hospital or health systems had access to well-developed clinical information
systems, e-mail, and Internet services (McLellan and Meyers, 2004). Most
public and private substance-use treatment programs are outside the pur-
view of medical facilities where such technology might be more available.
To the extent that other M/SU clinicians also provide care in solo or small
group practices, low adoption of IT to support clinical care may also be
present. Differences in IT uptake are theorized to reflect differences in
provider size: larger groups and health maintenance organizations (HMOs)
have readier access to capital and administrative support staff and the
ability to spread acquisition and implementation costs among more provid-
ers (Reed and Grossman, 2004).

Knowledge uptake and application require other resources for timely
identification of scientific advances and innovations. For example, as
described in Chapter 4, SAMHSA’s National Registry of Evidence-based
Programs and Practices contains such information, but if no one in the
care delivery organization has the time or responsibility to review this
registry of effective practices and provide the information to the organi-
zation, improvements in care delivery are less likely to occur. Large
organizations may have more capital resources and greater ability to
create mechanisms for carrying out such activities; solo or smaller prac-
tices may need to band together to achieve the economies of scale re-
quired for this purpose (Berwick, 2003). In a study of the adoption of
clinical practice guidelines for treatment of attention deficit hyperactiv-
ity disorder (ADHD), for example, having a solo practice was found to
be associated with a reduced likelihood of adopting the practice guide-
lines (Rushton et al., 2004).

Evidence shows that an organization will assimilate innovations more
readily if it is large, mature, functionally differentiated (i.e., divided into
semiautonomous departments and units), and specialized, with foci of pro-
fessional knowledge; if it has flexible resources to channel into new projects;
and if it has decentralized decision-making structures. Size is almost cer-
tainly a proxy for these characteristics (Greenhalgh et al., 2004).

USE OF THE INTERNET AND OTHER COMMUNICATION
TECHNOLOGIES FOR SERVICE DELIVERY

In addition to the telephone, communication technologies such as video
conferencing and the Internet are increasingly being used to evaluate, diag-
nose, and provide M/SU services to people who lack face-to-face access to
such services (Benderly, 2005) or prefer these other approaches. At a mini-
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mum, advances in use of Internet-mediated and other communication tech-
nologies require research on their effectiveness, specialized training of clini-
cians in their use, additional protection of consumer information, and
mechanisms for ensuring the competencies of those who provide such forms
of care.

Like consumers of general health care services (Baker et al., 2003),
many consumers of M/SU health care are already turning to the Internet to
obtain information and support from peers to help them manage their
M/SU problems and illnesses (Lamberg, 2003). Indeed, the Internet may be
especially useful to consumers of M/SU health care as a source of clinical
treatment. As some assert, “while face-to-face contact with patients is cer-
tainly desirable, the primary medium of treatment, psychotherapy, requires
no direct physical contact; many assessment and treatment services could
potentially be delivered, at least in part, over the Internet” (Flanagan and
Needham, 2003:312).

However, use of the Internet to deliver M/SU health care carries sev-
eral risks. One is the issue of the privacy and confidentiality of informa-
tion transmitted by patients over the Internet—information that, when
transmitted face to face and incorporated into the patient’s health record,
is subject to greater privacy protections than exist for general health care
(see Chapter 5 and Appendix B). Other concerns relate to questions about
the safety and effectiveness of Internet-based therapy compared with tra-
ditional face-to-face therapy, especially since the practitioner is unable to
observe the physical behaviors of the patient, which can inform experi-
enced clinicians. Moreover, practitioners providing face-to-face care must
be licensed by the state in which they practice—typically the same state in
which the patient resides. If a counselor in California delivers care to an
individual in Mississippi over the Internet, how is such a provider to be
credentialed—by the state in which he or she resides, in which the patient
resides, or both? The Internet makes delivery of services by a single prac-
titioner to individuals in all 50 states feasible. Should licensing be
required in all 50 states (Copeland and Martin, 2004; Flanagan and
Needham, 2003)? At present, “consumers are able to find licensed, and
for that matter unlicensed, professionals offering therapy. . .online” (Flan-
agan and Needham, 2003:313).

Despite these issues, there is no question that the communication tech-
nology exists to provide M/SU care and that people are willing to use it. For
the Internet, as for the telephone and video conferencing, providing care
that is clinically appropriate, therapeutically productive, and socially sup-
portive requires that practitioners address issues of the technological pa-
rameters of electronic service delivery, requisite systems for credentialing
and credential verification, and the appropriate balance between face-to-
face and electronic communications.
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LONG HISTORY OF WELL-INTENTIONED BUT
SHORT-LIVED WORKFORCE INITIATIVES

Most of the issues discussed above are not new; they have been ac-
knowledged for many years—some for decades. They have also been the
subject of many short-lived, ad hoc initiatives that overall have failed to
provide the sustained leadership, attention, resources, and collaboration
necessary to resolve them. A chronology of these efforts is provided below.
In the next section, the committee calls for a sustained, multiyear, collabo-
rative initiative to address these issues, modeled after those created for the
physician and nursing workforces.

1956. The American Psychiatric Association Committee on Medical
Education proposes a curriculum for teaching psychiatry in medical schools
and recommends that physician training develop “well-rounded physicians,
who, in their relationships with all patients, recognize the importance of
unconscious motivation, the role of emotional maladjustment in the ideol-
ogy and chronicity of illness, the emotional and personality problems en-
gendered by various illnesses; and who habitually see the patient in his
family and general environmental setting” (APA Committee on Medical
Education, 1956:128). The committee also recommends that during the
first 2 years, all medical students be exposed to themes of personality
growth, development, structure, and integration; adaptive needs; social and
cultural forces affecting personality and behavior; the role of language
and mentation; the role played by emotions and physiological functioning;
and psychopathology.

1961. In the final report of the Joint Commission on Mental Illness
and Health, titled Action for Mental Health, the commission makes the
following recommendation: “Child specialists offer a considerable poten-
tial for helping emotionally disturbed children, but in many cases lack
sufficient psychiatric orientation to capitalize on this potential. The Na-
tional Institute of Mental Health should provide support for resident train-
ing programs in pediatrics that make well-designed efforts to incorporate
adequate psychiatric information as a part of the pediatrician’s graduate
training. It should also provide stipends for pediatricians who wish to take
post-graduate courses in psychiatry. The aim is not to convert pediatricians
into psychiatrists, but to increase the mental patient care resources of the
community in which the pediatrician practices” (Joint Commission on
Mental Illness and Health, 1961:xiii).

1972. The National Association of Alcohol and Drug Abuse Counse-
lors is founded, in part to begin a national credentialing/certification pro-
gram for addiction counselors (NAADAC, 2005).

1972–1982. The Career Teachers Program is sponsored by the Na-
tional Institute on Alcohol Abuse and Alcoholism (NIAAA) and the Na-
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tional Institute on Drug Abuse (NIDA) as one of the first multidisciplinary
health professional faculty development programs in substance-use educa-
tion (Galanter, 1980).

1976. The Association for Medical Education and Research in Sub-
stance Abuse (AMERSA) is created to expand education in substance-use
health care for all health care professionals (Samet et al., 2006).

1976–1982. The National Institute of Mental Health Staff College is
created to enhance the effectiveness of the leaders of federally funded com-
munity mental health centers across the United States. It closes with a
change in administrations in Washington.

1978. The President’s Commission on Mental Health points out prob-
lems in the M/SU workforce and recommends several actions to address
them, including more systematic training for all mental health professions
in the social structures, beliefs, value systems, and patterns of various sub-
cultures, and how to work with individuals from these subcultures in
therapy. The commission also recommends multidisciplinary training to
address what it identifies as “problems of role-blurring, rivalries, and turf
battles” (President’s Commission on Mental Health, 1978:459). In addi-
tion, the commission reaffirms the need to provide training in administra-
tion in both the basic and continuing education curriculums of all mental
health professionals.

1978–1986. A 5-year doctorate in mental health at the University of
California-Berkeley and the University of California-San Francisco Medi-
cal School is initiated. The program aims to develop a new profession
combining three main areas of knowledge—biological science, psycho-
logical science, and social science—in a clinical curriculum, with the goal
of unifying the way behavioral health professionals are trained (Waller-
stein, 1991).

1979. NIAAA initiates a State Manpower Development Program to
provide categorical grant funding to each of the state alcoholism authorities
for the development of a manpower plan and training of treatment provid-
ers. The program ends in 1982 when its funding is incorporated into block
grants to states (IOM, 1990).

1984. NIAAA publishes core competencies and credentialing standards
for counselors treating alcohol dependence (Birch and Davis Associates,
1984).

1990. The IOM documents the “serious lack of accurate, timely data
at the national level” on the workforce treating alcohol-use problems and
illnesses and notes: “This lack of data compromises efforts to plan for
future training and professional needs. Fundamental questions for each of
the disciplines involved cannot be answered. . . .As a consequence it is not
possible to formulate a forward-looking workforce training policy” (IOM,
1990:131).



314 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

1993. SAMHSA issues Workforce Training and Development for Men-
tal Health Systems.

1999. Mental Health: A Report of the Surgeon General again docu-
ments the inadequate supply of well-trained mental health professionals,
especially those serving children and adolescents and individuals with se-
vere mental illnesses, and those providing specific forms of psychotherapy
effective for many types of mental illnesses (DHHS, 1999).

2000. SAMHSA’s National Treatment Plan Initiative for Improving
Substance Abuse Treatment calls for a National Workforce Development
Office to secure valid, nationwide workforce data to guide policy making
and support development of the substance-use treatment workforce at the
national level. That office’s efforts would address the implementation of
core competency guidelines, credentialing standards, and other education
and training activities (SAMHSA, 2000).

2001–2002. The American College of Mental Health Administration
(ACMHA) and the Academic Behavioral Health Consortium (ABHC) ini-
tiate the Annapolis Coalition on Behavioral Health Workforce Education
to build national consensus on the nature of the problems facing the M/SU
treatment workforce and improve the quality and relevance of their educa-
tion and training. The coalition’s findings and recommendations are pub-
lished in 2002 (Adams and Daniels, 2002; Daniels and Walter, 2002; Hoge,
2002; Hoge and Morris, 2002; Hoge et al., 2002).

2002. The HRSA–AMERSA–SAMHSA/CSAT Interdisciplinary Project
to Improve Health Professional Education in Substance Abuse issues a
strategic plan to enable the nation’s health professions workforce to care
for individuals with substance-use problems and illnesses. The plan makes
12 recommendations for the Secretary of DHHS, the U.S Surgeon General,
other federal agencies, and agencies and organizations in the public and
private sectors, calling for, in part, the creation of a Secretary’s Advisory
Committee on Health Professions Education on Substance-Use Disorders; a
Surgeon General’s report on the state of substance abuse prevention and
treatment, similar to the Surgeon General’s report on mental health; the
convening of a national forum on health professions education on
substance-use disorders; the creation of national centers of excellence for
leadership in interdisciplinary faculty development; and other mechanisms
to strengthen workforce competencies in substance-use health care (Haack
and Adger, 2002).

2003. In its report Health Professions Education: A Bridge to Quality,
the IOM makes 10 recommendations for improving all health professions
education to support improvements in health care quality (IOM, 2003).

2003. The President’s New Freedom Commission on Mental Health
(2003) reports that “the Commission heard consistent testimony from con-
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sumers, families, advocates, and public and private providers about the
‘workforce crisis’ in mental health care. Today, not only is there a shortage
of providers, but those providers who are available are not trained in
evidenced-based and other innovative practices. This lack of education,
training, or supervision leads to a workforce that is ill-equipped to use the
latest breakthroughs in modern medicine” (p. 70). The commission further
states that the mental health field needs “a comprehensive strategic plan to
improve workforce recruitment, retention, diversity, and skills training”
and calls on DHHS to “initiate and coordinate a public-private partnership
to undertake such a strategy” (p. 75).

2004. The Annapolis Coalition on Behavioral Health Workforce Edu-
cation convenes a national meeting that generates 10 consensus recommen-
dations to guide the development of M/SU health care workforce compe-
tencies (Hoge et al., 2005a).

2005. SAMHSA contracts with the Annapolis Coalition on the Behav-
ioral Health Workforce to develop a national strategic plan on workforce
development by December 2005.

NEED FOR A SUSTAINED COMMITMENT
TO BRING ABOUT CHANGE

Some changes have taken place as result of the initiatives described
above. In general, however, M/SU health care professionals are trained the
way they have been for many years, and problems such as maldistribution
and the lack of representation of minorities in the workforce have improved
only slightly, if at all. Despite significant efforts, attempts to train non-
psychiatric physicians to do a better job of caring for people with M/SU
problems and illnesses have not been particularly effective. Broader efforts
to bring about similar changes in the M/SU treatment workforce overall
have had similar results.

The committee finds, as others have before, that without a properly
trained, culturally relevant, and appropriately distributed M/SU health care
workforce, significant improvements in the quality of care are not likely.
The committee further finds that the problems that attenuate the effective-
ness of the M/SU health workforce in America are so complex that they
require an ongoing, priority commitment of attention and resources, as
opposed to the short-term, ad hoc initiatives that have often characterized
responses to the problem in the past. As noted above, the committee recom-
mends that the approach used to educate and train other key providers
(physicians and nurses) in the health care workforce, as described below, be
employed to marshal the sustained attention, collaboration, and resources
needed to produce a stronger M/SU health care workforce.
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Council on Graduate Medical Education

The Council on Graduate Medical Education (COGME) was autho-
rized by Congress in 1986 to “provide an ongoing assessment of physician
workforce trends, training issues and financing policies, and to recommend
appropriate federal and private sector efforts to address identified needs”
(HRSA, 2002). Council members include “representatives of practicing
primary care physicians, national and specialty physician organizations,
international medical graduates, medical student and house staff associa-
tions, schools of medicine and osteopathy, public and private teaching
hospitals, health insurers, business, and labor. Federal representation in-
cludes the Assistant Secretary for Health, the U.S. Department of Health
and Human Services (DHHS); the Administrator of the Centers for Medi-
care and Medicaid Services; and the Chief Medical Director of the Veterans
Administration.” COGME advises and makes recommendations to the Sec-
retary of DHHS; the Senate Committee on Health, Education, Labor and
Pensions; and the House of Representatives Committee on Commerce.

The charge to COGME is broader than its name implies. Its authoriz-
ing legislation requires its advice and recommendations to address the fol-
lowing (HRSA, 2002):

• The supply and distribution of physicians in the United States.
• Current and future shortages or excesses of physicians in specialties

and subspecialties.
• Related federal policies, including the financing of undergraduate

and graduate medical education programs and the types of medical educa-
tion and training in the latter programs.

• Efforts to be carried out by hospitals, educational institutions, and
accrediting bodies with respect to these matters, including changes in un-
dergraduate and graduate medical education programs.

• Improvements needed in databases concerning the supply and dis-
tribution of, and postgraduate training programs for, physicians in the
United States and steps that should be taken to eliminate those deficiencies.

COGME periodically studies and issues reports on these issues that have
been influential in health care policy arenas. While these reports have some-
times been controversial (Phillips et al., 2005), they have been successful in
focusing national attention on the issues and stimulating policy responses.

National Advisory Council on Nurse Education and Practice

The National Advisory Council on Nurse Education and Practice
(NACNEP) was established as the Advisory Council on Nurse Training in
1964 and renamed in 1988. It similarly advises the Secretary of DHHS and
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the U.S. Congress on policy issues related to the nursing programs adminis-
tered by HRSA’s Bureau of Health Professions Division of Nursing, includ-
ing nurse workforce supply, education, and practice improvement. Among
its reports are the following: Basic Registered Nurse Workforce, National
Informatics Agenda for Nursing Education and Practice, Collaborative
Education to Ensure Patient Safety, A National Agenda for Nursing Work-
force Racial/Ethnic Diversity, Federal Support for the Preparation of the
Nurse Practitioner Workforce through Title VIII, and Federal Support for
the Preparation of the Clinical Nurse Specialist Workforce through Title
VIII.

The efforts of COGME and NACNEP have resulted in a number of
accomplishments in workforce development. With respect to furthering
interdisciplinary education and practice, for example, the two worked
together to produce the report Collaborative Education to Ensure Patient
Safety (COGME and NACNEP, 2000), which makes recommendations
pertaining to faculty development, quality improvement, interdisciplinary
collaboration, and competency development. These recommendations fos-
tered cooperative agreements with public and private nonprofit entities that
were cosponsored by HRSA’s nursing and medicine divisions (NACNEP,
2002).

Recommendations

To secure sustained attention and resources for the development of the
M/SU treatment workforce similar to what has been accomplished for the
physician and nurse workforces, the committee makes the following recom-
mendations:

Recommendation 7-1. To ensure sustained attention to the develop-
ment of a stronger M/SU health care workforce, Congress should au-
thorize and appropriate funds to create and maintain a Council on the
Mental and Substance-Use Health Care Workforce as a public–private
partnership. Recognizing that the quality of M/SU services is depen-
dent upon a highly competent professional workforce, the council
should develop and implement a comprehensive plan for strengthening
the quality and capacity of the workforce to improve the quality of
M/SU services substantially by:

• Identifying the specific clinical competencies that all M/SU pro-
fessionals must possess to be licensed or certified and the compe-
tencies that must be maintained over time.

• Developing national standards for the credentialing and licensure
of M/SU providers to eliminate differences in the standards now
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used by the states. Such standards should be based on core com-
petencies and should be included in curriculums and education
programs across all the M/SU disciplines.

• Proposing programs to be funded by government and the private
sector to address and resolve such long-standing M/SU workforce
issues as diversity, cultural relevance, faculty development, and
continuing shortages of the well-trained clinicians and consumer
providers needed to work with children and the elderly; and of
programs for training competent clinician administrators.

• Providing a continuing assessment of M/SU workforce trends, is-
sues, and financing policies.

• Measuring the extent to which the plan’s objectives have been
met and reporting annually to the nation on the status of the
M/SU workforce.

• Soliciting technical assistance from public–private partnerships to
facilitate the work of the council and the efforts of educational
and accreditation bodies to implement its recommendations.

Recommendation 7-2. Licensing boards, accrediting bodies, and pur-
chasers should incorporate the competencies and national standards
established by the Council on the Mental and Substance-Use Health
Care Workforce in discharging their regulatory and contracting re-
sponsibilities.

Recommendation 7-3. The federal government should support the de-
velopment of M/SU faculty leaders in health professions schools, such
as schools of nursing and medicine, and in schools and programs that
educate M/SU professionals, such as psychologists and social workers.
The aim should be to narrow the gaps among what is known through
research, what is taught, and what is done by those who provide M/SU
services.

Recommendation 7-4. To facilitate the development and implementa-
tion of core competencies across all M/SU disciplines, institutions of
higher education should place much greater emphasis on interdiscipli-
nary didactic and experiential learning and should bring together fac-
ulty and trainees from their various education programs.

The committee calls particular attention to two components of recom-
mendation 7-1. First, the recommendation calls for a public–private part-
nership to address the problems plaguing the M/SU workforce. Federal
leadership can provide sustained national policy attention to these prob-
lems and unique influence with the educational institutions and their
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accreditors, licensing bodies, health professions associations, and health
care organizations that need to be engaged in resolving the issues involved.
At the same time, private-sector organizations such as AMERSA (Samet et
al., 2006) and, more recently, the Annapolis Coalition on Behavioral Health
Workforce Education can offer the expertise, collaboration, and flexibility
necessary to collect and analyze additional evidence that needs to be brought
to bear on these issues. Therefore, the committee strongly recommends that
the council seek out AMERSA and the Annapolis Coalition as partners in
this process.

Second, with respect to the portion of recommendation 7-1 that calls
for the Council on the Mental and Substance-Use Health Care Workforce
to provide “an ongoing assessment of M/SU workforce trends, issues, and
financing policies,” the committee underscores the paucity of comprehen-
sive and reliable data on the M/SU workforce that it encountered in con-
ducting this study. Thus the committee strongly recommends the inclusion
of a mechanism or mechanisms for collecting better data on the M/SU
workforce as a part of the process for assessing workforce trends and
issues.
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8

Using Marketplace Incentives to
Leverage Needed Change

Summary

The previous chapters identify areas in which change is needed
on the part of federal and state governments, health care organizations,
and individual clinicians, among others. The feasibility of many
of these changes depends on how accommodating the marketplace
is to them, particularly with respect to the ways in which purchasers
of mental and/or substance-use (M/SU) health care exercise their
marketplace roles.

The M/SU health care marketplace has some unique features
that distinguish it from the general health care marketplace. These
include the dominance of government (state and local) purchasers,
the frequent purchase of insurance for M/SU health care separately
from that for other health care (i.e., the use of “carve-out”
arrangements), the tendency of the private insurance marketplace
to avoid covering or to offer more-limited coverage to individuals
with M/SU illnesses, and government purchasers’ greater use of
direct provision and purchase of care rather than insurance
arrangements. Attending to these differences is essential if the
marketplace is to promote quality improvement in M/SU health
care. The committee recommends four ways of strengthening the
marketplace to this end.
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KEY FEATURES OF THE MARKETPLACE FOR MENTAL
AND SUBSTANCE-USE HEALTH CARE

People with mental and/or substance-use (M/SU) problems and illnesses
receive care from a range of provider organizations and individual clini-
cians—most often from private providers operating in market settings.
However, while the majority of individuals have their general and mental
health care paid for by private insurance, most payments for M/SU treat-
ments are made by government, either in the form of payments from public
insurance (Medicare and Medicaid) or through states’ direct purchase of
services from providers. This section reviews the key features of the market-
place for M/SU health care that distinguish it from that for other types of
care.

Dominance of Government Purchasing

Recent estimates suggest that payment for roughly 63 percent of mental
health care and 76 percent of substance-use treatment is made by public
sources (Mark et al., 2005). Figure 8-1 shows the distribution of spending
for M/SU care by major sources of payment as of 2001. In the case of
mental health care, the majority (54 percent) of all public spending (direct
public purchasing and public insurance) makes use of health insurance
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mechanisms; public health insurance consists primarily of the Medicaid and
Medicare programs. For substance-use treatment, a larger majority (68
percent) of spending is on direct government grants and contracts with
providers. The implication is that payments for substance-use services are
most frequently allocated outside of markets. When private spending is also
considered, approximately 56 percent of all payments for mental health
care are made through insurance mechanisms, as opposed to out-of-pocket
payments, grants, donations, and other sources of private financing. In
contrast, only 27 percent of private payments for substance-use treatment
flows through insurance arrangements. Again, this suggests a somewhat
lesser impact of insurance market failure on substance-use care.

The implication of these figures is that choices about the level and
composition of spending on M/SU health care are affected by a mix of
market and political forces and that these forces differ for health care for
mental and substance-use conditions. The willingness to pay for treatment
for M/SU problems and illnesses is expressed through private markets for
health insurance; political decisions about the design of public insurance;
and the categorical program budgets of federal, state, and local agencies
charged with providing such treatment.

Purchase of M/SU Health Insurance Separately
from General Health Insurance

Insurance for M/SU health care is governed by a distinctive set of
arrangements. Although the proportion has been declining in recent years,
most Americans (64 percent in 2002) under the age of 65 continue to
receive health care through insurance provided by either their own em-
ployer or that of a family member (Fronstin, 2003). The terms under which
individuals choose insurance and under which health plans compete to
provide it are defined by organizations that purchase the insurance in the
marketplace. Employers, state governments as administrators of Medicaid
programs, and the federal government through the Medicare program all
define the rules under which markets for health insurance operate.

Larger employers allow employees and their dependents to choose
among a number of insurers and products (e.g., preferred provider organi-
zation, health maintenance organization) in competitive insurance markets.
Smaller employers frequently offer only a single insurance plan to their
employees. Some large employers focus special attention on M/SU coverage
and spending. In these cases, employers separate the insurance risk for
M/SU treatment from that for other health insurance, and create what have
become known as managed behavioral health care organization (MBHO)
carve-out contracts (Frank and McGuire, 2000). Under such circumstances,
an employee has no choice of coverage for M/SU health care since the
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benefit is managed by a single organization, regardless of the options avail-
able for general health care. Approximately 20 percent of privately insured
people are covered under such a carve-out arrangement. For most of the
remaining 80 percent, their private general health plan enters into a subcon-
tract with a carve-out MBHO to manage its M/SU care benefit. In this case,
employees and their dependents can choose among both general and M/SU
health care benefits across a set of health plans. Finally, some health plans
offer M/SU coverage that is integrated with the rest of the health insurance
risk; such plans represent a modest share of the private market.

Medicaid, the federal–state government program that focuses on the
poor and disabled, includes managed care arrangements and insurance that
follows the principles of fee-for-service–indemnity health insurance. Under
Medicaid managed care, the use of MBHO carve-outs mirrors the approach
taken by private insurance. Roughly 16 states have direct payer carve-out
contracts with MBHOs (CMS, 2004). Most Medicaid managed care plans
not operating in environments where the Medicaid program has a direct
carve-out have subcontracts with carve-out vendors.

More Limited Insurance Coverage

While nearly all private insurance plans offer some coverage for treat-
ment of M/SU illnesses, the coverage is often substantially more limited
than that for other medical conditions (Barry et al., 2003). In 2002, 96
percent of people with employer-based coverage had inpatient M/SU cover-
age, and 98 percent had outpatient coverage; these figures represent a small
increase over the proportion of insured covered for these treatments in
1991. M/SU services are typically subject to limits on the number of annual
reimbursable outpatient visits and inpatient days. Approximately 74 per-
cent of covered employees have limits on outpatient visits and 65 percent
limits on inpatient days.

The fee-for-service component of Medicaid pays for a range of mental
health services. Because there is little reliance on consumer cost sharing, how-
ever, rationing of supply is common. This is a side effect of below-market
payment rates for providers, especially providers of ambulatory care. The
result is low participation rates in Medicaid among office-based clinicians, such
as psychiatrists and psychologists. Coverage for substance-use care under Med-
icaid is considerably more limited than that for mental health services (McCarty
et al., 1999). Inpatient care for mental illnesses in adults under the age of 65 is
limited to general hospitals under the so-called Institutions for Mental Disease
(IMD) exclusion provisions of the original enabling Medicaid legislation. Thus
the breadth of providers available is limited to a subset of those that supply
inpatient psychiatric and substance-use treatment (for a detailed discussion and
history of the IMD provisions, see HCFA, 1992).
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Medicare offers a fee-for-service indemnity insurance type of benefit. A
small portion (about 14 percent) of Medicare beneficiaries are enrolled in
managed care plans that contract with the Medicare program to offer services
to Medicare beneficiaries (CMS, 2005). Traditional Medicare (the indemnity
component) covers M/SU care. Outpatient coverage carries relatively high
cost sharing (50 percent), except for medication management (20 percent).
Inpatient coverage is largely on the same basis as that for other medical
conditions, with one exception: treatment in specialty psychiatric hospitals is
limited to 190 days over an individual recipient’s lifetime. Also, psychiatric
care is covered under a form of prospective payment that differs from the
case-based diagnosis-related group (DRG) system used in Medicare generally.

Frequent Direct Provision and Purchase of Care
by State and Local Governments

A unique feature of the structure of service delivery for M/SU health
care is the large role assigned to public hospitals and clinics and to non–
insurance-based purchase of services by state and local governments. In the
United States, state and local governments directly deliver or purchase the
bulk of M/SU services. Thus, financing relies on state and local tax revenues
instead of individual consumer premiums or federal government funding,
although the federal government plays a larger role in funding the direct
purchase of substance-use treatment services through the federal block
grants to states. Further, nearly all states operate under balanced-budget
statutes. As a result, the political competition for funding of public services
is intense. Funding for M/SU services is frequently pitted against that for
roads, schools, and prisons in state budgeting processes. State and local
governments pay for direct provision of M/SU services through networks of
community-based providers that commonly serve a catchment area with a
defined population. These community-based providers are most often pri-
vate nonprofit organizations and are generally long-time incumbents in
their service delivery role. Public M/SU services therefore resemble a monopoly
arrangement whereby state and local governments grant a franchise to a
nonprofit care provider agency.

Thus, the delivery of M/SU care in the United States is organized and
financed through a patchwork of insurance and direct provision of services.
In some cases, markets play a prominent role in resource allocation; in
others, government and administrative practices are central in shaping what
services are delivered and which people are served. In all cases, powerful
institutions are involved in the purchase of the services. Understanding how
these approaches to purchasing operate and what effects they have on the
marketplace may help in identifying ways to facilitate improvements in the
quality of care for people with M/SU problems and illnesses.
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CHARACTERISTICS OF DIFFERENT PURCHASING STRATEGIES

M/SU health care delivery systems encompass a diverse array of pur-
chasing arrangements, market structures, and government participation,
each with differing effects on access to and the quality and cost of
care.

Purchase Through Competitive Insurance Markets:
Competition for Enrollees

One common approach to the purchase of insurance is for an employer
or a state Medicaid program to select a group of health plans that will be
permitted to compete for its enrollees. The payer first establishes a set of
criteria that plans wishing to compete for its enrollees must meet. Such
criteria typically address benefit design, performance, and cost. Programs
that meet these criteria are then permitted to compete for enrollees, who are
offered information on benefit structure and some quality indicators for
each plan offered. In most cases, enrollees face premiums that are subsi-
dized (zero in the case of Medicaid). In theory, payments made by the payer
to the plan create incentives for efficient provision of services. Competition
for enrollees should be less oriented toward price because of the subsidy
and thus should promote consumer choice based on quality. The combina-
tion of capitation payments and quality competition among plans should
lead to a reasonable balance between cost and quality.

However, competition for enrollees in the presence of risk-based premi-
ums (e.g., capitation) also has some well-known drawbacks (Cutler and
Zeckhauser, 2000; IOM, 1993). This type of purchasing creates financial
incentives for health plans to adopt policies that discourage high-cost indi-
viduals from enrolling. These incentives also may result in uneven coverage
across therapeutic areas and potentially uneven quality.

Ideally, health plans would ration care so that the incremental contri-
butions to health of spending on each type of service (e.g., cancer care,
heart disease treatment, and mental health) would be equal. This approach
would guarantee the maximum level of health for a population given a
fixed budget (as is implied by capitation payments). Under a fixed-payment
arrangement, however, competitive health plans have incentives to depart
from such an ideal allocation strategy. Specifically, since people with M/SU
illnesses are more costly to insure and payments to health plans do not
recognize those differences, plans have an incentive to avoid enrolling per-
sons with such illnesses. An example comes from recent analyses of the
Medical Expenditure Panel Survey (Anderson and Knickman, 2001; Druss
et al., 2001) showing that per capita health spending for people with mood
disorders is more than four times that for individuals without such illnesses.
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Incentives to avoid enrolling these people create a serious threat to quality
of care through health insurance.

In insurance markets where M/SU services are part of the general risk
pool, competition is reoriented to avoiding “bad risks.” One result is that
plans limit coverage for conditions, such as M/SU illnesses, that attract
high-cost enrollees. Low-cost individuals gravitate toward health plans of-
fering limited insurance coverage at a lower premium, leaving the sickest
enrollees in plans with relatively generous coverage. If premiums do not
reflect differences in the enrolled population, plans offering more generous
coverage will lose money; the result can be a so-called “death spiral” in
coverage for treatment of M/SU illnesses. The Federal Employees Health
Benefit Program (FEHBP) during the 1980s and 1990s offers an important
case study of this phenomenon. In 1980, the FEHBP was viewed as model
for mental health coverage; at that time, 7.8 percent of the program’s
spending was devoted to treatment of mental illnesses. By 1997, the cover-
age offered had deteriorated to involve high levels of cost sharing and strict
limits on inpatient days and outpatient visits. Observed spending on mental
health as a share of total health spending had declined to 1.9 percent (Foote
and Jones, 1999; Padgett et al., 1993).

Quality of care can be affected by the same market dynamics as those
associated with selection incentives. In the era of managed care and its
offshoots, those same competitive incentives can result in markets for health
insurance supplying insufficient levels of service and quality of care for
M/SU illnesses. The hallmark of the modern health plan is that a variety of
new rationing mechanisms—including provider payment strategies, prior
authorization programs, and the design of provider networks—are substi-
tuted for traditional demand-side cost-sharing features. Miller and Luft
(1997:20) highlight this point:

Under the simple capitation payment arrangements that now exist, plans
and providers face strong financial disincentives to excel in the care for
the sickest and most expensive patients. Plans that develop a strong repu-
tation for excellence in quality of care for the sickest will attract new
higher-cost enrollees. . . .

The implication is that health plans can use administrative mechanisms
to compete to avoid “bad risks.” Rationing so as not to offer the best quality
of M/SU health care in a market represents one method of trying to avoid a
group of high-cost enrollees. Nothing in the modern market for health insur-
ance has diminished the incentives to avoid enrolling high-cost individuals.
Moreover, the evidence of market outcomes consistent with selection incen-
tives for people with M/SU illnesses is strong (Cao, 2003; Cao and McGuire,
2003; Deb et al., 1996; Ellis, 1985; Frank et al., 2000; Normand et al., 2003).
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There are two means by which a health plan can affect the intensity of
rationing of M/SU health care when it (rather then the employer or other
group purchaser) carves out behavioral health care: through the level at
which it sets the carve-out health plan’s budget (via the capitation rate) and
through the performance requirements specified in a contract. It is common
to see capitation rates of $2.00 or less per member per month, a figure
generally viewed as being consistent with a minimal level of care.

Direct Purchase of Carve-Out Services by Group Payers

A second prominent approach to purchasing insurance coverage for
M/SU health care is for the payer to purchase carve-out services directly.
This approach involves separating the risks associated with care for these
illnesses from general health care risks and entering into specific contracts
for coverage of M/SU care. Such direct purchase of carve-out services is
used by approximately one-third of large employers (5,000 employees or
more), 5 percent of midsized employers, and about 16 state Medicaid pro-
grams (Hodgkin et al., 2000; CMS, 2004). This method of purchasing
removes M/SU health care from competition for enrollees, thereby attenu-
ating the selection incentives concerning coverage and quality discussed
above. However, use of such carve-out arrangements has implications for
care coordination (see Chapter 5).

Direct purchase of carve-out M/SU services by group health care payers
uses competition as the means of awarding contracts for these services.
That is, a payer will frequently solicit proposals and bids from MBHO
carve-out vendors to manage the M/SU health care for a defined popula-
tion. The requests for proposals specify the areas of performance on which
the contract will be awarded. The most common areas of performance are
costs, responses of the utilization management system (e.g., speed of tele-
phone response to member calls, speed of referral to a provider), and plan
member satisfaction. There is, of course, considerable variation in the spe-
cifics, with some payers developing relatively elaborate measures of access
and quality. However, the typical contract specifies few indicators of clini-
cal quality, such as depression medication measures.

State Medicaid programs typically operate under state procurement
regulations that place great emphasis on pursuing the lowest-cost bid if it is
“technically acceptable” to reviewers of the proposal. It should be noted
that many states include consumers of M/SU services as advisers to the state
in the procurement of MBHO carve-out services. Private payers commonly
use consultants as advisers in their procurement process.

The market for MBHO carve-out services consists of several large
national vendors (e.g., United Behavioral Health, Magellan, and Value-
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Options), several smaller national firms (e.g., CIGNA Behavioral Health,
PacifiCare Behavioral Health), and numerous smaller regional vendors (e.g.,
Beacon Health Strategies in the northeast). Competition for contracts is
very intense, resulting in aggressively priced bids. In both the public and
private sectors, disproportionate weight is usually placed on the cost por-
tion of the proposal. States in particular are reluctant to deviate from
awarding contracts to organizations other than the lowest-cost bidder.
While private purchasers have greater flexibility in selecting vendors, they,
too, commonly place heavy emphasis on price in awarding a contract. This
emphasis on price, together with the limited use of quality measures in most
procurements, creates an incentive for MBHO carve-out vendors to gear
their care management practices to meet cost goals, possibly at the expense
of quality. Payers are left to rely on complaints and highly visible indicators
of quality deficits to identify a quality-of-care problem.

Widespread evidence shows that MBHO carve-out programs reduce
spending on both mental health and substance-use treatment (Frank and
Lave, 2003; Frank et al., 1995; Sturm, 1999), although the evidence to date
on the impact on quality of care is limited and mixed (Barry et al., 2003; see
Frank and Lave, 2003, for a recent review). Studies of early programs
typically showed no differences in quality (Busch, 2002; Dickey et al.,
1998; Merrick, 1998). Findings of two more recent studies, however, sug-
gest that people with severe mental illnesses may be especially disadvan-
taged under MBHO carve-out arrangements in the context of state Medic-
aid programs. Manning and colleagues (1999) compared outcomes for
patients with schizophrenia enrolled in a capitated carve-out program with
those for similar patients whose care was paid for under fee-for-service
arrangements. They found that people with schizophrenia in the carve-out
program showed less improvement than those in fee-for-service arrange-
ments (Manning et al., 1999). Busch and colleagues used data from one
state Medicaid program to study indicators of the quality of care based on
the schizophrenia Patient Outcomes Research Team (PORT) recommenda-
tions. Their comparison of a capitated MBHO carve-out and a primary
care case management system found comparable quality of medication
management under the two approaches, but substantially lower quality of
psychosocial treatment under the capitated carve-out arrangement (Busch
et al., 2004).

The above evidence suggests how MBHO carve-out arrangements alter
the quality of care relative to fee-for-service arrangements. The more gen-
eral question is whether existing levels of quality of care are sufficient. The
evidence from several studies is that levels of care under both arrangements
are lower than desired (Lehman and Steinwachs, 1998; McGlynn et al.,
2003; Young et al., 2001).
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Purchase of Services by Carve-Out Organizations

Carve-out vendors operate under very specific contracts. These con-
tracts specify the benefit structure within which the MBHO carve-out has
responsibility for managing care. They also specify the responsibilities of
the carve-out vendor with respect to the services being managed. Payment
arrangements, risk bearing, and performance standards are all established,
as is the structure of the provider network. Virtually all carve-out contracts
exclude prescription drugs from the services managed by the MBHO, as
well as from the budget that is to be managed. The implication is that carve-
out contracts are not “economically neutral”; that is, there are economic
incentives favoring the use of medications over other components of treat-
ment. In effect, psychotropic drugs are “free” to carve-out vendors, while
they must pay market prices for hospital care and professional services.

Indeed, empirical analyses of treatment patterns show that patients
treated for particular illnesses (e.g., depression) under a carve-out arrange-
ment are more likely to be treated with medication—and medication alone—
than are otherwise similar patients whose care is not managed under such a
contract (Berndt et al., 1997; Busch, 2002). Other studies have shown that
following implementation of a carve-out arrangement, spending on psycho-
tropic drugs has increased, other factors being held constant (Ling et al.,
2003; Norton et al., 1999). The result is that savings from carve-out pro-
grams come from reduced use of inpatient and outpatient specialty M/SU
care. Increases in prescription drug spending serve to reduce some of the
savings otherwise realized by the group purchaser.

In modern health care markets, it is rare for a single health plan to
cover 30 percent of insured patients in a market. When individual health
plans account for 5–20 percent of patients, a typical provider or profes-
sional may literally do business with dozens of plans. Thus, a physician may
face a dozen formulary arrangements, many sets of clinical guidelines, an
array of compensation arrangements, and numerous reporting requirements
for any particular condition. In such cases, the impact on provider behavior
of financial incentives or other directives specified in any one health plan
will be quite diluted. Research has shown that physician practices appear to
manage their operations in a manner that is responsive to the overall com-
position of their payer arrangements (e.g., the most frequent incentive
scheme). This means that in general, an individual health plan has little
ability to influence provider behavior if its approach differs from that com-
monly encountered in a practice (Glied and Zivin, 2002).

The MBHO carve-out market has consolidated notably since the early
1990s. At that time, there were nearly a dozen significant national vendors;
today there are three or four. The implication is that in local markets for
M/SU health care, individual carve-out companies may account for a larger
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share of patients than is common in health care generally. It is relatively
common for a carve-out vendor to account for 30–50 percent of a market.
This means carve-out vendors have the potential to affect the delivery of
M/SU health care in a manner that health plans alone cannot. The consoli-
dation of the carve-out marketplace serves to increase the potential bar-
gaining power of the larger carve-out vendors. That bargaining power is
achieved because a carve-out vendor can direct patients away from provid-
ers that offer prices or other dimensions of performance not consistent with
the vendor’s economic and clinical aims. The result is a considerable amount
of power not only in setting prices, but also potentially in establishing
standards of care.

To date, the MBHO carve-out industry has used its power to (1) in-
crease access to care (as measured by utilization rates), (2) reduce utiliza-
tion of inpatient care for both mental health and substance-use care, (3)
reduce provider payments, and (4) reduce the duration of some ambulatory
episodes of treatment. The exertion of pricing power on the one hand
contributes to cost control. However, excessive price reductions can de-
crease the effective supply of providers that are willing to participate in
managed behavioral health care networks. This in turn creates the appear-
ance of a shortage for enrollees and managers of those plans, even though
there is no shortage in the aggregate. Low prices can result as well in an
undersupply of quality (to be discussed further in the context of Medicaid).
Yet the consolidation of the market also creates an opportunity to influence
provider behavior in the service of quality improvement. The possession of
market power with respect to providers means that efforts to improve
quality will be less diluted than is typical in the health sector generally.
Some managed behavioral health care initiatives have used this market
power to both reduce costs and improve quality. When the Massachusetts
Medicaid program instituted a managed behavioral health care carve-out
program in the early 1990s, the number of inpatient providers supplying
care to Medicaid enrollees with M/SU illnesses was reduced by about 30
percent. Hospitals were eliminated from the program based in part on
historical performance on quality, as well as price (Callahan et al., 1995;
Frank and McGuire, 1997). The result was reduced inpatient spending and
constant or improved quality of inpatient care. The implication is that
network design can be used to exert economic power not only to control
spending, but also to improve quality.

Purchase of Services in Traditional Medicaid Programs

State Medicaid programs typically cover and pay for a wide range of
services for the treatment of mental illnesses. Coverage for treatment of
substance-use illnesses is far less consistent across the states (McCarty et al.,
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1999). On the mental health side, the array of services covered by Medicaid
is consistent with the provision of evidence-based treatment. This is often
not the case for treatment of substance-use illnesses. Traditional Medicaid
programs purchase ambulatory services on a fee-for-service basis. States use
a variety of arrangements to pay for hospital services. These range from
prospective per diem rates, to per case prospective payment, to the occa-
sional use of prospective budgets. Prescription drugs are paid for under a
“most favored nation” arrangement, whereby Medicaid is guaranteed the
best private price (Scott-Morton, 1997). Under the traditional Medicaid
structure, a state’s ability to use cost sharing to control costs and utilization
is minimal. Thus traditional Medicaid relies on setting prices for ambula-
tory services at rates below market levels. Those prices reduce provider
willingness to accept reimbursement and participate in the program. Pay-
ment levels are therefore low, and the quantity of care is constrained by the
available supply. Data from the mid-1990s show that among physicians,
psychiatrists had the lowest rate of Medicaid participation (Perloff et al.,
1995). Only about 28 percent of psychiatrists were full participants in
Medicaid, compared with 56 percent of all specialists and 36 percent of
primary care physicians. These low rates of payment and participation are
generally thought to be consistent with lower-quality care (Rowland and
Tallon, 2003). Hospital payment rates have also tended to be somewhat
lower than market rates; as a result of congressional action and litigation,
however, the differential is smaller than is the case for ambulatory services
(MEDPAC, 2003).

Publicly Budgeted Systems of Care

The ways in which publicly budgeted M/SU services are organized and
funded varies greatly across the 50 states (Lutterman and Hogan, 2001).
Substance-use treatment services are far more reliant on direct funding
through state and local government than is mental health care (Figure 8-1).
Yet while there is tremendous variation in the details of how intergovern-
mental transfers are designed and organized within both the public mental
health and substance-use treatment systems, some common features ger-
mane to the analysis of quality are found with considerable frequency.

First, organizations that receive funds directly from state and local
government for the treatment of substance use are frequently responsible
for geographic catchment areas that serve a defined population. In the case
of community mental health centers, nearly 60 percent of revenues repre-
sent direct grants and contracts from federal, state, and local government
(DHHS, 2002). This figure tends to be even higher for agencies that supply
primarily substance-use treatment (Tabulations from the National Drug
Abuse Treatment System Survey). Within a defined population, these agen-
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cies typically serve individuals with low incomes. Some are “insured” by
Medicaid, but many are uninsured (e.g., 20 percent of people with severe
mental illness [McAlpine and Mechanic, 2000]).

State and local mental health budgets have been under great pressure
for some time. In the first years of the new century, a recession and state
budget crises forced cuts in most social service programs. A longer-term
problem on the mental health front is that an increasing share of state
general fund allocations for mental health services is being allocated to the
states’ Medicaid matching obligations (Frank et al., 2003). In the substance-
use area, modest growth rates in the funding of the federal block grants to
states have further stressed states’ abilities to fund local agencies serving
poor people with substance-use illnesses. For example, from 2003 to 2004,
the Substance Abuse Prevention and Treatment Block Grant grew by just
1.4 percent (www.samhsa.gov/budget/B2005/spending/cj_12.aspx).

The fact that publicly funded M/SU treatment providers typically are
(1) well-established nonprofit agencies with exclusive responsibility for pro-
viding treatment for low-income, uninsured populations and (2) funded
through grant mechanisms or prospectively set budgets with volume re-
quirements (Alexander et al., 2002; Frank and Goldman, 1989) creates
incentives that can conflict with the provision of high-quality care. In effect,
these agencies commonly face fixed budgets, excess demand for services (as
evidenced by waiting lines), and no competition. Moreover, because agen-
cies are responsible for serving defined populations, there tend to be con-
sumer-based and political pressures to minimize waiting lists and serve as
many people as possible (see Lindsay [1976] and Michael [1980] for ex-
amples of economic models of public provision of general and mental
health care). The result is that economic and political forces reinforce an
emphasis on maximizing the number of people served, possibly at the ex-
pense of investments in quality. State and local governments have little
leverage in such cases even if their goals differ because the agencies are in
effect monopoly franchises. Thus, state and local governments concerned
about quality levels cannot easily direct consumers to other providers.

PROCUREMENT AND THE CONSUMER ROLE

The purchasing arrangements described above shape the role of the
consumer of M/SU treatment services. They also affect the market out-
comes stemming from active consumerism.

The modern consumer movement in health care dates back to the
1960s, when President Kennedy set forth a consumer bill of rights in his
“Consumer Message” of 1962 (Tomes, 1999). This action coincided with
the deinstitutionalization movement in mental health and widespread dis-
satisfaction with institutional psychiatry. The result was an energized pa-
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tient advocacy movement and successful litigation by public interest law-
yers on behalf of psychiatric patients. It was during the 1960s and 1970s
that people who used M/SU treatment services began to call themselves
consumers (Chu and Trotter, 1972). Yet the notion of consumerism in the
M/SU sector went beyond that of individuals empowered to exercise choice
in the marketplace; rather, it involved the exercise of “voice.” That is,
through the strategic use of lawsuits and active lobbying, federal and state
governments began to directly address the concerns of patients and their
families (Tomes, 1999). In recent years, however, the fragmentation of
financing for treatment of M/SU illnesses has made it more difficult to focus
the consumer’s voice. For example, the state mental health agency is no
longer the primary payer and regulator of mental health services in most
states; Medicaid now has that responsibility (Frank et al., 2003).

The consumer role also involves a more commercial or market-oriented
set of activities whereby consumers seek to obtain services that offer the
mix of price and quality that best suits their needs. This role typically
involves obtaining and processing information on the cost and quality of
various health care services, including health insurance.

Privately insured people frequently have a choice of health insurance
plans. However, evidence to date suggests that consumers make little use of
information on quality and frequently focus primarily on price. In the case
of those with M/SU illnesses, the selection incentives described earlier lead
to the troubling result that greater choice and consumerism tend to com-
promise the coverage and quality of services offered by health plans. This
holds true for Medicaid managed care arrangements that rely on health
plans competing for enrollees. The presence of payer carve-outs diminishes
consumer choice in coverage for M/SU treatment coverage and focuses
choice on providers. In traditional Medicaid programs, there is no insur-
ance choice as is the case in traditional Medicare (Parts A and B).

Insured consumers of treatment for M/SU problems and illnesses (and
those covered by Medicare) commonly have a good deal of choice among
providers. Like all health care consumers, however, those seeking help for
M/SU illnesses must choose among a large number of providers that are
highly heterogeneous with respect to training, therapeutic orientation, tech-
nical capabilities, and expertise in specific types of problems (see Chap-
ter 7), and there is little consistent information on provider performance in
a typical consumer’s choice set. Furthermore, these choices must be made in
the context of complex coverage and payment arrangements. It is common
for a privately insured person to have coverage for mental health care that
involves a deductible, coinsurance, and then a limit on coverage after a
specific number of visits or days of care. In addition, some providers are “in
network” while others are “out,” which means that coinsurance rates will
differ. Also, as discussed previously, consumers of M/SU treatment services
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face more-limited coverage—and as a result, higher prices and greater
financial risks—relative to other health care consumers, while the economic
circumstances of insurance coverage generally make using services consid-
erably more expensive to the household. Finally, M/SU illnesses can affect a
consumer’s outlook and attitude toward treatment (e.g., pessimism among
those with depression), thereby influencing the ability to exercise commer-
cial aspects of the consumer role.

Consumers who rely on traditional Medicaid or providers that are
directly funded by state and local governments have very limited choices of
providers. Because budgeted systems are most often organized as franchises
that cover catchment areas, consumerism does not play a role in determin-
ing the quality or price of services. These are the types of providers that
have been the focus of lobbying by advocacy groups and lawsuits by public
interest lawyers. Thus consumerism in this subsector has come to mean the
exercise of voice. Without fundamental change in the organization of care
delivery, the existing consumer role will persist for these individuals. The
Medicaid program in theory allows for a broad choice of providers; how-
ever, rationing by paying providers fees that are below market rates results
in a limited supply of providers willing to treat Medicaid recipients with
M/SU illnesses. The end result is that most Medicaid recipients have a very
limited choice of providers for M/SU treatment.

EFFECTS OF MARKET AND POLICY STRUCTURES ON QUALITY

The above discussion identifies several key forces that affect the quality
of M/SU care according to the main types of funding arrangements (com-
petitive insurance, direct carve-out), under differing methods of organizing
the financing of services (carve-out networks, traditional Medicaid), and
with differing sources of payment (direct government, Medicaid, private
insurance). Each of the main structures identified offers a potential target
for policy intervention.

Quality Distortions in the Purchase of Health Plan Services
Through Competition for Enrollees

When a group purchaser offers its enrollees more than one health plan
from which to choose, most private insurance and many state Medicaid
programs create competitive markets in which health plans compete to
enroll members. In these cases, incentives to avoid enrolling high-cost indi-
viduals may cause distortions in insurance coverage for and the quality of
M/SU care. These incentives arise because people with M/SU illnesses gen-
erally incur higher health care costs that persist over time relative to other
segments of an insured population. Such distortions in private insurance
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coverage can be addressed by mandating minimum levels of coverage for
M/SU care. “Parity” legislation is an example of such measures. As noted
earlier, however, managed care tactics can substitute for demand-side cost-
sharing policies (e.g., copayments, limits) to control costs. Under parity
laws, health plans continue to have an incentive to avoid enrolling high-cost
individuals. By applying the tools of managed care to M/SU services more
stringently, plans can affect aspects of the quality of care they provide (e.g.,
convenience and availability of providers) and make themselves less attrac-
tive to potential enrollees who anticipate availing themselves of M/SU treat-
ment services. Thus parity laws appear to be necessary but not sufficient to
address selection incentives that distort coverage and quality of care (Frank
et al., 2001).

Two approaches to stemming adverse selection incentives in M/SU care
are currently in use. The first is payer carve-out of M/SU health care ser-
vices, whereby the employer or other group purchaser separates M/SU
health care from the remainder of insurance risk and eliminates its manage-
ment as a competitive strategy (see the discussion earlier in this chapter).
Coverage and rationing for M/SU health care are arranged directly by the
payer with the carve-out vendor through a contract. The payer’s procure-
ment process and the terms of the contract thus become the determinants of
rationing (as discussed below). Carve-outs carry their own disadvantages,
including relatively high administrative costs, potential difficulties in coor-
dination of care between general medical care and specialty behavioral
health providers, and incentives to shift costs and responsibility for care
across insurance segments (e.g., pharmacy benefits). It is important to note
as well that most carve-out arrangements in private health insurance are
not payer carve-outs but are implemented by an individual health plan;
these arrangements do not affect selection-related incentives. There is also
anecdotal evidence suggesting that some large insurers are shifting away
from the carve-out approach to managing M/SU care, as exemplified by
Aetna’s recent decision to “carve back in” M/SU health care instead of
contracting out for these services.

The second approach to reducing selection incentives is risk adjust-
ment, a strategy consistent with either integration of the risk associated
with M/SU health services with other medical risks or a health plan carve-
out structure. The idea behind risk adjustment is that if health plans are
paid more for enrolling high-cost individuals, they will be less inclined to
try to avoid doing so. Most risk adjustment systems rely on patient demo-
graphics and clinical information, such as diagnoses, to create clusters of
potential enrollees according to the intensity and complexity of past treat-
ment (Weiner et al., 1996). These clusters are used to predict costs. If
individuals choose plans based in part on predictable expenses, the risk
adjustment approach can be used to adjust plan payments so as to diminish
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the selection incentive. However, risk adjustment systems in general explain
only about 7 percent of variations in spending. Ettner and colleagues com-
pared the performance of several risk adjustment systems for M/SU services
in private insurance and Medicaid. They found that no existing risk adjust-
ment classification system displayed strong predictive ability for spending
on M/SU care (Ettner, 2001; Ettner et al., 1998). Thus existing risk adjust-
ment approaches appear to be limited in their ability to stem selection-
driven distortions in quality affecting those at risk for using M/SU treat-
ment services. Organizational strategies can also be used to address selection
incentives.

Direct Public Purchase of Behavioral Carve-out Services in Medicaid

Currently, approximately 16 states and territories (or substate units)
contract directly with carve-out vendors for some M/SU health care ser-
vices. As discussed earlier, this approach to the purchase of coverage and
managed care for M/SU treatment offers the advantage of attenuating dis-
tortions in quality of care that may result from selection-related incentives.
Yet the procurement process for these contracts is frequently structured so
that performance with respect to contract costs may be overemphasized
relative to performance on quality of care. If costs and quality are positively
correlated, the implication of this procurement structure is that there will
be a tendency to choose lower-cost, lower-quality contract proposals. One
is reminded of the remarks of astronaut Allen Shepard, who just prior to
being launched into space expressed concern that he would be aboard the
spacecraft that had been built by the lowest-cost bidder.

One approach to addressing this concern would be to reorient the
procurement process toward a two-step procedure. In the first step, states
would engage in a rate-finding process. They would collect information on
the outcomes of contracting processes in other states and in the private
sector and interview potential vendors concerning the costs of their ser-
vices. They would then analyze these data to determine the “reasonable”
costs of providing MBHO services to the state’s Medicaid population. A
level of reasonable costs would be selected and announced as the contract
“price.” In the second stage of the procurement, interested vendors would
submit competing proposals. The proposals would be judged solely on the
proposed quality of services, access to care, and ability to coordinate with
other systems of care (general medical care, social services, housing, and
income support). With the procurement process structured in this way,
competition would be reoriented toward offering innovative approaches to
improving the quality of clinical services and developing mechanisms for
coordination of care with relevant components of the health and human
service sectors that offer complementary services. The incentive would be
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for vendors to propose the highest-quality program consistent with the
announced budget (price(s) times the size of the population(s)).

Private Payer Direct Procurement of Carve-Out Services

Private direct purchasers of carve-out services operate in a somewhat
different economic and regulatory environment relative to public direct
purchasers. First, private payers are not usually as constrained to choose
the lowest-cost bidder. In addition, the Employee Retirement Income Secu-
rity Act (ERISA) constrains the use of risk-based payments to vendors.
Second, employers compete in labor markets for employees; one important
dimension of this competition is the nature and value of the fringe benefits
package. Thus, there are typically weaker incentives driving employers
to select vendors solely on the basis of the lowest price. Nevertheless,
cost pressures in American business are strong, so that some of the same
principles noted in the Medicaid case above could be applied to private
purchasers.

Traditional Medicaid Programs

Two core features of traditional Medicaid programs impede high-
quality M/SU health care. One is the reliance on setting prices for services
below market rates to constrain supply; the result is low participation
rates by providers and lower-quality service. The other is extremely lim-
ited coverage for substance-use treatment services by some state Medicaid
programs. While raising the prices of ambulatory M/SU treatment services
would likely serve to increase quality, it is impractical to expect such
change under current fiscal conditions in the states. Thus there is little
opportunity to ameliorate matters in the context of a system of disaggre-
gated office-based providers. Instead, the best option within the Medicaid
program is to create contracts with organizations that can manage bud-
gets for treating groups of patients (the underlying presumption being
that a substantial volume of services is currently being allocated ineffec-
tively). These contracts in the extreme might expand use of managed care.
Alternatively, specific disease management contracts for illnesses such as
depression, schizophrenia, or heroin dependence might be procured. Spe-
cialty clinics might also receive contracts for organizing care for particu-
lar patient groups. In each case, the ability to reorganize services and
manage care might permit sufficient funds to be aimed at treating indi-
vidual cases so as to improve the quality of care.
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Budgeted Systems of Care

It is difficult to introduce change into budgeted systems of care from
the top down. The basic economics of the public system are at odds with
shifts from well-established practices. The grant-based financing system
and the franchise nature of most local public delivery systems for M/SU
health care tend to inhibit change. Given existing budget levels, introduc-
ing competition appears to be impractical. A more practical candidate for
policy attention is the content of the grant-based financing system. Pay-
for-performance principles could be introduced into such an environment
without creating undue disruption. For example, to ensure some financial
stability, the majority of funding could continue to be guaranteed via
contracts or grants; however, performance criteria would be used to allo-
cate the remainder (e.g., 25–30 percent) of historical funding levels, along
with future increases (distribution of inflation or other budgetary
increases).

There are, however, numerous challenges to implementing pay for per-
formance in public M/SU treatment systems. First is the primitive state of
performance measurement with respect to both the development of mea-
sures and the ability of states to implement such measures (Lutterman et al.,
2004). In addition, there is concern that pay for performance would distort
quality improvement efforts to focus only on those areas in which measures
have been developed and payments are made (teaching to the test). There is
also little understanding of how such payment might be structured to maxi-
mize quality improvement across, say, a state substance-use treatment sys-
tem. Finally, it was found that in the substance-use sector, use of treatment
outcome as a performance indicator created an incentive to treat the least
problematic clients presenting for care (Lu, 1999).

CONCLUSIONS AND RECOMMENDATIONS

The incentives created by competitive insurance arrangements, whereby
health plans compete to enroll individuals, can be especially deleterious to
insurance coverage for and quality of M/SU health care. Because people
with M/SU illnesses are more costly to care for than other types of enrollees
and because the costs of treating these illnesses persist over time, health
plans have economic incentives to avoid enrolling these individuals—a phe-
nomenon known as adverse selection. These selection incentives result in
distorted terms of insurance coverage for M/SU services, as well as distor-
tions in the quality of care. The end result is that competitive insurance
markets (private or public) tend to generate quality levels for M/SU care
that are too low.

The committee recognizes that none of the measures recommended
below will fully address the powerful incentives to avoid enrolling people
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with M/SU illnesses in competitive health plans and that each measure
involves a unique set of costs, benefits, and practical considerations that
may make it more or less attractive to an individual purchaser. However,
the committee is persuaded by the strength of existing evidence that ad-
dressing selection-related incentives is central to improving the quality of
care for M/SU illnesses in the context of competitive health insurance
markets.

Recommendation 8-1. Health care purchasers that offer enrollees a choice
of health plans should evaluate and select one or more available tools for
use in reducing selection-related incentives to limit the coverage and
quality of M/SU health care. Risk adjustment, payer “carve-outs,” risk-
sharing or mixed-payment contracts, and benefit standardization across
the health plans offered can partially address selection-related incentives.
Congress and state legislatures should improve coverage by enacting a
form of benefit standardization known as parity for coverage of M/SU
treatment.

The committee also believes that special attention must be given to
state procurement processes, as states are the funders of most M/SU health
care.  State government procurement regulations typically emphasize choos-
ing the lowest-cost of those contractors submitting proposals that are tech-
nically acceptable. Currently, about 16 states choose to purchase behav-
ioral health care carve-out services directly from specialty managed
behavioral health care vendors on behalf of their Medicaid programs.
Among these states are some that delegate procurement to substate authori-
ties (e.g., counties, regions). A review of state requests for proposals indi-
cates infrequent use of performance measures related to clinical quality in
state procurement processes, in part because of the limited availability of
well-constructed performance indicators. Performance measures that are
specified in requests for proposals frequently focus on administrative ser-
vices such as telephone response times, claims payment speed, and network
size. Taken together, the emphasis on choosing the lowest-cost vendor and
the limited use and availability of performance indicators result in an al-
most exclusive focus on price in the competitive selection of specialty man-
aged behavioral health care carve-out vendors. The result is that vendors
have powerful incentives to offer products and services that permit attrac-
tive price offers and little counterbalancing incentive to offer high-quality
services.

Recommendation 8-2. State government procurement processes should
be reoriented so that the greatest weight is given to the quality of care
to be provided by vendors.
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The committee notes that a number of approaches could be taken to
implement this recommendation. A few states have recently adopted approaches
that give greater weight to quality. Such a reorientation can likely be accom-
plished with little risk of incurring “runaway costs” because there is now
abundant experience with state procurement of managed behavioral health
care services. The range of prices is well known, so that price bids can to some
extent be bound in the procurement process. Promising examples of reoriented
procurement approaches include assigning relatively low weight to price-related
dimensions of a bid and relatively higher weight to proposal features that
address quality of care and other aspects of service. A second approach is to
engage in a rate-finding process for proposals that sets a price for bids and then
focus the competition on the quality and service dimensions of performance.

The committee recognizes that procurement processes in which price is
overemphasized at the expense of quality considerations are not limited to
public-sector purchasing of managed behavioral health care services, al-
though approaches to purchasing in the private sector are more heteroge-
neous. Nevertheless, we believe the principles set forth in recommendation
8-2 apply to a substantial segment of private-sector purchasers.

Moreover, a substantial proportion of public M/SU treatment services
are purchased through government grants to local providers. These provid-
ers are frequently private nonprofit organizations that serve the population
of a particular geographically defined catchment area, and are typically
well-established organizations having long-standing relationships with state
and local governments. Services are purchased most commonly through a
system of grants. The grants are awarded subject to the provider’s meeting
licensing standards and achieving specified service levels. Funding is fre-
quently set at levels that result in patient queues—indicating excess demand
for services. There are few quality-of-care standards forming a basis for
accountability for these organizations. Moreover, pressures from excess
demand create incentives for local providers to expand the volume of treat-
ment even if doing so results in reduced quality.

The committee recognizes the difficult circumstances within which pro-
viders that receive the bulk of their funding directly from state and local
budgets operate. Health care for substance-use conditions is especially reli-
ant on these purchasing methods and will be affected more strongly. At the
same time, we note that there are currently few inducements for these
provider organizations to focus on improving quality of care and adopting
evidence-based practices.

Recommendation 8-3. Government and private purchasers should use
M/SU health care quality measures (including measures of the coordi-
nation of health care for mental, substance-use, and general health
conditions) in procurement and accountability processes.
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Recommendation 8-4. State and local governments should reduce the
emphasis on the grant-based systems of financing that currently domi-
nate public M/SU treatment systems and should increase the use of
funding mechanisms that link some funds to measures of quality.

The committee acknowledges the underdeveloped state of performance
measurement in M/SU health care (see Chapter 4). However, there is an
adequate knowledge base to permit state and local governments to redesign
grant-based financing systems incrementally so as to incorporate some
simple and meaningful performance indicators. The Washington Circle
Group measures for substance-use health care are a case in point. The
committee envisions that initial efforts in this regard would tie either new
funds or a small percentage of existing budgets to performance indicators
as a means of reorienting the management of public M/SU treatment provi-
sion toward quality improvement. In this way, the refocusing of account-
ability would not result in budgetary instability. Over time, as performance
measures improved and providers altered their management practices, per-
formance measures might be given greater weight in budget allocations.
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9

An Agenda for Change

Summary

Much is known about ways to improve the quality of health care
for mental and substance-use conditions. Nonetheless, as discussed
throughout this report, gaps remain in our knowledge—for example,
with regard to providing care in some clinical situations and for
some populations, as well as ensuring that the treatments produced
by research are actually received by and effective for the people
who need them. In particular, as discussed in Chapter 4, research
that has identified the efficacy of specific treatments under rigorously
controlled conditions has been accompanied by almost no research
identifying how to make these same treatments effective when
delivered in usual settings of care and in the presence of common
confounding problems, such as comorbid conditions and social
stressors, and when administered by service providers without
specialized education in the therapy. In addition, there are many
gaps in knowledge about effective treatment, especially for children
and adolescents. Also noted in Chapter 4 is the paucity of information
about the most effective ways of ensuring the consistent application
of research findings in routine clinical practice. To fill these knowledge
gaps, the committee recommends the formulation of a coordinated
research agenda for quality improvement in M/SU health care,
along with the use of more-diverse research approaches.

Implementing these research recommendations, as well as
undertaking the multiple actions recommended in previous chapters,
will require concerted efforts on the part of participants at every
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level of the health care system—clinicians; health care organizations;
health plans and payers; regulators, lawmakers, and other policy
makers; accrediting organizations; educational institutions; and
all those who shape the environment in which care is delivered.
The preceding chapters present recommendations for all these
parties organized according to the problems addressed. This chapter
concludes by presenting those recommendations separately for
each party. From this latter perspective, the recommendations
form an agenda that can be pursued at each level of the health
care system to improve the quality of M/SU health care.

KNOWLEDGE GAPS IN TREATMENT, CARE DELIVERY,
AND QUALITY IMPROVEMENT

Previous chapters of this report have identified gaps in our knowledge
about how best to treat certain mental and/or substance-use (M/SU) prob-
lems and illnesses; how best to treat these conditions when the patient’s and
treating provider’s resources and environments do not match those of the
researchers developing the treatment; and how to ensure that evidence-
based practices identified through research are applied uniformly to all
those patients for whom they are appropriate. Filling these knowledge gaps
will require that the finite available research dollars be used strategically
and coordinated across funders. Also necessary will be a thoughtful ap-
proach to the more rapid generation of valid and reliable evidence of prac-
tical use to treating clinicians in their usual settings of care.

Gaps in Treatment Knowledge

The numerous gaps in our knowledge about how to treat M/SU prob-
lems and illnesses encompass effective treatments, effective delivery of
known treatments, and ways to improve care quality. A few examples of
each of these knowledge gaps are discussed below.

Gaps in Knowledge About Effective Treatments

Treatment of multiple conditions Despite the high degree of comorbidity
of mental and substance-use conditions, as described in Chapter 5, and the
great strides made in understanding the relationship between co-occurring
mental and substance-use problems and illnesses, little is known about the
etiology and temporal ordering of these comorbidities (SAMHSA, undated).
There also is a substantial lack of knowledge about effective treatment for
individuals with certain complex comorbidities, such as schizophrenia and
concurrent mood disorders (Kessler, 2004) and comorbid general health
conditions (Kane et al., 2003).
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Optimal pharmacotherapy for psychosis Unanswered questions include
which antipsychotic medication should be the first line of therapy, what
constitutes a sufficient period of time to determine whether a new medica-
tion is effective, how to handle poor response to the initial prescribed
medication (Kane et al., 2003), and how the dosing of combination anti-
psychotics should be managed in the presence of increased symptoms or
side effects. Moreover, multiple antipsychotic medications are used in the
absence of evidence on their combined efficacy (Miller and Craig, 2002).

Medication treatments for certain substance dependencies No medications
have yet shown effectiveness in the treatment of amphetamine or mari-
juana dependence.

The prevention and treatment of posttraumatic stress disorder (PTSD) Al-
though PTSD has been recognized for centuries as a frequent consequence
among those engaged in warfare (often under different names, such as
“shell shock”), high rates of trauma and its adverse mental health sequelae
also are experienced by significant portions of the general population—for
example, as a result of childhood neglect and abuse; rape and other physi-
cal assaults or acts of personal violence; life-threatening or other serious
accidents; and mass trauma affecting populations, such as through acts of
terrorism, war, and natural disasters (Mueser et al., 2002; National Center
for Post Traumatic Stress Disorder, 2005). Some types of psychotherapy
(i.e., trauma-focused cognitive behavioral/exposure therapy for individuals
and groups, and stress management) have been found to be effective in
treating PTSD (Bisson and Andrew, 2005), as have some medications (Stein
et al., 2005). Nonetheless, gaps remain in our knowledge of how to pre-
vent PTSD from developing after trauma, what the risk factors are for
PTSD (Rose et al., 2005; Work Group on ASD and PTSD, 2004), and how
to treat the condition once it develops. With respect to treatment, for
example, more knowledge is needed about what drugs and drug classes are
most effective; which patients will respond best to medication (Stein et al.,
2005); how best to combine pharmacotherapy and psychotherapy; and
how to relieve some specific symptoms, such as insomnia or nightmares, by
themselves and in the presence of other symptoms requiring medication
(Work Group on ASD and PTSD, 2004). Moreover, although cognitive
and behavioral therapies have demonstrated efficacy in treating victims of
sexual assault, interpersonal violence, and industrial or vehicular accidents,
their effectiveness in treating PTSD in combat veterans and victims of mass
violence requires further study (Work Group on ASD and PTSD, 2004).

Therapies for high-prevalence childhood conditions While there has been
an impressive increase in the number and quality of studies of effective
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therapies for children, major gaps remain in our knowledge in this area.
For example, despite the increasing use of psychotropic medications, little
is known about the effect of multiple medications on children’s outcomes
or about the efficacy of different therapies for severe conditions (e.g., bipo-
lar disorder, childhood depression) (Kane et al., 2003). Insufficient evi-
dence exists to guide follow-up and long-term management of attention
deficit hyperactivity disorder (ADHD), despite its being considered a
chronic condition (Stein, 2002). There also is very limited knowledge about
treatments for co-occurring conditions in childhood.

Therapies for other population subgroups There is little evidence on the effec-
tiveness of treatment modalities for certain subgroups of patients, such as
racial and ethnic minorities, as well as the frail elderly (Borson et al., 2001).

Relative effectiveness of different treatments (alone and in combination)
More than 550 psychotherapies are currently in use for children and ado-
lescents, but little helpful information exists for clinicians or consumers on
their comparative effectiveness (Kazdin, 2004). As in other areas of health
care, the Food and Drug Administration’s drug approval rules offer little
incentive for head-to-head clinical trials (Pincus, 2003), and there is a lack
of substantial capital investment in the development and testing of psycho-
social approaches. Moreover, our knowledge about the optimal use of
combination treatments (e.g., medications and psychotherapies) is limited.

Prevention studies Large gaps remain in our knowledge about how to
prevent M/SU illnesses.

Gaps in Knowledge About Effective Care Delivery

In addition to the above gaps in our knowledge of effective treatments,
there is a profound lack of knowledge on the effective delivery of treat-
ments already known to be efficacious. Chapter 4 describes the efficacy–
effectiveness gap that exists in M/SU health care. That discussion dem-
onstrates that there has been more research on the efficacy of specific
treatments than on how to make these treatments effective when delivered
in usual settings of care (Essock et al., 2003; Kazdin, 2004). Other chapters
of this report identify gaps in our knowledge about additional health care
delivery issues that affect the ability to make effective use of what is already
known, as well as the ability to meet the quality aims and apply the rules for
care set forth in the Quality Chasm report (IOM, 2001) (see Chapter 2).

Providing patient-centered care Knowledge is lacking about what factors
contribute to patient recovery; how to prevent discrimination in health
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care and related social programs; how best to support patients’ decision-
making abilities; and how best to implement illness self-management pro-
grams for individuals with M/SU conditions (see Chapter 3).

Preventing unintentional discrimination by health care providers Research
is needed on practitioner attitudes toward patient-centered care, how to
nurture supportive attitudes in professional training, and how language
and wording used to describe M/SU illnesses may contribute to stigmatiz-
ing attitudes (see Chapter 3).

Potential modification of certain public policies Research is needed to
evaluate the effectiveness of polices such as those that restrict access to
student loans and impose a potential lifetime ban on food stamps and
Temporary Assistance for Needy Families (TANF) benefits as a result of
drug convictions, in particular their effect on patient recovery and subse-
quent drug use (see Chapter 3).

Coercion into treatment Research is needed on how determinations of com-
petence and dangerousness are made, and on how best to minimize the use
of coercion and use it most effectively when it is unavoidable. In mental
health care, “little hard information exists on the pervasiveness of the vari-
ous forms of mandated treatment for people with mental disorders, how
leverage is imposed, or what the measurable outcomes of using leverage
actually are” (Monahan et al., 2003:37). With respect to the use of coercion
in substance-use treatment, research is likewise needed to determine the ef-
fects, both positive and negative, of various mechanisms of coercion, of drug
courts, and of the use of treatment conditions in probation and parole.
Empirical data will not answer questions about the legitimacy of these ap-
proaches, but to the extent that their consequences are known, such data can
inform normative discussions. Data may also be useful in identifying means
of avoiding involuntary interventions, whether by improving services that
can be accessed voluntarily or working collaboratively with patients to iden-
tify acceptable alternative interventions (see Chapter 3).

Understanding decisional capacity among people with substance-use ill-
nesses The available data on decisional capacity among persons suffering
from substance-use illnesses are meager; however, recent years have seen a
move to reverse that trend. There is a need for research using standardized
instruments, such as the Mac-CAT-T, that take into account the possible
effects of associated physical and mental (e.g., depression, delirium) ill-
nesses and involve repeat assessments during periods of sobriety. A careful
evaluation of decisional capacity to consent to treatment is warranted in
these patients.
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Demonstrations of illness self-management programs Demonstrations of
programs for illness self-management for individuals with M/SU illnesses
are needed (see Chapter 3).

Gaps in Knowledge About How to Improve Quality

As discussed in Chapter 4, many published reports on successful qual-
ity improvement initiatives clearly show that it is possible for organizations
to improve the quality of their health care (Shojania and Grimshaw, 2005).
Yet little evidence exists about the most effective ways to ensure the consis-
tent application of research findings in routine clinical practice (Shojania et
al., 2004). Still less evidence exists about how to do so across the diverse
clinicians, organizations, and systems delivering M/SU health care.

Shortcomings in Public Policy

Gaps in knowledge about treatment, the effectiveness of care delivery,
and mechanisms and processes for improving quality all lead to shortcom-
ings in public policy for the management of M/SU care. These shortcomings
are reflected throughout this report and need to be redressed. Thus research
to fill the knowledge gaps described above must result in an agenda that
supports and informs policy.

Improved treatment models that support patient-centered care by in-
volving patients in treatment choices (see Chapter 3) will necessitate changes
in the structure and delivery of M/SU care. Purchasing decisions that are
based on established and common outcomes, guided by market incentives,
and driven by quality measures (see Chapters 4 and 8) will also serve as
leverage for the needed changes. The structure of public policy will be
impacted as well by efforts to address the M/SU workforce issues discussed
in Chapter 7.

Thus while the committee recommends a coordinated research agenda
and a diversity of research approaches (see below), a central theme must
also be the impact on public policy. In addition, research must continually
address the shortcomings in public policy noted above and inform the
purchasing, management, and delivery of systems of care. This need is
applicable at all levels, including patients and families, microsystems of
care, health care organizations, and the larger health care environment
(Berwick, 2002).

STRATEGIES FOR FILLING KNOWLEDGE GAPS

The committee concludes that a coordinated and broadened program
of research is needed to fill the gaps in knowledge and inform public policy



356 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

with regard to M/SU health care. Many public and private funders of
research on M/SU health care have their own research portfolios and
priority-setting processes. Unless these efforts are coordinated, important
knowledge gaps and policy shortcomings may persist. A similar problem
was addressed by the National Institutes of Health (NIH) when the incom-
ing director convened a series of meetings in 2002 to chart a roadmap for
medical research in the 21st century. The purpose was to identify major
opportunities and gaps in biomedical research that no single institute at
NIH could tackle by itself, but that required coordinated action by multiple
institutes to best improve the progress of medical research. The resulting
roadmap for research provides a framework of the priorities NIH as a
whole must address to optimize its entire research portfolio and sets forth a
vision for a more efficient and productive system of medical research (NIH,
undated). A similar process cutting across health services and translational
research conducted by the multiple public and private funders of M/SU
research efforts could also be beneficial.

Concern has been raised that much of the research on M/SU that is
funded, while methodologically pure, may be minimally relevant to those
who shape much of M/SU health care delivery (Feldman, 1999). Funded
research is at risk of continuing to generate more and more knowledge
about efficacious treatments, but failing to examine implementation strate-
gies for facilitating the delivery of these treatments to patients. While prac-
tical clinical trials have been encouraged in some of the NIH institutes, they
often have focused on a limited set of conditions, rather than addressing the
broader issues of quality improvement for a range of M/SU conditions. As
a result, public policy practices, reimbursement arrangements, and other
environmental factors that influence how care is delivered are not aligned
so as to promote the delivery of effective care.

Thus in addition to clinical research, translational research and demon-
stration projects and activities are needed, for example, to:

• Synthesize, develop, and demonstrate effective clinical practices for
use in usual settings of care delivery on the basis of known efficacious
treatments identified through clinical trials.

• Explore and develop processes for providing M/SU expertise in
general health specialist settings (e.g., cancer, cardiac, geriatric centers) to
address general health and M/SU comorbidities.

• Demonstrate and evaluate processes and procedures for providing
appropriately coordinated and comprehensive care involving M/SU health
care specialists; general health care specialists; patients and family mem-
bers; and representatives of related social, educational, criminal justice, and
other systems.
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• Test effective and reliable processes for disseminating to the broader
health care field findings on practice guidelines, processes, and procedures
that result from translational research activities.

• Inform public policy; continually examine the overall impact of
research findings on the purchasing, management, and delivery of care; and
monitor fidelity with the findings of this report and the principles of the
Quality Chasm report.

The committee believes the timely and efficient production of the evi-
dence needed to address such a broad range of issues will require a research
agenda that makes appropriate use of experimental, quasi-experimental,
and observational approaches.

Research Designs

As discussed in Chapter 4, while well-designed, randomized controlled
trials are recognized as the gold standard for generating sound clinical
evidence, the sheer number of possible pharmacological and nonpharma-
cological treatments for many M/SU illnesses makes relying solely on such
trials to identify evidence-based care infeasible (Essock et al., 2003). More-
over, some features of mental health care make the use of such trials meth-
odologically problematic (Tanenbaum, 2003). For these reasons, behav-
ioral and social science research has often used quasi-experimental as well
as qualitative research designs (National Academy of Sciences, undated);
indeed, some assert that quasi-experimental studies often are more useful in
generating practical information about how to provide effective mental
health interventions in some clinical areas (Essock et al., 2003). Consistent
with this point of view, the U.S. Preventive Services Task Force notes that a
well-designed cohort study may be more compelling than a poorly designed
or weakly powered randomized controlled trial (Harris et al., 2001). Ob-
servational studies also have been identified as a valid source of evidence
useful in determining aspects of better quality of care (West et al., 2002).
However, others note the comparative weakness of these study designs in
controlling for bias and other sources of error and exclude them from
systematic reviews of evidence for the determination of evidence-based
practices. Many researchers and methodologists already are considering
strategies for addressing these difficult issues (Wolff, 2000).

As this study was under way, the National Research Council had estab-
lished a planning committee to oversee the development of a broad, multi-
year effort—the Standards of Evidence–Strategic Planning Initiative—to
identify critical issues affecting the quality and utility of research in the
behavioral and social sciences and education (National Academy of Sci-
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ences, undated). The committee believes such discussions are critical to
strengthening the appropriate use of all of the above types of research in
building the evidence base on effective treatments for M/SU illnesses. How-
ever, the committee also believes that the methodologically sound use of
these different research designs can produce empirical evidence useful for
guiding initiatives to improve the delivery of M/SU care. The committee
notes that care will continue to be delivered even in the absence of empirical
evidence on the best (or better) ways of doing so; until further funding is
made available for more rigorous (and more expensive) research designs,
quasi-experimental and observational studies in usual settings of care can
help inform improvements in care and its delivery.

Consistent with these conclusions, the committee makes the following
recommendations.

Recommendation 9-1. The secretary of DHHS should provide leader-
ship, strategic development support, and additional funding for re-
search and demonstrations aimed at improving the quality of M/SU
health care. This initiative should coordinate the existing quality im-
provement research efforts of the National Institute of Mental Health,
National Institute on Drug Abuse, National Institute on Alcohol
Abuse and Alcoholism, Department of Veterans Affairs, Substance
Abuse and Mental Health Services Administration, Agency for
Healthcare Research and Quality, and Centers for Medicare and
Medicaid Services, and it should develop and fund cross-agency ef-
forts in necessary new research. To that end, the initiative should
address the full range of research needed to reduce gaps in knowledge
at the clinical, services, systems, and policy levels and should establish
links to and encourage expanded efforts by foundations, states, and
other nonfederal organizations.

Recommendation 9-2. Federal and state agencies and private founda-
tions should create health services research strategies and innovative
approaches that address treatment effectiveness and quality improve-
ment in usual settings of care delivery. To that end, they should develop
new research and demonstration funding models that encourage local
innovation, that include research designs in addition to randomized
controlled trials, that are committed to partnerships between research-
ers and stakeholders, and that create a critical mass of interdisciplinary
research partnerships involving usual settings of care. Stakeholders
should include consumers/patients, parents or guardians of children,
clinicians and clinical teams, organization managers, purchasers, and
policy makers.
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With respect to the above recommendation for the creation of research
partnerships between researchers and stakeholders, the committee took
note of some research–community partnerships already under way that can
serve as models. Two such partnerships are described below.

Agency for Healthcare Research and Quality’s Integrated
Delivery System Research Network

In 2000, the Agency for Healthcare Research and Quality (AHRQ)
initiated the Integrated Delivery Systems Research Network (IDSRN) as a
field-based research strategy to link the nation’s top researchers with some
of the largest health care systems for the conduct of research on cutting-
edge issues in health care on an accelerated timetable. IDSRN was devel-
oped to capitalize on the research capacity of and opportunities occurring
within integrated delivery systems. The network creates, supports, and dis-
seminates scientific evidence on what does and does not work in terms of
data and measurement systems, organizational best practices related to care
delivery, and diffusion of research results. It also provides a cadre of
delivery-affiliated researchers and sites to test ways of adapting and apply-
ing existing knowledge. Each of the nine IDSRN partners has three unique
attributes that make it particularly suited for time-sensitive research
projects:

• Data availability—IDSRN partners collect and maintain adminis-
trative, claims, encounter, and other data on large populations that are
clinically, demographically, and geographically diverse.

• Research expertise—IDSRN partners include some of the country’s
leading health services researchers, with proficiency in quantitative and
qualitative methodologies and expertise in emerging delivery system issues.

• Management authority to implement a health care intervention—
IDSRN partners have responsibility for managing delivery systems and are
in a position to implement financial and organizational strategies with an
evaluation component.

From 2000 through 2004, AHRQ’s commitment totaled nearly $20
million for 75 IDSRN projects (AHRQ, 2002). Although IDSRN is a model
of a research network involving large, technologically rich health care orga-
nizations, it is instructive in considering how to develop a research network
for M/SU health care. Many managed behavioral health care organizations
have similar capacity with regard to data availability, research expertise,
and management authority. Some already engage in partnerships with re-
search organizations to address questions pertaining to such issues as utili-
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zation, the parity of M/SU benefits, and the effects of integrated treatment
of clinical care (Feldman, 1999).

Network for the Improvement of Addiction Treatment

The Network for the Improvement of Addiction Treatment, described
in Chapter 4, is a university–treatment provider consortium that involves
smaller and less technologically rich organizations. This model also could
be replicated as a community laboratory for the conduct of translational
research on M/SU care.

REVIEW OF ACTIONS NEEDED FOR QUALITY IMPROVEMENT
AT ALL LEVELS OF THE HEALTH CARE SYSTEM

The committee’s recommendations call for action on the part of clini-
cians, health care organizations, purchasers, health plans, educational insti-
tutions, federal and state legislators and executive agencies, and many oth-
ers. These recommendations are organized according to the entities charged
with their implementation in Tables 9-1 through 9-8. Note that because
many of the recommendations are relevant to multiple parties, they appear
in more than one table. Also identified are the aims and rules from the
Quality Chasm report supported by each recommendation.
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w
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Appendix A

Study Process and
Committee Membership

STUDY PROCESS

The Committee on Crossing the Quality Chasm: Adaptation to Mental
Health and Addictive Disorders was formed by the Institute of Medicine in
March 2004. The committee gathered evidence and conducted its analyses
between April 2004 and June 2005. During the seven meetings it held
during this period, the committee received testimony from people with
mental or substance-use illnesses and their advocates; health care providers
and organizations; health plans; purchasers; professional associations; re-
searchers; federal, state, and local governments; and others presenting evi-
dence about the quality of mental and substance-use health care and recom-
mendations for its improvement. (See the acknowledgements section in the
front of this report for a listing of those providing testimony.)

During this period, the committee also reviewed leading reports in the
mental health and substance-use fields, such as the 1999 Surgeon General’s
report on mental health, the 2003 report of the President’s New Freedom
Commission on Mental Health, and the Substance Abuse and Mental Health
Services Administration’s (SAMHSA) report Changing the Conversation—
Improving Substance Abuse Treatment: The National Treatment Plan Initia-
tive. The committee also relied on the efforts of several experts in health care
for mental and substance-use conditions who prepared commissioned papers
providing the committee with in-depth reviews of several key issues:

• The impact of mental and substance-related illnesses on decision-
making capacity
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• Consumer-directed mental health services
• Statutory, regulatory, administrative, and other barriers to

consumer-directed mental health care
• Issues in measuring the quality of care for adults and children with

mental and substance-use problems and illnesses
• The experience of the Veterans Health Administration in measur-

ing the quality of care for mental and substance-use conditions
• The safety of health care for mental and substance-use conditions
• Legal, policy, and programmatic considerations in patient-centered

and self-directed care
• School-based mental health services
• Treatment services for mental and substance-use conditions for

children involved in child welfare
• Health care for mental and substance-use conditions and the crimi-

nal justice system
• Improving treatment services for mental and substance-use condi-

tions for children and adolescents in juvenile justice systems
• Workforce issues in health care for mental and substance-use

conditions
• Constraints on sharing information on treatment for mental and

substance-use conditions imposed by federal and state medical records pri-
vacy laws

The authors of these papers are listed in the acknowledgements section in
the front of this report.

During this time, the committee also performed additional evidence
review and analysis pertaining to its charge. Some of the extensive evidence
reviewed by the committee came from the specialty mental health and
substance-use health care fields, some from health services research and
other empirical evidence from general health care, and some from other
disciplines. The committee’s interdisciplinary review of the evidence was
completed in June 2005. A draft report containing the committee’s recom-
mendations was completed in July 2005 and was sent for external review in
August 2005. The committee finalized the report in October 2005.

With respect to the organization of this report, although the committee
used the aims and rules of the Quality Chasm report as its analytic frame-
work, it was not possible to fully organize this report according to those aims
or rules, for several reasons. First, there is a great deal of overlap among the
aims and rules, as would be expected. The aims are the goals to be achieved;
the rules are recommended strategies for achieving those goals. As a result,
the rules were often more useful as an analytic approach than were the aims.
For example, the aims are silent on the issue of care coordination, whereas
care coordination and collaboration are explicitly discussed in the rules.
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Second, many of the problems that the committee members identified, which
became the focus of the report, fit equally well under more than one aim (e.g.,
lack of care coordination affects the effectiveness, safety, timeliness, effi-
ciency, and even patient-centeredness of care—five of the six aims). Although
it was relatively easy to separate out the issues most closely related to patient-
centered care (as the committee did in a separate chapter), this did not hold
true for the rest of the issues addressed by the committee. More problematic,
the solutions to the problems also often addressed more than one aim or rule
(e.g., better dissemination of evidence affects effective care, as well as safe and
timely care). As a result, organizing the report’s chapters by the rules or aims
would have resulted in a great deal of redundancy.

COMMITTEE MEMBERSHIP

Mary Jane England, MD (Chair), graduated from Regis College and Boston
University with a medical degree, and began a national and international
career as a child psychiatrist, a Harvard University dean, and corporate
executive and CEO. She served as commissioner of the Massachusetts De-
partment of Social Services from 1979 to 1983, and later as associate dean
and director of the Lucius N. Littauer Master in Public Administration
Program at the John F. Kennedy School of Government at Harvard Univer-
sity (1983–1987), and then as president of the Washington Business Group
on Health. In 2001 she returned to Regis College to become its ninth and
first lay president. Recipient of numerous honors and awards, including
honorary degrees from Boston University, the Massachusetts School of
Professional Psychology, and the University of Texas, Dr. England is past
president of the American Psychiatric Association and the American
Women’s Medical Association. In 2002 she served as a member of the blue-
ribbon task force of professional experts in the new Commission for the
Protection of Children in the troubled Archdiocese of Boston. During 2003,
she received an ABCD (Action for Boston Community Development) award
in Boston for her community service and outstanding contributions to
protecting at-risk children and families. In 2004 she received the annual
Elizabeth Blackwell Award for a distinguished American woman physician
from the American Women’s Medical Association.

Paul S. Appelbaum, MD, is A. F. Zeleznik distinguished professor of psy-
chiatry, chairman of the Department of Psychiatry, and director of the Law
and Psychiatry Program at the University of Massachusetts Medical School.
He is the author of many articles and books on law and ethics in clinical
practice, including four that were awarded the Manfred S. Guttmacher
Award from the American Psychiatric Association and the American Acad-



394 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

emy of Psychiatry and the Law. He is past president of the American
Psychiatric Association, past president of the American Academy of Psy-
chiatry and the Law, and past president of the Massachusetts Psychiatric
Society, and has served as chair of the Council on Psychiatry and Law and
of the Commission on Judicial Action for the American Psychiatric Associa-
tion and as a member of the MacArthur Foundation Research Network on
Mental Health and the Law. He is currently a member of the MacArthur
Foundation Network on Mandatory Outpatient Treatment. He has re-
ceived the Isaac Ray Award of the American Psychiatric Association for
“outstanding contributions to forensic psychiatry and the psychiatric as-
pects of jurisprudence,” was Fritz Redlich fellow at the Center for Ad-
vanced Study in the Behavioral Sciences, and is a member of the Institute of
Medicine (IOM) of the National Academy of Sciences. Dr. Appelbaum is a
graduate of Columbia College, received his MD from Harvard Medical
School, and completed his residency in psychiatry at the Massachusetts
Mental Health Center in Boston.

Seth Bonder, PhD, has an international reputation in the field of systems,
policy, and operations analysis. He was a full-time faculty member in the
Department of Industrial and Operations Engineering at the University of
Michigan until December 1972 and is currently an adjunct professor in that
department and an advisor to engineering schools, business schools, and
mathematics departments in major universities. Dr. Bonder is the founder
and former chairman/CEO of Vector Research, Incorporated, which em-
ployed over 400 professionals providing analysis and information technol-
ogy services to national security, health care delivery, and financial enter-
prises in the public and private sectors. In recent years he has focused some
of his efforts on improving the planning and operations of health care
delivery enterprises. Dr. Bonder and his colleagues have developed models
of health care delivery enterprises and have used them in prospective analyses
of health care system reengineering issues and chronic disease management.
He has participated in a number of National Academy of Engineering/
Institute of Medicine and National Science Foundation workshops on the
use of engineering practices to improve the health care delivery system. He
was president of the Operations Research Society of America (ORSA) in
1978–1979 and a vice president of the International Federation of Opera-
tional Research Societies from 1985 to 1988. He has been the recipient of
numerous awards, including ORSA’s George E. Kimball Medal for outstand-
ing lifetime contributions to the profession and the INFORMS President’s
Award. He is a member of the National Academy of Engineering.

Allen Daniels, EdD, is professor of clinical psychiatry and executive vice
chair in the Department of Psychiatry at the University of Cincinnati,
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College of Medicine. He also is the CEO of University Managed Care,
which has two operational units: Alliance Behavioral Care, a regional
managed behavioral health care organization, and UC HealthPartners, a
medical disease management company. Dr. Daniels also serves as executive
director for University Psychiatric Services, a multidisciplinary behavioral
group practice. All of these organizations are affiliated with the Depart-
ment of Psychiatry at the University of Cincinnati. Dr. Daniels is active on
a number of boards and professional organizations. In 2002 he chaired the
American College of Mental Health Administration’s Annual Summit on
Translating the Institute of Medicine’s Crossing the Quality Chasm Report
for Behavioral Healthcare. In 2003 he participated in the Institute of Medi-
cine study, Crossing the Quality Chasm: Priority Areas for Health Care
Improvement. Dr. Daniels has published extensively in the areas of man-
aged care and group practice operations, quality improvement and clinical
outcomes, and academic health care. He has lectured and consulted both
nationally and internationally on these subjects. He is a graduate of the
University of Chicago School of Social Services Administration and the
University of Cincinnati.

Benjamin Druss, MD, MPH, as the first holder of the Rosalynn Carter
chair in mental health at Emory University, is working to build linkages
between mental health and broader public health and health policy commu-
nities. Prior to serving in this position, he was on the faculty in the Depart-
ments of Psychiatry and Public Health at Yale, where he was director of
mental health policy studies. Dr. Druss has published more than 50 peer-
reviewed articles in journals including the Journal of the American Medical
Association, the New England Journal of Medicine, and the Lancet, focus-
ing largely on policy/systems issues related to the interface between primary
care and mental health. He has received several national awards for his
work, including the 2000 American Psychiatric Association Early Career
Health Services Research Award, the 2000 AcademyHealth Article-of-the-
Year Award, and the AcademyHealth 2003 Alice S. Hersh New Investigator
Award.

Saul Feldman, DPA, at the time of this study, was chairman and CEO of
United Behavioral Health (UBH), a subsidiary of United Health Group.
UBH arranges for and oversees employee assistance and behavioral
health services for more than 23 million people throughout the country.
Dr. Feldman is now Chairman Emeritus of UBH. Prior to joining UBH, he
was president and CEO of HealthAmerica Corporation of California, a
health maintenance organization. Before assuming that position, as an
executive at the National Institute of Mental Health, he directed the Staff
College, as well as the nation’s community mental health and applied
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services research programs. He has also been a consultant to a number of
organizations, including the World Health Organization and Pan American
Health Organization. Appointed by the U.S. Secretary of Health and Human
Services, he served as a member of the National Advisory Council of the
Substance Abuse and Mental Health Services Administration. Currently, he
is a member of the MacArthur Foundation Network on Mental Health
Policy Research and, as an appointee of the Governor of California, serves
as a Commissioner on the State’s Mental Health Services Oversight and
Accountability Commission. Dr. Feldman has held faculty appointments at
a number of universities. He is a founding fellow and former president of
the American College of Mental Health Administration and founding edi-
tor of Administration and Policy in Mental Health, a professional journal
for the behavioral health field. His books, many journal articles, and pre-
sentations at professional meetings throughout the world have significantly
advanced the state of knowledge in behavioral health. Dr. Feldman holds a
graduate degree in psychology and a doctorate in public administration,
with a specialization in health service policy.

Richard G. Frank, PhD, is Margaret T. Morris professor of health econom-
ics in the Department of Health Care Policy at Harvard Medical School, as
well as a research associate with the National Bureau of Economic Re-
search. He received his undergraduate degree in economics from Bard Col-
lege and his PhD in economics from Boston University. He was previously
professor of health policy and management at The Johns Hopkins Univer-
sity and served as a commissioner on the Maryland Health Services Cost
Review Commission from 1989 to 1994. Dr. Frank is engaged in research
in (1) the economics of mental health care, (2) the economics of the phar-
maceutical industry, and (3) the organization and financing of physician
group practices. He advises several state mental health and substance-abuse
agencies on issues related to managed care and financing of care. He also
serves as co-editor for the Journal of Health Economics. Dr. Frank was
awarded the Georgescu-Roegen prize from the Southern Economic Asso-
ciation for his collaborative work on drug pricing, the Carl A. Taube Award
from the American Public Health Association for outstanding contributions
to mental health services and economics research, and the Emily Mumford
Medal from Columbia University’s Department of Psychiatry. In 2002 Dr.
Frank received the John Eisenberg Mentorship Award from National Re-
search Service Awards. He is a member of the Institute of Medicine.

Thomas L. Garthwaite, MD, in 2002, was appointed director and chief
medical officer of the County of Los Angeles Department of Health Ser-
vices, the second-largest county health system in the United States. With an
annual operating budget of $3.3 billion and nearly 24,000 employees, the
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county’s health care delivery system includes five hospitals and numerous
clinics. In addition, the department is responsible for public health services
including disease control and bioterrorism preparedness. Dr. Garthwaite is
the first medical doctor to serve as director since the unified Department of
Health Services was formally established in 1972. Prior to this, he served as
undersecretary for health in the Department of Veterans Affairs (VA). In
that capacity, he was the CEO for the nation’s largest integrated health care
system and oversaw a dramatic 7-year transformation in which the VA
provided demonstrably higher quality of care to 930,000 more veterans
with 27,000 fewer employees and with a 24 percent lower cost per veteran
served. A graduate of Cornell University, Dr. Garthwaite earned his medi-
cal degree from Temple University. He completed his internship and resi-
dency at the Medical College of Wisconsin Affiliated Hospitals before join-
ing the VA in 1976, and he is board-certified in internal medicine. His VA
career included nearly 20 years of experience as a physician and clinical
administrator at the Milwaukee VA Medical Center, where he served as the
Center’s Chief of Staff for 8 years.

Gary Gottlieb, MD, MBA, is president of Brigham and Women’s Hospital;
chairman of the Partners Psychiatry and Mental Health System; and a
professor of psychiatry at Harvard Medical School, a position he has held
since 1998. He also serves as president of Brigham and Women’s/Faulkner
Hospitals and is a member of both organizations’ boards of trustees. Prior
to joining Partners, he founded the University of Pennsylvania medical
center’s first program in geriatric psychiatry and developed it into a nation-
ally recognized research, training, and clinical program, later serving as
executive vice chair and interim chair of the Department of Psychiatry and
as associate dean for managed care for the University of Pennsylvania
Health System. In 1994, Dr. Gottlieb became director and CEO of Friends
Hospital in Philadelphia, the nation’s oldest independent, freestanding psy-
chiatric hospital. He has conducted extensive research and published nu-
merous papers in the fields of geriatric psychiatry and health care policy.
He is a past president of the American Association of Geriatric Psychiatry.
Dr. Gottlieb received his BS cum laude from the Rensselaer Polytechnic
Institute and his MD from the Albany Medical College of Union University,
and completed his internship and residency at New York University/Bellevue
Medical Center. He received an MBA with distinction in health care admin-
istration from the University of Pennsylvania’s Wharton Graduate School
of Business Administration while serving as a Robert Wood Johnson Foun-
dation clinical scholar.

Kimberly Hoagwood, PhD, is professor of clinical psychology in psychiatry
at Columbia University and director of research on child and adolescent
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services for the Office of Mental Health in the State of New York. In this
capacity, she directs all research programs on youth and family service effec-
tiveness and outcomes and implementation of evidence-based practices for
the state. Formerly she served as associate director of child and adolescent
mental health research within the Office of the Director at the National
Institute of Mental Health (NIMH). Dr. Hoagwood was also chief of the
Child and Adolescent Services Research Program at NIMH for 10 years.
Prior to her appointment at NIMH, she was research program director and
state school psychology consultant with the Texas Education Agency, super-
vising a statewide, multidisciplinary program of research on community-
based mental health and educational services for children with serious emo-
tional, behavioral, and developmental disorders. Dr. Hoagwood earned her
doctorate in school psychology in 1987 and practiced clinically for 9 years.
She has held academic appointments at Pennsylvania State University and the
University of Maryland. She has received numerous grants and awards, in-
cluding the American Psychological Association’s Distinguished Contribu-
tion Award and the Outstanding Scholar in Education award from the Uni-
versity of Maryland. Among her many publications are articles and books
examining the efficacy and effectiveness of child and adolescent services,
evidence-based practices and their implementation in children’s service sys-
tems, national psychotropic medication practices, research ethics, and genetic
epistemology in the work of Gabriel Garcia Marquez.

Jane Knitzer, EdD, is a psychologist whose career has addressed policy
research and analysis of issues affecting children and families, encompass-
ing mental health, child welfare, and early childhood. A clinical professor
of population and family health, she has produced landmark work on
children’s mental health, including the ground-breaking policy reports Un-
claimed Children: The Failure of Public Responsibility to Children and
Adolescents in Need of Mental Health Services and At the School House
Door: An Examination of Programs and Policies for Children with Behav-
ioral and Emotional Problems. Dr. Knitzer became director of the National
Center for Children in Poverty in 2004. She has both master’s and doctorate
degrees from the Harvard Graduate School of Education and did post-
doctoral work in community psychology at the Albert Einstein School of
Medicine. She was a fellow at the Radcliffe Bunting Institute and has been
on the faculty at Cornell University, New York University, and Bank Street
College of Education. She is a member of the New York State Permanent
Judicial Commission on Justice for Children and serves on the board of
Family Support America. She is a past president of Division 37 Child,
Youth, and Family Services of the American Psychological Association and
of the American Association of Orthopsychiatry. Among her many awards,
Dr. Knitzer was recipient of the first Nicolas Hobbs Award for Distin-
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guished Service in the Cause of Child Advocacy from the American Psycho-
logical Association.

A. Thomas McLellan, PhD, is a psychologist at the Philadelphia Veterans
Affairs Medical Center, professor of psychiatry at the University of Penn-
sylvania, and scientific director of the Treatment Research Institute. He was
educated at Colgate University, Bryn Mawn College, and Oxford Univer-
sity. He has published more than 300 articles and chapters on addiction
research. Dr. McLellan and his colleagues have been developing and evalu-
ating treatments for alcohol and drug dependence, as well as evaluation
instruments such as the Addiction Severity Index and the Treatment Ser-
vices Review. They are currently pursuing such questions as “What are the
active and inactive ingredients of treatment?” and “What is the appropriate
duration and content of treatment for various types of patients?”

Jeanne Miranda, PhD, is a professor in the Department of Psychiatry and
Biobehavioral Sciences at the University of California-Los Angeles (UCLA)
and a mental health services researcher who has focused her work on
providing mental health care to low-income and minority communities.
Her major research contributions have addressed the impact of mental
health care for ethnic minority communities, including a trial of treatment
of depression in impoverished minority patients at San Francisco General
Hospital and a study of care for depression in low-income, minority women
screened through county entitlement programs. Dr. Miranda is an investi-
gator in two UCLA centers focusing on improving disparities in health care
for ethnic minorities. For these centers, she directs an innovative research
study focusing on translating diet and exercise interventions for low-income
and minority communities. She was the senior scientific editor of Mental
Health: Culture, Race and Ethnicity, a supplement to Mental Health: A
Report of the Surgeon General, published August 2001. She holds a PhD in
clinical psychology from the University of Kansas and completed post-
doctoral training at the University of California-San Francisco. Dr. Miranda
was elected to membership in the Institute of Medicine in 2005.

Lisa Mojer-Torres, JD, is an attorney specializing in civil rights and health
law, with a subspecialty in representing persons in recovery from substance-
use disorders (including stabilized, methadone-maintained patients) who are
the victims of employment-related discrimination. She is also an active advo-
cate for consumers of substance-use disorder treatment services, representing
this constituency on multiple councils, committees, and boards. Ms. Mojer-
Torres is a member of the board of directors of the Alliance Project’s Faces
and Voices of Recovery Campaign and a member of the editorial board of the
Journal of Maintenance in the Addictions. Ms. Mojer-Torres recently com-
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pleted service as a panelist on Discrimination against Individuals in
Treatment/Recovery from Addiction, a collaboration between the American
Bar Association and JoinTogether. In 2002, she completed a 4-year appoint-
ment to SAMHSA’s Center for Substance Abuse Treatment’s National Advi-
sory Council. She has also served on two committees of the National Acad-
emy of Sciences/Institute of Medicine: the Committee on Federal Regulation
of Methadone Treatment and the Committee on Community Based Drug
Treatment. She has testified before the U.S. Congress, speaks at numerous
conferences, and has appeared in the media and in several educational films.
She further shares her expertise as a consultant and field reviewer on several
projects and grants. She received the first Public Service Award presented by
the National Institute of Drug Abuse in 1996. Ms. Mojer-Torres is a graduate
of Boston University and New York University School of Law and is admit-
ted to practice law in New York and New Jersey.

Harold Alan Pincus, MD, is professor and executive vice chairman of the
Department of Psychiatry at the University of Pittsburgh School of Medi-
cine. He also is Senior Scientist at the RAND Corporation and directs the
RAND–University of Pittsburgh Health Institute and The Robert Wood
Johnson Foundation’s National Program on Depression in Primary Care.
Previously, he was deputy medical director of the American Psychiatric
Association (APA) and the founding director of APA’s Office of Research,
executive director of the American Psychiatric Institute for Research and
Education, and cochair of the Work Group to Update the Text of DSM-IV
(the Diagnostic and Statistical Manual, fourth edition). He has edited or
coauthored 15 books and over 300 scientific publications in health services
research; science policy; research career development; and the diagnosis,
classification, and treatment of mental disorders. He has been appointed to
the editorial boards of nine major scientific journals and was founder and
editor of Psychiatric Research Report, a national newsletter on science
policy and funding. Dr. Pincus has been a consultant to a variety of federal
agencies and private organizations, including the U.S. Secret Service, the
John T. and Catherine D. MacArthur Foundation, the Hartford Founda-
tion, the World Health Organization, and the World Psychiatric Associa-
tion Section on Economics. He graduated from the University of Pennsylva-
nia and received his medical degree from Albert Einstein College of Medicine
in New York. He is a recipient of the William C. Menninger Memorial
Award of the American College of Physicians for distinguished contribu-
tions to the science of mental health, the Health Services Research Senior
Scholar Award of the APA, Columbia University’s Emily Mumford Award,
and the National Institute of Mental Health/APA Vestermark Award for
contributions to psychiatric education. Dr. Pincus also maintains a small
private practice specializing in major affective disorders and has spent one
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evening a week for 22 years at a public mental health clinic caring for
patients with severe mental illnesses.

Estelle B. Richman’s career spans more than 25 years of public service,
including her appointment in 2003 as secretary of Pennsylvania’s Depart-
ment of Public Welfare, which provides Medicaid, mental health, and
substance-abuse disorder services; child and family services; services to
individuals with mental retardation; and numerous other public welfare
services. Prior to this she was managing director for the city of Philadelphia,
responsible for oversight of 13 city departments. She served as the first
director of social services for the city of Philadelphia, leading an initiative to
create a more integrated and coordinated health and social services system
for children, adults, and families. Philadelphia’s Behavioral Health System
subsequently was named a winner of the 1999 Innovations in American
Government from the Kennedy School of Government, Harvard University.
Other positions held by Ms. Richman include the city of Philadelphia’s
commissioner of public health and deputy commissioner for mental health,
mental retardation and substance abuse services; southeast area director for
the Office of Mental Health in the Pennsylvania Department of Public
Welfare; and assistant director with the Positive Education Program (PEP)
in Ohio, a comprehensive day treatment school program for children and
adolescents with behavior problems. A nationally recognized expert on
issues of behavioral health and children’s services, Ms. Richman has been
honored for her advocacy efforts by the Alliance for the Mentally Ill, the
American Psychiatric Association, and the American Medical Association,
among others. She also is the recipient of the 1998 Ford Foundation/Good
Housekeeping Award for Women in Government.

Jeffrey H. Samet, MD, MPH, is a graduate of Brandeis University and
Baylor College of Medicine and has been a primary care physician in Bos-
ton since 1983. He is professor of medicine and social and behavioral
sciences at the Boston University Schools of Medicine and Public Health
and chief of the Section of General Internal Medicine at the medical school
and Boston Medical Center, as well as vice chair for public health of the
Department of Medicine. In 1995 he became medical director of the Sub-
stance Abuse Prevention and Treatment Services Division of the Boston
Public Health Commission. Between 1990 and 2002, he served as director
of the HIV Diagnostic Evaluation Unit at Boston City Hospital/Boston
Medical Center, a weekly intake clinic for newly diagnosed HIV-infected
patients. He was national president (1999–2001) of the Association of
Medical Education and Research in Substance Abuse and cochair (1992–
2002) of the Society of General Internal Medicine Substance Abuse Task
Force, and he is currently program chair of the Annual Medical-Scientific
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Conference of the American Society of Addiction Medicine. He has been
principal investigator of two National Institute of Drug Abuse (NIDA)–
funded studies and four National Institute on Alcohol Abuse and Alcohol-
ism (NIAAA)–funded studies, including Enhanced Linkage of Drug Abus-
ers to Primary Medical Care and Enhanced Linkage of Alcohol Abusers to
Primary Care. He is the primary mentor for two NIDA and one NIAAA
career development awardees. He has directed two Center of Substance
Abuse Prevention physician faculty development programs and has pub-
lished over 100 peer-reviewed articles and numerous book chapters.

Tom Trabin, PhD, MSM, is an independent consultant to trade associa-
tions, government agencies, organizations, and systems of care within the
behavioral health care field. He is the lead organizer of the 2005 National
Summit on Defining a Strategy for Behavioral Health Information Manage-
ment and Its Role in the National Health Information Infrastructure. He
organizes and chairs the annual California Information Management Con-
ference for state and county mental health and substance-abuse agencies
and treatment provider organizations and for 10 years chaired Behavioral
Informatics Tomorrow, the largest trade show of its kind. He helped found
and is part-time executive director of SATVA, the trade association of
behavioral health software vendors. He leads the adult mental health initia-
tive for SAMHSA’s Forum on Performance Measures and  the performance
measure set and evidence-based practices modules for SAMHSA’s Decision
Support 2000+. Dr. Trabin represents the behavioral health care field on
the Healthcare Information Management and Systems Society’s Davies
Awards Committee for best implementation of an electronic health record.
He has over 60 publications, including several books, book chapters, and
articles on performance and outcome measurement and computerization in
the behavioral health care field. Previously Dr. Trabin worked in executive
positions for U.S. Behavioral Health, Abbott Northwestern Hospital, a
behavioral health dot.com, and a conference and publishing company. He
has worked as a clinician in diverse settings, including a state mental
hospital, Veterans Affairs medical center, county mental health center,
hospital-based behavioral medicine clinic, partial hospital program, private
group practice, and solo independent practice. He earned masters and doc-
torate degrees in counseling psychology from the University of Minnesota,
a masters degree in management science from Stanford Business School as a
Bush Leadership Fellow, and a masters degree in philosophy from Delhi
University.

Mark D. Trail is chief of Medical Assistance Plans in the Department of
Community Health for the State of Georgia. As director of the state Medic-
aid agency, he is responsible for all Medicaid functions and services, as well
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as the State Children’s Health Insurance Program, PeachCare for Kids. The
combined programs provide health care coverage to over 1.6 million Geor-
gians, with expenditures approaching $6 billion. He has worked for over
27 years in a variety of health care fields, serving in both the public and
private sectors. While serving as Medicaid director, Mr. Trail implemented
a successful conversion from the outpatient clinic option to the rehabilita-
tion option for people with mental illness and addictive diseases. The con-
version provided for the payment and development of assertive community
treatment teams, peer support counselors, and certain residential services.
Prior to his work with Medicaid, Mr. Trail worked in a variety of positions
in the mental health, developmental disability, and addictive disease fields.
He has been a member and leader of multiple organizations, including
serving as president of the National Association of County Behavioral
Health Directors. He currently serves on the executive committee of the
National Association of State Medicaid Directors. Mr. Trail received a
masters degree in community counseling from Georgia State University.

Sr. Ann Catherine Veierstahler, RN, SCSJA, has had a life-long struggle
with mental illness that has been featured in both newspapers and maga-
zines. Although her professional life has included working as a registered
nurse in a refugee camp in Cambodia with the Red Cross, serving as a
nursing home administrator, starting the first clinics for the homeless in
Milwaukee, and creating programs to meet the needs of persons with men-
tal illnesses in boarding homes, her own mental illness of rapid-cycling
bipolar disorder, present since age 7, was not correctly diagnosed and
treated for decades. On her fiftieth birthday, she was diagnosed with stom-
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Appendix B

Constraints on Sharing Mental
Health and Substance-Use

Treatment Information Imposed by
Federal and State Medical Records

Privacy Laws

Timothy Stoltzfus Jost

INTRODUCTION

The privacy regulations issued by the Department of Health and Hu-
man Services pursuant to the Health Insurance Portability and Accountabil-
ity Act (HIPAA) of 1996 (Pub. L. No. 104-191) have had a tremendous
impact on health care providers. One of the less studied aspects of this
statute, however, is the constraints that exist on the sharing of treatment
information among mental health treatment providers when it is applied in
tandem with other state and federal medical records confidentiality laws.
This paper examines the interaction between these bodies of law, reviewing
the federal HIPAA regulations, state statutes that govern mental health
medical records privacy, and the federal statute governing confidentiality of
substance abuse records.

The study is based primarily on information regarding state privacy
statutes obtained from the state law database of the Health Privacy Project,
www.healthprivacy.org.  In most instances, the information regarding state
laws found in this database was confirmed and updated through state-
specific Westlaw searches. Like the Health Privacy Project database, this
study is limited to state statutes and does not include information on state
administrative regulations, attorney general opinions, licensure board opin-
ions, or court decisions, all of which might contain further information on
medical records privacy. This report should not be seen, therefore, as a
comprehensive legal analysis of all the issues raised by the law of each state.
Rather it is intended to identify the major issues raised by the interaction
between the laws of the various states and federal law.
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THE HIPAA PRIVACY REGULATIONS

Section 264 of HIPAA required the Secretary of Health and Human
Services to implement national standards to protect the privacy of individu-
ally identifiable health information that was transmitted electronically. The
final HIPAA regulation was published in the last minutes of the Clinton
Administration on December 28, 2000. That rule was extensively amended
in August of 2002 (with further amendments in 2003), and appears at final
form at 45 C.F.R. Parts 160 and 164.

Under the final HIPAA rules at 45 C.F.R. § 164.502, covered entities,
including health care providers, can disclose protected health information
for treatment purposes without patient consent; 45 C.F.R. § 164.506(c) (1)
and (2) permit both the use and disclosure of information for treatment
purposes. The rules at 45 C.F.R. § 164.501 define treatment to mean:

. . . the provision, coordination, or management of health care and related
services by one or more health care providers, including the coordination
or management of health care by a health care provider with a third party;
consultation between health care providers relating to a patient; or the
referral of a patient for health care from one health care provider to
another.

One exception to this general rule of permitting the sharing of treatment
information without consent is that “psychotherapy notes” may only be dis-
closed with authorization (45 C.F.R. § 164.508(a)(2)) except insofar as they
are used by the originator of the notes or for a covered entity’s supervised
mental health education and training purposes. Psychotherapy notes are a
special form of treatment information:

Psychotherapy notes means notes recorded (in any medium) by a health
care provider who is a mental health professional documenting or analyz-
ing the contents of conversation during a private counseling session or a
group, joint, or family counseling session and that are separated from the
rest of the individual’s medical record. Psychotherapy notes excludes med-
ication prescription and monitoring, counseling session start and stop
times, the modalities and frequencies of treatment furnished, results of
clinical tests, and any summary of the following items: diagnosis, func-
tional status, the treatment plan, symptoms, prognosis, and progress to
date (45 C.F.R. § 164.501).

Authorization is a special and rigorous form of consent, which must
include a description of the information to be disclosed, the identity of the
person or class of persons who may disclose the information and to whom
it may be disclosed, a description of the purpose of the disclosure, an
expiration date for the authorization, and the signature of the person au-
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thorizing the disclosure (45 C.F.R. § 164.508(c)). In general, the individual
signing the authorization may revoke it at any time, a provider cannot
condition treatment on the willingness of an individual to sign an authori-
zation for the release of psychotherapy notes, and an authorization for the
release of psychotherapy notes must be a separate and independent docu-
ment (45 C.F.R. § 164.508(b) and (c)).

THE RELATIONSHIP BETWEEN FEDERAL
AND STATE PRIVACY LAWS

The HIPAA statute also provides that:

A regulation promulgated under paragraph (1) shall not supersede a con-
trary provision of State law, if the provision of State law imposes require-
ments, standards, or implementation specifications that are more strin-
gent than the requirements, standards, or implementation specifications
imposed under the regulation (42 U.S.C. § 1320d-2(c)(2)).

Accordingly, the HIPAA regulations provide that they preempt state
laws that are less stringent than HIPAA, but they are in turn preempted by
stricter state laws, which, in the context of information disclosure, are more
protective of privacy (45 C.F.R. § 160.203(b)).

Some types of mental health records are also independently governed
by the federal substance abuse treatment confidentiality law, 42 U.S.C.
§ 290dd-2. This statute provides:

Records of the identity, diagnosis, prognosis, or treatment of any patient
which are maintained in connection with the performance of any program
or activity relating to substance abuse education, prevention, training,
treatment, rehabilitation, or research, which is conducted, regulated, or
directly or indirectly assisted by any department or agency of the United
States shall, * * * be confidential and be disclosed only for the purposes
and under the circumstances expressly authorized under subsection (b) of
this section (42 U.S.C. § 290dd-2(a)).

The only statutory exception identified in subsection (b) relevant to
treatment information is (b)(2)(A), which authorizes disclosure of informa-
tion to medical personnel in a “bona fide medical emergency.” The regula-
tions recognize further exceptions, however, insofar as they provide:

 (3) . . . The restrictions on disclosure in these regulations do not apply to
communications of information between or among personnel having a
need for the information in connection with their duties that arise out of
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the provision of diagnosis, treatment, or referral for treatment of alcohol
or drug abuse if the communications are
(I) Within a program or
(ii) Between a program and an entity that has direct administrative con-
trol over the program (42 C.F.R. § 2.12(c)(3)).

The regulations also provide:

 (4) . . . The restrictions on disclosure in these regulations do not apply to
communications between a program and a qualified service organization
of information needed by the organization to provide services to the pro-
gram (42 C.F.R. § 2.12(c)(4)).

“Qualified service organizations” are defined to include organizations that
provide support services such as billing and data processing, but the defini-
tion seems broad enough to include some consultations. Information can
also be disclosed with patient consent (42 C.F.R. § 2.33).

With respect to preemption of state law, the substance abuse regula-
tions state at § 2.20:

The statutes authorizing these regulations do not preempt the field of law
which they cover to the exclusion of all State laws in that field. If a
disclosure permitted under these regulations is prohibited under State law,
neither these regulations nor the authorizing statutes may be construed to
authorize any violation of that State law. However, no State law may
either authorize or compel any disclosure prohibited by these regulations.

Though the HIPPA privacy regulations do not expressly address their
relationship to the substance abuse confidentiality laws, the preamble to the
privacy regulations recognizes the constraints of the substance abuse confi-
dentiality law. It states that (1) in general the privacy law and substance
abuse law do not conflict, and (2) wherever one is more protective of
privacy than the other, the more restrictive should govern (65 Fed. Reg.
82462, 82482–82483).

In summary,

• The HIPPA regulations permit broad sharing of treatment informa-
tion without consent.

• However, the HIPPA regulations only permit sharing of psycho-
therapy notes with authorization.

• Moreover, the substance abuse confidentiality law does not permit
sharing of records relating to substance abuse treatment or rehabilitation
organizations conducted, regulated, or funded by the federal government,
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without consent, except within a program or with an entity with adminis-
trative control over a program.

• Whenever a state law is more protective of privacy than either the
federal HIPAA regulations or the federal substance abuse confidentiality
statute and regulations, the state law governs.

STATE MEDICAL RECORDS CONFIDENTIALITY LAWS

To understand the actual effect of the HIPAA regulations or federal
substance abuse statute or regulations, therefore, one must understand state
law. Each of the 50 states (and the District of Columbia) has a number of
statutes governing medical record confidentiality. In particular, each has
statutes specifically governing some aspect of mental health records, and
most have laws governing substance abuse records. The coverage and re-
quirements of these laws vary widely, however.

A number of states have comprehensive medical record statutes that
attempt to govern all issues pertaining to medical record confidentiality,
much like HIPAA. California is one such state (see Cal. Civil Code D. 1,
Part 2.6), although California also has a special statute governing the
records of patients in mental facilities (Calif. Welf. and Inst. Code § 5328)
and also specifically prohibits the release of information by psychothera-
pists specifically relating to “the patient’s participation in outpatient treat-
ment.” Montana has a general health care records statute, which permits
disclosure of health information “to a person who is providing health care
to the patient” (Mont. Code Ann. § 50-16-529). New York’s general medi-
cal records statute (N.Y. Pub. Health L. § 18(6)) permits disclosure of
general medical records to “practitioners or other personnel employed by
or under contract with the facility.” Virginia has a general law governing
the records of all providers and practitioners. Va. Code Ann. § 32.1-
127:03(D) permits disclosure of information when necessary for the care of
a patient. Finally, Washington has a comprehensive statute, which permits
disclosure “(a) to a person who the provider reasonably believes is provid-
ing health care to the patient” (Wash. Rev. Code Ann. § 70.02.050(1)(a)).

STATE LAWS GOVERNING MENTAL HEALTH RECORDS

It is more common for a state to have several specific statutes governing
different types of medical records and information. Every state has some
form of legislation governing mental health records. These generally take
four forms. First, many states have laws governing the records of patients in
state mental hospitals or mental health programs. These are in some in-
stances part of general statutes governing state health records (See Idaho
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Code § 9-340C(8) and (13)) and are sometimes specific to mental hospitals
(see N.Y. Mental Hygiene Law 33.13; N.C. Gen. Stat. § 122C-55).

Second, a number of states have laws governing the records of specific
mental health practitioners, most commonly psychologists, social workers,
and counselors. Colo. Rev. Stat. Ann. § 12-43-218, for example, requires
patient consent for any disclosure by a psychologist or psychotherapist,
with no treatment exception. Massachusetts law (Mass. Gen. Laws. ch. 112
§ 129A) provides that the records of psychologists are confidential, and
makes no exception for sharing of information for treatment. Missouri law
(Mo. Rev. Stat. § 337.636) contains similar provisions governing psycholo-
gists, social workers, and professional counselors, as does Wyoming (Wyo.
Stat. Ann. § 33-38-109). Nebraska law imposes an absolute obligation of
confidentiality on “mental health practitioners,” but allows the Board of
Mental Health Practice to define regulatory exceptions (Neb. Rev. Stat.
§ 71-1,335(1)). New Mexico law also seems to impose an absolute obliga-
tion of confidentiality on any “counselor and therapist practitioner” (N.M.
Stat. Ann. § 61-9A27). Utah law permits disclosures “made under a gener-
ally recognized professional or ethical standard that authorizes or requires
the disclosure” (Utah Code. Ann. 58-61-602(2)(c)). The obligations im-
posed by these laws may pose the most substantial threat to the broad
sharing of treatment information contemplated by HIPAA.

Third, a number of states have specific statutes governing the records of
patients who are involuntarily committed to mental institutions (see Idaho
Code § 66-348; Neb. Rev. Stat. § 71-961; Wash. Rev. Code Ann. § 71.05.390).
These statutes recognize, presumably, that patients who are involuntarily com-
mitted to institutions might have a special claim to privacy, though these laws
also usually make provision for the use of records in the commitment process.
The Tennessee Code, for example, has a special provision for sharing of infor-
mation for mandatory outpatient treatment in section 33-6-601:

If (1) a person with mental illness or serious emotional disturbance was
committed involuntarily under chapter 6, part 5 of this title, AND (2) the
hospital staff determines preliminarily that: (A) the person will need to
participate in outpatient treatment on discharge, and (B) there is a likeli-
hood that the discharge will be subject to the outpatient treatment obliga-
tion of this part, AND (3) the person refuses to give consent to disclose
information which is legally confidential under this title to the proposed
outpatient qualified mental health professional, THEN (4) the hospital
and qualified mental health professional may exchange information as
necessary to carry out this part.

Fourth and finally, most states have statutes that generally govern the
records of all mental patients. The Alabama Code, §§ 22-56-4(b)(6) and
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22-56-10, provides that mental patients have rights to privacy, but not
beyond the rights of other patients. Louisiana law provides that mental
patients may not be deprived of their right to privacy, whatever that
means (La. Rev. Stat. Ann. § 28.171(A)). The treatment exceptions dis-
cussed below are all found in such general mental health confidentiality
statutes.

STATE LAWS GOVERNING THE CONFIDENTIALITY OF
SUBSTANCE ABUSE RECORDS

Most states also have statutes governing substance abuse records. These
in general roughly approximate the federal statute in their terms (see Cal.
Health & Safety Code, § 11845.5; Fla. Stat. Ann. § 397.501(7)) and some-
times specifically refer to federal law (e.g., Mass. Gen. Laws. ch. 111E
§ 18). They may govern facilities not governed by the federal law (because
the facilities receive no federal funding) but may also lack the flexibility
found in the federal regulations. Some states have specific laws governing
substance abuse counselors as a licensed profession and forbid disclosure of
records without consent, with no treatment exception (e.g., La. Rev. Stat.
Ann. § 37:3390.4).

Several states, on the other hand, permit broader disclosure of sub-
stance abuse information than does the federal law. Kansas law provides
that disclosure of substance abuse records can be made “upon the sole
consent of the head of the treatment facility who has the records if the head
of the treatment facility makes a written determination that such disclosure
is necessary for the treatment of the patient or former patient” (Kan. Stat.
Ann. § 59-2979). Mississippi law (Miss. Code. Ann. § 41-30-33) provides
for disclosure without consent “to treatment personnel for use in connection
with his treatment.” New Hampshire law (N.H. Rev. Stat. Ann. § 172:8-a)
provides confidentiality for substance abuse records, but also says they may
be used for a rehabilitation or medical purpose without consent. These
provisions would presumably be preempted as to facilities governed by the
federal statute.

Some state substance abuse statutes, on the other hand, seem to be
more narrow. Pennsylvania law, for example, only authorizes disclosure of
substance abuse information to medical personnel with consent (see Pa.
Cons. Stat. Ann. tit. 71 § 1690.108). Michigan law (Mich. Comp. Laws
§ 333.6112) only provides disclosure of substance abuse records for treat-
ment with the consent of the patient. New Jersey, on the other hand (N.J.
Stat. Ann. § 26:2B-20), only permits disclosure with a court order. Mis-
souri has a special law (Mo. Rev. Stat. § 191.731) governing substance
abuse treatment for pregnant women that promises absolute confidentiality.
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INFORMATION SHARING FOR TREATMENT
PURPOSES UNDER STATE LAW AND HIPAA

A few state records statutes have no exception to a general confidenti-
ality obligation for sharing records for treatment and only allow it with
consent (see Fla. Stat. Ann. § 394.4615 and Wash Rev. Code Ann.
§ 71.05.630). Michigan law (Mich. Comp. Laws. § 330.1748) provides for
disclosure only with consent outside of a treating facility.

Most state laws governing medical records or mental health records,
however, make some provision for sharing of information for treatment
purposes. The wording of these statutes varies from state to state. Some are
quite limited, only permitting sharing within a single facility or among state
treatment programs. See 740 Ill. Comp. Stat. § 110/8–110/12.2. The Dela-
ware mental health statute allows disclosure of treatment information to
“Departmental contractors to the extent necessary for professional consul-
tation or services” (Del. Code. Ann. tit. 16, § 5161(13)(f)). The District of
Columbia mental health law is even more restrictive, only allowing disclo-
sure to other employees within a facility or to participating providers in the
organized mental health system, and then only “when and to the extent
necessary to facilitate the delivery of professional services to the client”
(D.C. Code § 7-1203.01). Some states permit disclosure of mental health
information for treatment without consent only in an emergency. Iowa law
provides that “mental health information may be transferred at any time to
another facility, physician, or mental health professional in cases of a medi-
cal emergency or if the individual or the individual’s legal representative
requests the transfer in writing for the purposes of receipt of medical or
mental health professional services” (see Iowa Code § 228.2(3)). The Kansas
statute allows for disclosure of mental health records in an emergency, as
well as for “communication and information between or among treatment
facilities regarding a proposed patient, patient or former patient for pur-
poses of promoting continuity of care between the state psychiatric hospi-
tals and the community mental health centers” (Kan. Stat. Ann. § 65-
5603(5) and (13)). Nebraska law provides for disclosure of mental health
records to “the department, * * * and any public or private agency under
contract to provide facilities, programs, and patient services” (Neb. Rev.
Stat. § 83-109(1)).

Ohio permits disclosure for treatment only of limited mental health
information and then only to a limited group of providers:

Hospitals and other institutions and facilities within the department of
mental health may exchange psychiatric records and other pertinent infor-
mation with other hospitals, institutions, and facilities of the department,
and with community mental health agencies and boards of alcohol, drug
addiction, and mental health services with which the department has a
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current agreement for patient care or services. Records and information
that may be released pursuant to this division shall be limited to medica-
tion history, physical health status and history, financial status, summary
of course of treatment in the hospital, summary of treatment needs, and a
discharge summary, if any (Ohio Rev. Code Ann. § 5122.31(c)).

The South Carolina statute permits exchange of mental health informa-
tion among facility staff, but only “on a need to know basis” (S.C. Code
Ann. § 44-22-90(A)(1)). South Carolina also permits mental health provid-
ers to disclose “in the course of diagnosis, counseling, or treatment, confi-
dences necessary to promote care within the generally recognized and ac-
cepted standards, practices, and procedures of the provider’s profession”
(S.C. Code Ann. § 19-11-95(c)(5)). Texas law only permits the disclosure of
information by mental health professionals “to other professionals and
personnel under the professionals” direction who participate in the diagno-
sis, evaluation, or treatment of the patient” (Tex. Health and Safety Code
§ 611.004(a)(7)). The Illinois statute permits disclosure of therapists records
to “the therapist’s supervisor, a consulting therapist, members of a staff
team participating in the provision of services, a record custodian, or a
person acting under the supervision and control of the therapist” (740 Ill.
Comp. Stat. § 110/9(1)). The California mental health law requires that
“the consent of the patient, or his or her guardian or conservator shall be
obtained before information or records may be disclosed by a professional
person employed by a facility to a professional person not employed by the
facility who does not have the medical or psychological responsibility for
the patient’s care” (Cal. Welf. and Inst. Code § 5328(a)). Finally, the Okla-
homa statute provides that mental health information “shall only be avail-
able to persons actively engaged in the treatment of the patient or in related
administrative work. The information available to persons actively engaged
in the treatment of the consumer or in related administrative work shall be
limited to the minimum amount of information necessary for the person or
agency to carry out its function” (Okla. Stat. tit. 43A § 109(A)(2)).

Other statutes are more broadly worded. The Alaska Code, for example,
allows sharing of the records of mental patients with “a physician or a pro-
vider of health, mental health, or social and welfare services involved in caring
for, treating, or rehabilitating the patient” (Alaska Stat. § 47.30.845(1)).
The Arizona statute similarly permits disclosure of mental health records to
“physicians and providers of health, mental health or social and welfare
services involved in caring for, treating or rehabilitating the patient” (Ariz.
Rev. Stat. § 36-509). The Colorado mental health statue allows disclosure
“in communications between qualified professional personnel in the provi-
sion of services or appropriate referrals” (Colo. Rev. Stat. Ann. § 27-10-
120(1)(a)). Indiana law permits disclosure of mental health records to indi-
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viduals who “(A) are employed by: (i) the provider at the same facility or
agency; (ii) a managed care provider * * *; or (iii) a health care provider or
mental health care provider, if the mental health records are needed to
provide health care or mental health services to the patient.” and “(B) are
involved in the planning, provision, and monitoring of services” (Indiana
Code § 16-39-2-6). The Minnesota statute, which governs health records
generally, provides for disclosure “to other providers within related health
care entities when necessary for the current treatment of the patient” (Minn.
Stat. Ann. § 144.335 (3a)(b)(2)).

Mississippi provides for disclosure “when necessary for the continued
treatment of a patient” (Miss. Code Ann. § 41-21-97). Missouri law pro-
vides for disclosure without consent “to persons or agencies responsible for
providing health care services to such patients, residents or clients” (Mo.
Rev. Stat. § 630.140(3)(2)). Montana law provides for disclosure of records
pertaining to “the seriously mentally ill” “in communications between quali-
fied professionals in the provision of services or appropriate referrals” (Mont.
Code Ann. 53-21-166(1)). New Jersey law (N.J. Stat. Ann. § 30:4-24.3)
provides that the confidentiality requirements that apply in state mental
health facilities do not prohibit “the professional staff of a community
agency under contract with the Division of Mental Health Services in the
Department of Human Services, or of a screening service, short-term care
or psychiatric facility * * * from disclosing information that is relevant to a
patient’s current treatment to the staff of another such agency.” The New
York Mental Hygiene Code, § 33.16(a)(1) permits disclosure to “practitioners
as part of a consultation or referral during the treatment of the patient or
client.”

The Pennsylvania mental health statute (50 Pa. Cons. Stat. Ann. § 7111)
permits disclosure to “those providing treatment to the person.” The Rhode
Island statute (R.I. Gen. Laws. § 40.1-5-26(b)(2)), on the other hand, per-
mits disclosure “in communications among qualified medical or mental
health professionals in the provision of services or appropriate
referrals”(though Rhode Island only permits disclosure of mental health
treatment in community residences within the same residence (R.I. Gen.
Laws § 40.1-24.5-11). Vermont goes even further, allowing for disclosure
of information, “upon proper inquiry to the patient’s family, clergy, physi-
cian or health care agent” (Vt. Stat. Ann. tit 18 § 7103). Finally, Washing-
ton permits disclosure of mental health records:

(e) To qualified staff members of the department, to the director of re-
gional support networks, to resource management services responsible for
serving a patient, or to service providers designated by resource manage-
ment services as necessary to determine the progress and adequacy of
treatment and to determine whether the person should be transferred to a
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less restrictive or more appropriate treatment modality or facility. The
information shall remain confidential.
(f) Within the treatment facility where the patient is receiving treatment,
confidential information may be disclosed to individuals employed, serv-
ing in bona fide training programs, or participating in supervised volun-
teer programs, at the facility when it is necessary to perform their duties.
(g) Within the department as necessary to coordinate treatment for mental
illness, developmental disabilities, alcoholism, or drug abuse of individu-
als who are under the supervision of the department.
(h) To a licensed physician who has determined that the life or health of
the individual is in danger and that treatment without the information
contained in the treatment records could be injurious to the patient’s
health. Disclosure shall be limited to the portions of the records necessary
to meet the medical emergency.
(i) To a facility that is to receive an individual who is involuntarily com-
mitted * * * or upon transfer of the individual from one treatment facility
to another. The release of records under this subsection shall be limited to
the treatment records required by law, a record or summary of all somatic
treatments, and a discharge summary. The discharge summary may in-
clude a statement of the patient’s problem, the treatment goals, the type of
treatment which has been provided, and recommendation for future treat-
ment, but may not include the patient’s complete treatment record (Wash.
Rev. Code Ann. § 71.05.630).

The North Carolina mental health statute is one of the most compre-
hensive statutes, providing over a dozen different contexts in which infor-
mation regarding mental patients may be disclosed (N.C. Gen. Stat. Ann.
§ 122C-55). It is too complex to summarize here and is attached as an
appendix. The Wisconsin statute (Wis. Stat. Ann. § 51.30), not reproduced
here, is nearly as complex.

A number of states require some sort of special determination before
records can be released to other treatment providers. The Georgia mental
health code, for example, states: “When the chief medical officer of the
facility where the record is kept deems it essential for continued treatment,
a copy of the record or parts thereof may be released to physicians or
psychologists when and as necessary for the treatment of the patient” (Ga.
Code Ann. § 37-3-166(a)(1)). The Hawaii statute similarly provides for
disclosure as it “may be deemed necessary by the director of health or by
the administrator of a private psychiatric or special treatment facility to
carry out this chapter” (Haw. Rev. Stat. § 334-5. See, similarly, N.D. Cent.
Code § 25-03.1-43). The Maryland law provides for disclosure without
consent:

(I) To the medical or mental health director of a juvenile or adult deten-
tion or correctional facility if: 1. The recipient has been involuntarily
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committed under State law or a court order to the detention or correc-
tional facility requesting the medical record; and 2. After a review of the
medical record, the health care provider who is the custodian of the record
is satisfied that disclosure is necessary for the proper care and treatment
of the recipient (Md. Code Ann. § 40-307(j)).

 Nevada law permits disclosure “to a qualified member of the staff of a
division facility, an employee of the Division * * *, when the Administrator
deems it necessary for the proper care of the client” (Nev. Rev. Stat.
§ 433A.360). Nevada law (Nev. Rev. Stat. § 433.482(8)) also provides that
a patient may refuse access to his records to persons without a court order
or authorization who are not members of facility staff, and permits the
sealing of clinical records of patients who are released from a mental health
facility as recovered (Nev. Rev. Stat. §§ 433A.703, 433A.711). The Nevada
statute further provides, however, “if, after the sealing of the records, the
petitioner is being treated by a physician or licensed psychologist, the phy-
sician or psychologist may obtain a copy of the petitioner’s records from
the hospital or facility. Any records so obtained must be used solely for the
treatment of the petitioner” (Nev. Rev. Stat. § 433A.711).

At least one state has a provision for obtaining, as opposed to dis-
closing, the medical records of mental patients. N.H. Rev. Stat. Ann. § 135-
C:19-a(II) provides:

when the medical director or designee determines that obtaining informa-
tion is essential to the care or treatment of a person admitted pursuant to
[the mental health commitment statute] a designated receiving facility may
request, and any health care provider which previously provided services
to any person involuntarily admitted to the facility may provide, informa-
tion about such person limited to medications prescribed, known medica-
tion allergies or other information essential to the medical or psychiatric
care of the person admitted. Prior to requesting such information the
facility shall in writing request the person’s consent for such request for
information. If the consent cannot be obtained, the facility shall inform
the person in writing of the care providers who have been requested to
provide information to the facility pursuant to this section. The facility
may disclose such information as is necessary to identify the person and
the facility which is requesting the information.

Several states provide for the transfer of mental health records with a
patient. Nevada law provides that when a patient is transferred from a
public medical facility, the patient’s records must be forwarded to the new
facility (Nev. Rev. Stat. §§ 449.705, 433.332). Oregon and Pennsylvania
have similar laws  (see Or. Rev. Stat. § 179.505(6); Pa. Cons. Stat. Ann. tit.
50, § 4602). Tenn. Code Ann. § 33-3-105 provides for disclosure if “a
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service recipient moves from one service provider to another and exchange
of information is necessary for continuity of service.”

New Mexico provides that mental health records can be disclosed with-
out authorization: (1) when the request is from a mental health or develop-
mental disability professional or from an employee or trainee working with
mentally disordered or developmentally disabled persons, to the extent
their practice, employment or training on behalf of the client requires that
they have access to such information; . . . and (3) when the disclosure of
such information is to the primary caregiver of the client and the disclosure
is only of information necessary for the continuity of the client’s treatment
in the judgment of the treating physician or certified psychologist who
discloses the information (N. M. Stat. Ann. § 43-1-19). See also N.M. Stat.
Ann. § 32A-6-15 (making similar provision for child patients).

At least one state permits disclosure for treatment but requires that the
patient be notified of the disclosure (Conn. Gen. Stat. § 52-146f). Several
others require that an accounting be kept of disclosures (see, e.g., Wash.
Rev. Code Ann. § 71.05.420).

Finally, some state statutes contain exceptions that do not clearly cover
treatment, but may be construed to do so in some situations. Ky. Rev. Stat.
Ann. § 210.235(2), for example, allows disclosure as “necessary to carry
out the provisions for the Kentucky Revised Statutes, and the rules and
regulations of cabinets and agencies of the Commonwealth of Kentucky.”
Maine law provides for disclosure of information by the Department of
Mental Health “to carry out any of the statutory functions of the Depart-
ment” (Me. Rev. Stat. Ann. tit. 34B § 1207(1)(B)).

CONCLUSION

In sum, state laws vary widely in terms of authorizing the disclosure of
mental health records without consent for treatment purposes. Many of
them are, or could be interpreted as being, more restrictive than the HIPAA
regulations. A few may even be more restrictive than the substance abuse
confidentiality statute. These laws could in many cases stand in the way of
coordinated treatment of persons with mental illness. This is an issue that
the Department of Health and Human Services should consider in any
revision of the HIPAA privacy regulations. State legislatures should also
review their state statutes to assure that a proper balance is reached be-
tween the need for keeping mental health records confidential, on the one
hand, and the need to share information among treatment providers to
assure proper treatment on the other.
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Appendix: NORTH CAROLINA GENERAL STAT. ANN. § 122C-55

(a) Any area or State facility or the psychiatric service of the University of
North Carolina Hospitals at Chapel Hill may share confidential informa-
tion regarding any client of that facility with any other area or State facility
or the psychiatric service of the University of North Carolina Hospitals at
Chapel Hill when necessary to coordinate appropriate and effective care,
treatment or habilitation of the client. For the purposes of this subsection,
coordinate means the provision, coordination, or management of mental
health, developmental disabilities, and substance abuse services and related
services by one or more facilities and includes the referral of a client from
one facility to another.
(a1) Any State or area facility or the psychiatric service of the University of
North Carolina Hospitals at Chapel Hill may share confidential informa-
tion regarding any client of that facility with the Secretary, and the Secre-
tary may share confidential information regarding any client with an area
or State facility or the psychiatric service of the University of North Caro-
lina Hospitals at Chapel Hill when the responsible professional or the
Secretary determines that disclosure is necessary to coordinate appropriate
and effective care, treatment or habilitation of the client.
(a2) Any area or State facility or the psychiatric service of the University of
North Carolina Hospitals at Chapel Hill may share confidential informa-
tion regarding any client of that facility with any other area facility or State
facility or the psychiatric service of the University of North Carolina Hospi-
tals at Chapel Hill when necessary to conduct payment activities relating to
an individual served by the facility. Payment activities are activities under-
taken by a facility to obtain or provide reimbursement for the provision of
services and may include, but are not limited to, determinations of eligibil-
ity or coverage, coordination of benefits, determinations of cost-sharing
amounts, claims management, claims processing, claims adjudication,
claims appeals, billing and collection activities, medical necessity reviews,
utilization management and review, precertification and preauthorization
of services, concurrent and retrospective review of services, and appeals
related to utilization management and review.
(a3) Whenever there is reason to believe that a client is eligible for benefits
through a Department program, any State or area facility or the psychiatric
service of the University of North Carolina Hospitals at Chapel Hill may
share confidential information regarding any client of that facility with the
Secretary, and the Secretary may share confidential information regarding
any client with an area facility or State facility or the psychiatric services of
the University of North Carolina Hospitals at Chapel Hill. Disclosure is
limited to that information necessary to establish initial eligibility for ben-
efits, determine continued eligibility over time, and obtain reimbursement
for the costs of services provided to the client.
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(a4) An area authority or county program may share confidential informa-
tion regarding any client with any area facility, and any area facility may
share confidential information regarding any client of that facility with the
area authority or county program, when the area authority or county pro-
gram determines the disclosure is necessary to develop, manage, monitor,
or evaluate the area authority’s or county program’s network of qualified
providers as provided in G.S. 122C-115.2(b)(1)b., G.S. 122C-141(a), the
State Plan, and rules of the Secretary. For the purposes of this subsection,
the purposes or activities for which confidential information may be dis-
closed include, but are not limited to, quality assessment and improvement
activities, provider accreditation and staff credentialing, developing con-
tracts and negotiating rates, investigating and responding to client griev-
ances and complaints, evaluating practitioner and provider performance,
auditing functions, on-site monitoring, conducting consumer satisfaction
studies, and collecting and analyzing performance data.
(a5) Any area facility may share confidential information with any other
area facility regarding an applicant when necessary to determine whether
the applicant is eligible for area facility services. For the purpose of this
subsection, the “term applicant” means an individual who contacts an area
facility for services.

(b) A facility, physician, or other individual responsible for evaluation,
management, supervision, or treatment of respondents examined or com-
mitted for outpatient treatment under the provisions of Article 5 of this
Chapter may request, receive, and disclose confidential information to the
extent necessary to enable them to fulfill their responsibilities.

(c) A facility may furnish confidential information in its possession to the
Department of Correction when requested by that department regarding
any client of that facility when the inmate has been determined by the
Department of Correction to be in need of treatment for mental illness,
developmental disabilities, or substance abuse. The Department of Correc-
tion may furnish to a facility confidential information in its possession
about treatment for mental illness, developmental disabilities, or substance
abuse that the Department of Correction has provided to any present or
former inmate if the inmate is presently seeking treatment from the request-
ing facility or if the inmate has been involuntarily committed to the request-
ing facility for inpatient or outpatient treatment. Under the circumstances
described in this subsection, the consent of the client or inmate shall not be
required in order for this information to be furnished and the information
shall be furnished despite objection by the client or inmate. Confidential
information disclosed pursuant to this subsection is restricted from further
disclosure.
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(d) A responsible professional may disclose confidential information when
in his opinion there is an imminent danger to the health or safety of the
client or another individual or there is a likelihood of the commission of a
felony or violent misdemeanor.

(e) A responsible professional may exchange confidential information with a
physician or other health care provider who is providing emergency medical
services to a client. Disclosure of the information is limited to that necessary
to meet the emergency as determined by the responsible professional.
(e1) A State facility may furnish client identifying information to the De-
partment for the purpose of maintaining an index of clients served in State
facilities which may be used by State facilities only if that information is
necessary for the appropriate and effective evaluation, care and treatment
of the client.
(e2) A responsible professional may disclose an advance instruction for
mental health treatment or confidential information from an advance in-
struction to a physician, psychologist, or other qualified professional when
the responsible professional determines that disclosure is necessary to give
effect to or provide treatment in accordance with the advance instruction.

(f) A facility may disclose confidential information to a provider of support
services whenever the facility has entered into a written agreement with a
person to provide support services and the agreement includes a provision
in which the provider of support services acknowledges that in receiving,
storing, processing, or otherwise dealing with any confidential information,
he will safeguard and not further disclose the information.

(g) Whenever there is reason to believe that the client is eligible for financial
benefits through a governmental agency, a facility may disclose confidential
information to State, local, or federal government agencies. Except as pro-
vided in G.S. 122C-55(a3), disclosure is limited to that confidential infor-
mation necessary to establish financial benefits for a client. After establish-
ment of these benefits, the consent of the client or his legally responsible
person is required for further release of confidential information under this
subsection.

(h) Within a facility, employees, students, consultants or volunteers in-
volved in the care, treatment, or habilitation of a client may exchange
confidential information as needed for the purpose of carrying out their
responsibility in serving the client.
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(i) Upon specific request, a responsible professional may release confiden-
tial information to a physician or psychologist who referred the client to the
facility.

(j) Upon request of the next of kin or other family member who has a
legitimate role in the therapeutic services offered, or other person desig-
nated by the client or his legally responsible person, the responsible profes-
sional shall provide the next of kin or other family member or the designee
with notification of the client’s diagnosis, the prognosis, the medications
prescribed, the dosage of the medications prescribed, the side effects of the
medications prescribed, if any, and the progress of the client, provided that
the client or his legally responsible person has consented in writing, or the
client has consented orally in the presence of a witness selected by the client,
prior to the release of this information. Both the client’s or the legally
responsible person’s consent and the release of this information shall be
documented in the client’s medical record. This consent shall be valid for a
specified length of time only and is subject to revocation by the consenting
individual.

(k) Notwithstanding the provisions of G.S. 122C-53(b) or G.S. 122C-206,
upon request of the next of kin or other family member who has a legitimate
role in the therapeutic services offered, or other person designated by the
client or his legally responsible person, the responsible professional shall
provide the next of kin, or family member, or the designee, notification of the
client’s admission to the facility, transfer to another facility, decision to leave
the facility against medical advice, discharge from the facility, and referrals
and appointment information for treatment after discharge, after notification
to the client that this information has been requested.

(l) In response to a written request of the next of kin or other family
member who has a legitimate role in the therapeutic services offered, or
other person designated by the client, for additional information not pro-
vided for in subsections (j) and (k) of this section, and when such written
request identifies the intended use for this information, the responsible
professional shall, in a timely manner:
(1) Provide the information requested based upon the responsible
professional’s determination that providing this information will be to the
client’s therapeutic benefit, and provided that the client or his legally re-
sponsible person has consented in writing to the release of the information
requested; or
(2) Refuse to provide the information requested based upon the responsible
professional’s determination that providing this information will be detri-
mental to the therapeutic relationship between client and professional; or
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(3) Refuse to provide the information requested based upon the responsible
professional’s determination that the next of kin or family member or
designee does not have a legitimate need for the information requested.

(m) The Commission for Mental Health, Developmental Disabilities, and
Substance Abuse Services shall adopt rules specifically to define the legiti-
mate role referred to in subsections (j), (k), and (l) of this section.
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Appendix C

Mental and Substance-Use
Health Services for Veterans:
Experience with Performance

Evaluation in the Department of
Veterans Affairs

Robert Rosenheck, MD
Director, VA Northeast Program Evaluation Center (NEPEC),

West Haven, CT
Professor of Psychiatry, Public Health and at the Child Study Center

Yale Medical School, New Haven, CT

August 2004

Prepared for the Institute of Medicine Committee on Crossing the
Quality Chasm: Adaptation to Mental Health and Addictive Disorders

Acknowledgement: Paul Errera MD, Thomas Horvath MD, Laurent
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William Van Stone MD, Robert Gresen PhD and Anthony Campinell PhD
and the staff of the Strategic Healthcare Group for Mental Health in VA
Central Office have provided invaluable support over many years. The staff
of NEPEC is responsible for most of the work reported here (but not for the
errors, which are my own), specifically project directors Mayur Desai PhD,
Rani Desai PhD, Alan Fontana PhD, Greg Greenberg PhD, Wesley Kasprow
PhD, Douglas Leslie PhD, Alvin Mares PhD, James McGuire PhD, Michale
Neale PhD, Sandra Resnick PhD. Thanks also to Michael Sernyak MD.
Special analyses of the 2001 Survey of Veterans and the Schizophrenia PORT
survey for this report were completed by Greg Greenberg and Rani Desai.

Summary

As the largest integrated health and social welfare agency in the
United States, the Department of Veterans Affairs is a unique
and potentially informative setting in which to examine the challenges
of mental health and substance use treatment services quality and
performance management.
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U.S. Veterans

Of 25 million U.S. veterans, 21% used Veterans Affairs (VA)
services in the past year, and 2.7% used VA mental health or
substance abuse (MH/SA) services. Although all veterans are now
eligible for VA services, those most likely to use VA services
receive VA income benefits are older, poorer, and less likely to
have health insurance.

Treatment of MH/SA in VA

In 2003, 1.2 million veterans received a MH/SA diagnosis in VA,
about 25% of all VA users. While they were a diagnostically
mixed, Global Assessment of Functioning scores averaged 53,
suggesting poor functioning, and 19% were dually diagnosed.
VA is a cabinet-level agency with many important stakeholders.
Concern about war-related Post Traumatic Stress Disorder (PTSD)
and homelessness among veterans have given mental health issues
greater prominence in the VA community in recent years. In
1995, a major reform was initiated which closed most MH/SA
inpatient beds, nearly doubled outpatients treated, and emphasized
accountability and performance measurement.

Linkage of VA with the Department of Defense (DoD) and
Other Mental Health, Medical, and Social Service Systems

There has been great interest recently in smoothing the transition
from DoD to VA, although the integration of information systems
has yet to take place. Most VA patients get all of their MH/SA
and medical services from VA. Although there has been concern
that with extensive recent bed closures, VA patients would be
forced to seek care in other health systems and might experience an
increased risk of incarceration or suicide, empirical studies conducted
thus far have not shown a significant increase in these problems.

Development of MH/SA Quality Measurement
and Quality Management in VA

During the past 20 years there have been two notable phases in
the development of VA MH/SA services. The first was initiated
by the leader of mental health programs in VA central office
from 1985–1994 and involved expansion of specialized mental
health programs such as Assertive Community Treatment, homeless
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outreach, and transitional employment. The second was initiated
in 1995 by the undersecretary for Health and brought changes in
mental health service delivery as part of a major system-wide
shift from operating as a hospital-based system of care to a community
or population-based system of care. In both phases quality and
performance measurement were crucial tools in guiding organizational
change. A third phase, characterized by system-wide focus on
building MH/SA quality is evolving in response to the recent report
of the President’s New Freedom Commission on Mental Health.

Quality of VA MH/SA Care

The assessment of quality requires comparison of providers with
standards or benchmarks, with risk adjustment for factors that
may confound these comparisons. Evaluation of the quality of
MH/SA care at VA facilities has been based on comparisons with:
(1) VA system average performance, (2) VA performance in prior
years, (3) the performance of other systems of care, and (4) comparison
of care received by minorities with the majority population. Methods
of quality measurement and benchmarking in VA are demonstrated
for six aims highlighted in a previous Institute of Medicine (IOM)
report: safety, effectiveness, person-centeredness, timeliness, efficiency,
and equitability.

Front-Line Experience

Performance management in health care is sometimes experienced
ambivalently by front line managers and clinicians. While they
often feel empowered by access to data and find it allows them
to improve the care they provide, there is also concern that measures
are imperfect; that they do not take account of differences across
facilities in case mix and in available community resources; that
measures can be manipulated or “gamed,” resulting in unfair
comparisons; and that managerial pressure to improve performance
sometimes creates an atmosphere of personal criticism more than
joint problem solving.

Conclusion

The complexity and uncertainty of the health care enterprise must
be managed through comprehensive quality monitoring systems
used by creative and committed leaders in competent organizations.
VA has embraced this challenge.
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INTRODUCTION: THE DEPARTMENT OF VETERANS
AFFAIRS IN AMERICAN MENTAL HEALTH CARE

To bridge a chasm, one needs, at a minimum, a clear view of the terrain
surrounding it. One can imagine building a bridge from one side of a chasm
to the other, from both sides toward the middle, or even from a scaffolding
erected on the floor in the center of the chasm out to both sides. But it is
virtually impossible to imagine bridging a chasm if one were blocked from
either viewing or accessing even one of its banks. The situation faced by
those who would seek to bridge the many quality chasms in mental health
care in the United States is in many respects like that of an engineer bridging
a complex system of chasms with access to only one of its banks. People
with serious mental illness often have needs for diverse services including
psychiatric care, substance abuse care, primary and specialty medical care,
and numerous social services including income supports, employment, edu-
cation, and housing assistance, as well as help negotiating with the criminal
justice system. And yet each of these needs is addressed by a different set of
agencies at different levels of government. The advantage of this decentral-
ized approach is that it increases local control, responsiveness, and flexibility
(Peterson, 1995; Smith and Lipsky, 1993). The disadvantage is that agencies
tend to compete for sources of funding, carefully guard their independence,
and are often wary of sharing information on individual clients, let alone
releasing systematic data on their overall operation. Mental health system
engineers in America thus often find themselves trying to bridge system
chasms while only being able to obtain information on the small patch of
ground under their own feet.

The U.S. Department of Veterans Affairs (VA) is a notable exception to
this pattern. In most areas of U.S. social or health care policy, programs are
operated at state or local levels by private or nonprofit providers, and the
role of the federal government is limited. In contrast, the national govern-
ment takes direct responsibility for providing comprehensive, lifelong, medi-
cal and social services to Veterans of the Armed Forces. National defense is
the least contested area of federal dominance in the American system of
government; as a result, the federal government has been given responsibil-
ity for the health and social welfare of military personnel, both on active
duty and, for an increasingly large segment of veterans, after their period of
military service is over. The VA thus represents the unusual case in which
one agency accepts responsibility, at the national level, for providing com-
prehensive long-term care for a well-defined segment of the population.
Mental health care provided by the VA may thus offer a uniquely informa-
tive, if atypical, opportunity to examine mental health performance moni-
toring and management in the American context.

Taking a broad view, this presentation will: (1) describe the veteran
population of the United States, compare the mental health needs (includ-
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ing substance use treatment needs) of veterans and those of other Ameri-
cans, and compare veterans who use VA services with both nonveterans
and other veterans who do not. It will then (2) present an overview of the
VA health care system, the Veterans Health Administration (VHA)—and
specifically its delivery of mental health and substance abuse services, pay-
ing special attention to the most prominent needs of the treated population,
basic organizational structures, and notable changes in the delivery of those
services in the past decade. (3) Next, data on the linkages between VA and
non-VA mental health and social welfare systems will be presented to allow
evaluation of the level of self-containment of VA mental health care and the
nature of its linkages with other systems. The next section (4) describes the
organizational processes through which quality management has been de-
veloped in VA mental health and substance abuse care in recent years.
Having presented the context of mental health performance management,
in the next section (5) we present evidence concerning the safety, effective-
ness, person-centeredness, timeliness, efficiency and equitability of VA
mental health and substance abuse care as it has changed in recent years
and as it compares to other health care systems. Finally, (6) we touch on an
area that has received virtually no systematic attention, the sometimes am-
bivalent reactions of front-line health system managers and clinicians to the
implementation of performance management systems.

I. AMERICA’S VETERANS: MENTAL HEALTH AND SUBSTANCE
ABUSE STATUS AND USE OF VA SERVICES

America’s Veterans

In 2001, the national Survey of Veterans (SOV) conducted detailed
interviews with a nationally representative sample of 20,000 veterans iden-
tified through VA administrative records and random digit dialing (USVA,
2004). Population estimates derived from the survey were based on an
overall estimate of 25,196,036 living veterans in 2001, which included
12.4% of all U.S. adults and 24.5% of men 18 years or older (U.S. Census
Bureau, 2001) (see column 1 of Table 1). The two most distinctive charac-
teristics of the veteran population is that it is overwhelmingly male (94%)
and that its age distribution is shaped by defense manpower needs and
particularly wartime recruitment, rather than by the natural rate of popula-
tion growth.

Veterans are older than other Americans, first, because eligibility for
military service begins at 18. In addition, and perhaps more important,
World War II, the Korean conflict, and the Vietnam conflict, spanning 34
years from 1941 to 1975, were fought by far larger forces than have served
in the 28 years since 1975. Altogether 30 million troops served during the
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three major war eras from 1941 to 1975 while only 5.7 million living
veterans entered military service since 1975 (U.S. Census Bureaus, 2001).
Thus 46% of veterans are 60 years old or more as compared to only 16.6%
of the general population and 14.5% of men. A detailed characterization of
the U.S. veteran population based on the 2001 SOV is presented in the first
column of Table 1. Veterans do not differ markedly from the rest of the
U.S. population in racial composition, education, or employment although
there are somewhat fewer blacks and Hispanics and educational levels are
somewhat higher among veterans, most likely due to the availability of
specific veterans’ educational benefits.

Mental Health and Substance Abuse Disorders Among Veterans
and Nonveterans in the General Population

Self-report data from the SOV show that 6.6% of veterans report
having received services for a MH/SA problem in the past year, but these
data do not allow comparison with the MH/SA status of the general popu-
lation. The most useful study for comparing MH/SA problems of veteran
and nonveteran men is a secondary analysis of data from the Epidemiological
Catchment Area (ECA), which surveyed the mental health status of 18,572
Americans, including 10,954 men, and oversampled older Americans, in
five locations in 1980 (Norquist et al., 1990).

ECA data reveal no differences in lifetime prevalence of mental health
disorder among veterans of World War II or either the Korean or Vietnam
conflict eras and age-matched nonveteran men. In contrast, veterans of the
post-Vietnam era (the initial period of the All Volunteer Force [AVF]) show
a greater prevalence of lifetime mental disorder (54.6% of veterans vs.
40.9% of nonveterans [p <.0001]). Data on 6-month prevalence of mental
disorder show a similar pattern, although World War II era veterans had a
significantly lower overall prevalence of mental disorder than nonveterans
(11.8% vs. 17.7%, p <.01).

Examination of specific lifetime disorders shows that World War II era
veterans had lower prevalences of any nonsubstance abuse disorder than
nonveterans (12.2% vs. 18.5%, p <.01); Vietnam era veterans had lower
prevalence of schizophrenic disorders (0.8% vs. 2.2%, p <.05) and affective
disorders (4.4% vs. 8.3%, p <.01); and post-Vietnam veterans had higher
lifetime prevalence of substance abuse disorders (47.4% vs. 30.6%, p <.01,
including both alcohol and drug disorders) and antisocial personality dis-
order (14.9% vs. 5.8%) but lower prevalence of schizophrenic disorder
than nonveterans (0.3% vs. 1.5%, p <.01).

Findings of greater rates of mental illness and especially substance
abuse among veterans of the AVF are consistent with several studies show-
ing greater substance use among military personnel in the immediate post-
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Vietnam era (Rosenheck et al., 1996a) and with studies that have demon-
strated a three to four times greater risk of homelessness among post-
Vietnam veterans as compared to nonveterans, as well as among female
veterans (who have always served on a voluntary basis) (Gamache et al.,
2001, 2003). The increased risk of homelessness is completely absent or not
statistically significant among veterans of earlier eras in which the draft
guaranteed a more representative military force. Thus a major issue in the
psychiatric epidemiology of U.S. veterans appears to be the shift from the
draft to the AVF. There have been far fewer veterans since the end of the
Vietnam conflict, but they appear to have a greater risk of MH/SA prob-
lems, not because of the hazards of military service, but because of self-
selection processes among those who volunteer.

Findings from the ECA are also consistent with the results of the
National Vietnam Veterans Readjustment Study (NVVRS) (Kulka et al.,
1990), a major epidemiologic study of representative samples of Vietnam
era veterans and a matched sample of nonveterans. While the NVVRS
found higher rates of posttraumatic stress disorder (PTSD) among veterans
exposed to high levels of combat than among other veterans who were not
and civilians; rates of other mental disorders did not differ between veteran
and nonveteran populations.

A recent analysis of data from 12,480 male respondents aged 25–60 in
the National Household Drug Abuse Surveys from 1994, 1997, and 1998
showed veterans reported greater rates of near-daily alcohol use in the past
year (22.9 vs. 19.2%, p <.001) but lower rates of illicit drug use (10.0% vs.
12.9%, p <.001) (Tessler et al., in press). Similarly, an epidemiologic study
that compared homeless veteran and nonveteran men in Los Angeles found
that veterans were less likely to have nonsubstance abuse mental health
disorders (47.5% vs. 65.2%, p <.01) but more likely to meet criteria for
alcohol abuse or dependence (72.3% vs. 59.8%, p <.05) (Rosenheck and
Koegel, 1993). Both these studies involve representative samples of the
veteran population, not those involved in treatment.

MH/SA Status Among Veteran and Nonveteran Users
of Mental Health Services

Three studies have compared veteran and nonveteran men who were
using MH/SA services (Desai et al., in press-b; Rosenheck et al., 2000a;
Tessler et al., 2002). These studies generally have found veterans to be
older, less likely to be minorities, better educated, and with higher incomes,
and analyses were adjusted for these differences in comparisons of mental
health status.

The Schizophrenia Patient Outcomes Research Team (PORT) study of
representative samples of patients treated for schizophrenia in Ohio and
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Georgia included an over-sampling of VA patients to allow adequate power
for comparison of VA–non-VA male service users (N = 466 VA patients
and 279 non-VA male patients) (Rosenheck et al., 2000a). After adjusting
for age and race differences, no significant differences were found on mea-
sures of psychosis, depression, or substance abuse.

A comparison of 1,252 veteran and 3,236 nonveteran men treated at
18 sites in the ACCESS demonstration of service system integration for
homeless people with severe mental illness also found no differences be-
tween veterans and nonveterans on psychiatric or drug problems, although
veterans had somewhat more severe alcohol problems as measured by the
Addiction Severity Index (Tessler et al., 2002).

Finally, the Connecticut Outcome Study compared 196 VA patients
and 337 non-VA patients treated at nearby state-operated Community
Mental Health Centers and also found no significant differences in mea-
sures of psychiatric symptoms or substance abuse, after adjustment for age,
race and income (Desai et al., in press).

Use of VA Services

Data from the 2001 SOV show that 20.5% of veterans reported using
any VA services (i.e., not specifically MH/SA services) in the past year and
34.4% in their lifetimes. These figures are substantially higher than those
recorded in a similar national survey conducted in 1987. In that survey,
only 5.8% reported VA service use in the past year and 21.2% lifetime
(Rosenheck and Massari, 1993). These substantial changes reflect at least
three factors. First, eligibility for VA services was vastly expanded in 1996
from those who receive VA compensation or pension benefits or have low
incomes, estimated to have represented only 9.4 million veterans (Kizer,
1999), to the entire population of 25 million veterans. In addition, major
changes in the configuration of VA facilities have made services far more
accessible. In the 1990s major reductions in inpatient beds allowed
expansion of outpatient care and the establishment of over 500 accessible
community-based outpatient clinics (GAO, 2001). In 2003, the average
veteran lived 12.2 miles from the nearest VA facility as compared to 32.0
miles in 1994 (Greenberg and Rosenheck, 2003; Rosenheck and Cicchetti,
1995). In addition, the increasing numbers of uninsured Americans and the
growing cost and importance of prescription drugs have also contributed to
the growing demand for virtually free VA services.

In spite of the changes in eligibility, veteran characteristics that are
associated with use of VA services have changed little since 1987. Columns
2 and 3 in Table 1 show the proportions of veterans in each subgroup who
used VA services in the past year and in their lifetimes. Both recent and
lifetime VA service use is associated with greater age, minority status, low
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education and income, lack of private insurance, poor health, mental health
service use, and receipt of VA compensation.

Table 2 presents a logistic regression analysis of factors that predict
recent and lifetime VA service use to illustrate both the independent and the
relative magnitude of the effects of each factor. The fourth and seventh
columns rank the absolute value of the magnitude of these effects (both
positive and negative) and show the strongest correlates of VA service use
to be receipt of VA compensation, low income, lack of private insurance,
poor health, age less than 30, African American race, Prisoner of War
experience, and mental health service use and related disability. These fac-
tors are virtually the same as those identified in the 1987 SOV (Rosenheck
and Massari, 1993).

Use of VA Mental Health Services

SOV data further reveal that 6.6% of all veterans used mental health
services in the previous year, and 2.7% used VA mental health services
(41% of those who used any mental health services) (Columns 4 and 5 of
Table 1). Among mental health service users, too, those who used VA
services are older, more likely to be minority group members, had less
education and lower incomes, lacked private insurance, had poorer health,
and received VA compensation (see also Table 3 for logistic regression
analysis and ranking). It is notable that veterans who sought services for
PTSD were especially likely to have used VA mental health services, repli-
cating a finding from a previous analysis of the NVVRS data (Rosenheck
and Fontana, 1995) and showing that, contrary to what was once popular
belief, veterans with PTSD related to their military service do not avoid
using VA mental health services.

The PORT survey of the treatment of schizophrenia in Ohio and Geor-
gia allows further comparison, with the group of severely mentally ill veter-
ans, of those who used VA services (N = 350) and those who used non-VA
services (N = 170) (reanalysis based on data in Rosenheck et al., 2000a).
Stepwise logistic regression showed veterans who used VA services to be
2.7 times more likely to be receiving VA compensation, 3.0 times more
likely to be living in a supervised residence, 37% less likely to be black, and
to have used fewer emergency services and have had less severe symptoms.

A study that focused on administrative data from state mental hospitals
in eight states between 1984 and 1989 (Desai and Rosenheck, 2000) found
that from 7 to 27% of men in these non-VA facilities were veterans as
compared to 29–34% in the general male population, suggesting that veter-
ans are less likely to use non-VA service than other men. In comparison
with other state hospital patients, veterans were older, more like to have
alcoholism and bipolar disorder, and perhaps of greatest interest: (a) lived
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further away from VA hospitals than nonveterans; (b) were from states
with lower per capita expenditure on VA mental health care; and (c) were
from states with higher per capita expenditure on state hospitals. Thus, in
addition to personal characteristics, both residential remoteness from a VA
facility and scant supply of VA services in relation to non-VA services increased
veterans’ use of non-VA services.

A study of the proportion of veterans in each U.S. county who use VA
MH/SA services similarly found distance from veterans’ residences to the
nearest VA facility to be the strongest predictor of VA MH/SA services use,
along with the relative local supply of VA and non-VA services (Rosenheck
and Stolar, 1998). In fact, VA service use among  veterans service connected
for psychoses was specifically reduced in association with a high supply of
state and county mental hospital resources, while VA use among non-
psychotic veterans was negatively associated with the supply of non-Federal
general hospital resources. The impact of the supply and proximity of VA
services has also been demonstrated in a sample of homeless mental health
services users (Gamache et al., 2000).

II. TREATMENT OF MENTAL HEALTH AND SUBSTANCE ABUSE
IN THE VA: PATIENTS, ADMINISTRATION, RELATIONSHIPS
WITH OTHER FEDERAL AGENCIES, STAKEHOLDERS, AND

CHANGES SINCE 1995

The VA is a cabinet level federal department that includes two major
subdivisions that provide services to people with mental illness: (1) The
VHA, which delivered health care services to approximately 5 million
veterans in fiscal year (FY) 2003 at 162 medical centers and more than 850
facility and community based clinics; and (2) the Veterans Benefits Admin-
istration (VBA), which provided income benefits to over 2.5 million veterans
in FY 2003 in addition to rehabilitation and educational support and hous-
ing loan guarantees (U.S. Department of Veterans Affairs, 2003). Of the 2.5
million veterans who received compensation from VBA in 2003, 481,000
received compensation for mental illness, and of these 47% used VA mental
health services (Greenberg and Rosenheck, 2004a).

VA Patients Diagnosed with Mental Health
and Substance Abuse Disorders

Administrative workload data from the VHA show that in FY 2003,
1,218,327 veterans (about 25% of all those who received VA health
services) received a mental health or substance abuse (MH/SA) diagnosis
(ICD-9 codes 290.00-312.99) during an inpatient, nursing home, residen-
tial, or outpatient encounter (Table 4).
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The most frequent MH/SA diagnoses (Table 4, numbered column 2)
were dysthymia (41%), PTSD (20%), anxiety disorder (20%), and major
depressive disorder (20%). Altogether 22% received a substance abuse diag-
nosis (17% alcohol abuse/dependence and 11% drug abuse/dependence)
and 18% were dually diagnosed. Altogether, 38% received VA compensa-
tion for medical or psychiatric problems, almost four times that in the
general population.

Among veterans who received a MH/SA diagnosis, 930,098 (76%)
received a primary diagnosis for MH/SA (Table 4, numbered column 3),
meaning that the MH/SA diagnosis was the primary focus of at least one
contact during the year; and 705,209 of these received treatment in a MH/
SA specialty program (numbered column 4) (76% of those who received a
primary MH/SA diagnosis and 57% of those who received any primary or
secondary MH/SA diagnosis). An additional 89,372 veterans received ser-
vices in a specialty mental health program but did not receive a primary
mental health diagnosis (not shown on table), for a total of 794,581 or
17% of all VA patients who received mental health services in a specialty
clinic setting (Greenberg and Rosenheck, 2004a).

The most frequent MH/SA diagnoses among veterans treated in specialty
clinics (Table 4, numbered column 5) were also dysthymia (43%), PTSD
(31%), anxiety disorder (22%), and major depressive disorder (24%), with
26% receiving a substance abuse diagnosis (20% alcohol abuse/dependence
and 16% drug abuse/dependence), and 18% were dually diagnosed.

Global Assessment of Functioning (GAF) scores based on a single item
rating scale ranging from 0 to 100, which is a standard part of the psychi-
atric diagnosis, average 41.8 (s.d. = 13.1) among inpatients at the time of
discharge and 53.3 (s.d. = 11.3) among outpatients (Greenberg and
Rosenheck, 2004a). A GAF score of 50 is often used as a cutoff for severe
mental illness. Thus although fewer than 15% of VA patients with MH/SA
diagnoses have the most severe illnesses such as schizophrenia or bipolar
disorder, there is considerable functional impairment among these patients.
It is also noteworthy that although only 76% of veterans with a primary
MH/SA diagnosis receive care in specialty clinics, 95% or more of those
with the most serious illnesses (schizophrenia, major depressive disorder,
bipolar disorder, or PTSD) receive care in MH/SA specialty clinics, and
45% receive VA compensation.

Annual surveys conducted from FY 1995 (Rosenheck et al., 1996c) to
FY 2000 (Seibyl et al., 2001) showed that almost 30% of VA psychiatric
inpatients, and almost 50% of those in inpatient substance abuse programs,
had been homeless at the time of admission. Over 100,000 MH/SA outpa-
tients are identified as homeless each year, about 12% of the total, which is
most likely a substantial undercount, since coding for homelessness is not
uniform in the outpatient files.
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Specialized MH/SA Programs

Perhaps the most basic approach to improving the quality of mental
health care in VA, as elsewhere, has been through the establishment of
specialized programs or treatment units. In the 1950s, VA established a
community foster care program that represented one of the early efforts to
transfer severely mentally ill patients from the hospital to the community
(Linn et al., 1977). In the 1960s and 1970s, day hospitals (Linn et al., 1979)
and day treatment centers were established as alternatives to hospitaliza-
tion along with specialized inpatient and outpatient substance abuse pro-
grams and a transitional employment program that offered veterans the
opportunity to work, first in workshop settings and subsequently at com-
munity jobs. More recently, specialized programs have been established to
treat military-related PTSD; to conduct outreach and provide residential
treatment for homeless veterans; to provide residential rehabilitation in
community settings and to deliver specialized services to veterans with
substance abuse problems. Table 5 summarizes workloads in specialized
VA inpatient and outpatient MH/SA programs. While it appears that as
many as 400,000 may receive treatment in specialized programs, these figures
are not unduplicated counts and a substantial number of veterans are treated
in more than one program. More will be said about the development,
management, and monitoring of specialized VA MH/SA programs, below.

Administrative Organization

The VHA is led by the undersecretary for Health, a presidential appoin-
tee approved by the Senate. Line authority for operations devolves through
the deputy undersecretary for operations and management to the directors
of 21 Veterans Integrated Service Networks (VISNs), the regional unit of
administration in VHA. VISN directors are responsible for supervision of
the directors of each of the 152 local VA Medical Centers (VAMCs), about
130 of which operate specialty mental health programs. VISNs serve an
average of 231,000 veterans per year with an average of 8,671 Full Time
Employee Equivalents (FTEE) and consist of 4-8 medical centers, which each
serve an average of 37,554 veterans per year with an average of 1,437 FTEE.

The lead mental health expert in VA Central Office (VACO) is the chief
consultant of the Strategic Health Care Group for Mental Health, who
provides staff support to the chief of Patient Care Services and through that
position to the deputy undersecretary for Health. Thus, the national leader
of mental health has no direct line or budgetary authority and acts as a staff
advisor, several levels below top VHA leadership. The national Office of
Quality and Performance (OQP) in VACO is responsible for designing
national performance measures and does so with extensive input from the
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field. The director of OQP reports directly to the deputy undersecretary for
Health.

While there is some variability in organization across VISNs and
VAMCs, most have a mental health service line manager, most often a
psychiatrist or psychologist, who is responsible for coordinating the deliv-
ery of mental health care by all the involved professions at that facility. At
present, mental health service line managers do not have budgetary authority
and appeal to VISN or VAMC leaders for resources in competition with the
leadership of other medical specialties. Quality management and prepara-
tion for Joint Commission on Accreditation of Health Care Organizations
(JCAHO) and Commission on Accreditation of Rehabilitation Facilities
(CARF) accreditation are VISN and VAMC responsibilities, in which the
mental health service line managers are responsible for the performance of
the mental health programs.

Relationships with Other Federal Departments

Collaboration to facilitate the transition from Department of Defense
(DoD) to VA care has been of growing interest in recent years. Staff of the
VBA counsel military personnel about their VA benefits as they leave mili-
tary service, but there has been no ongoing sharing of medical records or
other information. Specific efforts are now being made to facilitate elec-
tronic information exchange between the agencies, especially in response to
the concern about the new generation of veterans now returning from Iraq.
The position of deputy Secretary for Health for Health Policy Coordination
was created 2 years ago to lead interagency program development and to
serve as the principle liaison between VA and the Department of Health
and Human Services. VA participates actively in joint activities with other
federal agencies, as in the Interagency Counsel on Homelessness and the
President’s New Freedom Commission on Mental Health, and has con-
ducted joint service and evaluation projects with Housing and Urban Devel-
opment (Rosenheck et al., 2003a) and the Social Security Administration
(Rosenheck et al., 1999b, 2000a), among others. VA differs from most
other federal agencies in that it is a direct provider of services rather than a
channel for funds, and thus collaboration in service delivery is uncommon
but may grow with DoD.

Stakeholders

The primary external stakeholders in the operation of VA are the Con-
gress, and especially the Veterans Affairs Committees, and the Veterans
Service Organizations (e.g., the Paralyzed Veterans of America, Disabled
Veterans of America, the Veterans of Foreign Wars, the American Legion,
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and Vietnam Veterans of America), which are especially active and influen-
tial. Perhaps because issues of PTSD and homelessness among veterans
have been prominent in recent years, these stakeholders appear to have
shown greater interest in mental health issues over the past 15 years, and
particularly in the quality and funding of VA mental health care. Congress
also established a committee with VHA, the undersecretary for Health’s
Special Committee on Treatment of Severely Mentally Ill Veterans (the SMI
committee), charged with making recommendations for of improving MH/
SA care and monitoring maintenance of MH/SA capacity. The SMI com-
mittee is required to submit an annual report to the Congress.

Changes in MH/SA Service Delivery Since 1995

In 1995, Kenneth Kizer, MD MPH, was appointed undersecretary for
Health and initiated an extensive reform of VHA. Kizer encouraged a shift
to a population-based preventive and primary care focus rather than a
hospital, specialty care focus. He vigorously promoted a reduction in inpa-
tient service utilization and championed an expansion of outpatient treat-
ment, in part through the development of community-based outpatient
clinics, small satellite clinics located closer to where veterans lived. These
goals were reinforced through a capitated system of resource allocation and
by placing major emphasis on accountability through the use of perfor-
mance measures (Kizer, 1999).

Although his focus was not specific to MH/SA, during these years VA
mental health underwent a substantial transformation. Between 1995 and
2003, 66% of all general psychiatry inpatient beds and 96% of all inpa-
tient substance abuse beds were closed. The number of long-term psychi-
atric patients, that is, those hospitalized for more than a year, declined by
81% and the number with psychiatric diagnoses on inpatient medical
units declined by 93%. Inpatient length of stay dropped 43%, from an
average of 27.8 days to 15.8 days, allowing more patients to use the
remaining beds. As a result, the number of episodes of inpatient care
declined by only 44%.

With the pressure of a capitated resource allocation system and population-
based planning, the total number of mental health outpatients increased by
44.7%, or 5.6% per year, from 545,004 to 788,502. Perhaps to allow time
to serve this increasing workload, the average number of annual visits per
veteran declined from 15.1 to 12.8 (15%).

Specialized outpatient substance abuse (SA) services initially (FY 1995–
FY 1998) followed this general trend, with 3% annual growth in the number
of patients treated, but from FY 1998 to FY 2003 the number of veterans
who received specialized outpatient substance abuse services declined by
19% (3.7%/year). Since there was no reduction in need of SA services in the
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veteran population (Tessler et al., 2005), this decline may have reflected an
unintended decline in supply of VA SA services, which has grown more
serious for five consecutive years.

III. LINKAGE OF VETERANS WITH THE DOD AND OTHER
MENTAL HEALTH, MEDICAL, AND SOCIAL SERVICE SYSTEMS

As noted in the Introduction, VA is unique in American mental health
care as an integrated national system providing comprehensive services to a
designated population. There are, however, no restrictions that prevent
veterans who use VA services from using other systems of care. In this
section we examine the involvement of VA patients with other systems both
to better understand the context of VA care and to assess how self-contained
VA and its service users actually are.

Issues of confidentiality often complicate examination of service use
across systems. While it is occasionally possible to merge data using identi-
fiers such as social security numbers, there are two other approaches that
do not require common identifiers. In the first approach, VA patients can
be surveyed about their use of non-VA services. In the second, populations
can be matched probabilistically on the basis of the degree of overlap in the
frequency distribution of birthdates. The greater the overlap in the distribu-
tion of birthdates, the greater the likelihood of an overlap in populations
(Pandiani et al., 1998).

Transition from DoD to VA

There has been only one study of the flow of mental health patients
from DoD to VA. In that study (Mojtabi et al., 2003), records of patients
discharged from military service for schizophrenia or bipolar or major
affective disorder were merged with VA service use data. Only 52% of
discharged veterans had contact with the VA system. Notably, neither
women nor minorities were any less likely than other veterans to find their
way to the VA. It is unknown whether those who did not contact VA had
adequate access to service elsewhere or had been discouraged, somehow,
from using VA services.

Cross MH/SA System Use

Several studies have examined use of non-VA MH/SA services by VA
patients. First, a number of recent clinical trials have collected detailed cost
data on VA and non-VA service use. Data from a study of supported housing
for homeless veterans, most of whom had SA problems, found that 23% of
all health costs over a three-year period were from non-VA sources
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(Rosenheck et al., 2003a). In contrast, two studies of the pharmacologic
treatment of schizophrenia found less than 7% of annual health care costs
were attributed to non-VA services (Rosenheck et al., 1997a, 2003d).

A study based on merged administrative data from VA and from virtu-
ally all public providers of public mental health services in Philadelphia
county found that over a six year period from 1988-1993, 17% of VA MH/
SA service users used any non-VA MH/SA services in at least 1 year, with
7% using non-VA services in the final year (Desai et al., 2001). In that
study there were no differences in cross system use between mental health
(MH), SA, and dually diagnosed veterans. Cost data from a related analysis
of a subset of Philadelphia veterans suggest that only 4% of total costs
among VA MH/SA users were attributable to non-VA service use.

A similar study of 10,950 VA MH/SA users in Colorado from 1995 to
1997 found only 7.7% used services of the state mental health agency over
these three years, although annual rates increased from 2.9 to 5.9% over
the years (Desai and Rosenheck, 2002). Veterans most likely to use non-VA
services had made more extensive use of VA services, resided further away
from the nearest VA facility, and lived closer to the nearest non-VA facility.

Finally, two studies examined whether VA inpatient bed closures dur-
ing the 1990s resulted in greater use of non-VA mental health services. The
first study, based on merged data from three large cities in Connecticut with
both VA and state mental health agency facilities, found that closure of
80% of VA mental health beds in the state in 1996 resulted in a statistically
significant but small increase in the proportion of VA patients who used
state mental health services, from 2.7 to 3.6%, but that the proportion of
total costs borne by the state ranged from 5.7 to 9.6% over the years
studied (1993–1998) and did not increase significantly.

The second study (Rosenheck et al., 2000c) used population probabil-
ity sampling to compare rates of admission to non-VA inpatient units in
northern New York State in association with closure of 37% of VA mental
health beds in the region. While finding no significant time trend, the study
reported greater risk of admission among VA inpatients than outpatients
and greater rates of admission to non-VA hospitals among dually diag-
nosed and SA patients than among mental health patients.

Primary Care and Specialty Medical Services

It might be expected that in an integrated system that provides both
MH/SA and general medical services, access to medical services might be
superior. However, two studies that used survey data to compare access to
medical services among severely mentally ill patients in VA and non-VA
MH systems failed to find any significant differences (Desai et al., in press-b;
Rosenheck et al., 2000a). In addition, a randomized controlled trial that
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compared medical care quality and outcomes in a sample of severely men-
tally ill veterans when treated in standard VA medical clinics and in an
integrated primary care clinic colocated within the mental health clinic area
found that both quality and outcomes were significantly increased in the
colocated clinic (Druss et al., 2001). Analysis of data on homeless veterans
has also identified substantial barriers to accessing primary care services in
VA (Desai et al., 2003).

On the other hand, data on quality of preventive services, diabetes care,
post-MI care and health and nutrition counseling in VA show that MH/SA
veterans who received at least three primary medical care visits had a
quality of care that was similar to other veterans but superior to similar
measures from non-VA systems (Desai et al., 2002a,b,c; Druss et al., 2002).
It seems that some veterans with MH/SA problems have difficulty accessing
primary care services, but those who do receive services have access to high-
quality care.

Criminal Justice Involvement

There has been considerable concern, and substantial speculation, that
VA bed closures have resulted in increased incarceration among former VA
patients. Using the population probability matching method (Rosenheck et
al., 2000d), incarceration rates among VA patients in northern New York
State were not found to have increased over four years during which 37%
of mental health beds were closed. Over these years, incarceration among
veterans with MH problems alone ranged from 1.3 to 8.0%, as compared
12–15% among substance users, and 8–16% among dually diagnosed vet-
erans. The overall incarceration rate among VA MH/SA patients of 11.6%
was quadruple that of the general population (2.5%) but less than that
found among general hospital patients (23%) or state hospital populations
in northern New York (22%), in part, because veterans were older.

Some VA homeless outreach programs have undertaken active out-
reach to veterans with MH/SA problems in jails. A study of one such
program in Los Angeles (McGuire et al., 2003), showed veterans in the L.A.
jail to have substantial health problems, most prominently with drug abuse.
Outreach to these veterans did not result in substantially increased service
use or costs as compared to outreach to other homeless veterans, although
the benefit of this type of intervention has not been evaluated.

Collaborative Relationships with Other Agencies

There has been substantial emphasis on integrating systems of care,
especially for homeless people with mental illness. In 1993, VA initiated the
Community Homelessness Assessment, Local Education, and Networking
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Groups (CHALENG) process at each medical center. Through CHALENG,
all agencies concerned with services for homeless veterans are invited to
meet at the local VAMC to review the unmet needs of homeless veterans
and to plan collaborative interventions to address those needs. Analysis of
data gathered at these meetings has suggested that interorganizational rela-
tionships are strongest where VA has invested funds in contracts with non-
VA providers (McGuire et al., 2002).

As noted previously, VA has conducted successful demonstration proj-
ects with demonstrable benefits to veterans in housing and quality of life, in
collaboration with HUD (Rosenheck et al., 2003a) and the Social Security
Administration (Rosenheck et al., 1999b, 2000b). These specifically tar-
geted interventions stand in notable contrast to more global efforts at orga-
nizational integration, which have not demonstrated benefits to clients even
though they brought about changes in intraorganizational interactions
(Goldman et al., 2002; Rosenheck et al., 2002).

IV. DEVELOPMENT OF MH/SA QUALITY MEASUREMENT AND
QUALITY MANAGEMENT IN VA

Discussions of quality and/or outcomes improvement not uncommonly
focus on the problem of real-world measurement. Such discussions often
seem to assume that the numbers cannot only speak for themselves, but can
also change the behavior of people whose efforts they reflect. Performance
data, however, have little meaning or usefulness when taken out of their
organizational context (Rosenheck, 2001a,b), and any meaningful quality
monitoring effort must have a manager or, more abstractly, an agent who
wants to use the data to accomplish some goal or goals. In addition, the
agent must (1) have adequate authority and must be able to (2) identify
appropriate target audiences, (3) communicate with those audiences, (4)
generate credibility and legitimacy for the enterprise, and (5) have access to
adequate analytic capacity—in short, the agent needs a well-functioning
organization.

It is also important to recognize that one cannot assume that the goal of
performance measurement is the improvement of performance. In a famous
paper, sociologists Meyer and Rowan (1977) pointed out that while the
schools and school administrators they studied collected immense amounts
of data from their students in the form of test scores, they rarely used those
scores to change their educational methods. More generally, they con-
cluded, organizational activities are often maintained less because of their
goal-furthering functions than because they become institutionalized, self-
legitimating activities in and of themselves. Organizational actors, thus,
often do things merely because they are “the thing to do.” In the absence of
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leadership committed to change and development, MH/SA performance
data may serve this more limited legitimizing function.

VA is a large and complex organization, with almost 200,000 em-
ployees and at least 9 hierarchical levels separating the undersecretary for
Health from the veteran. There are active agents concerned about manag-
ing quality of care at every level of every organization. Once the bridging
of quality chasms is understood as an organizational process, it becomes
clearer that it is impossible for any individual to comprehensively grasp
the MH/SA quality improvement activities of VA in its entirety. We live in
a world that is driven increasingly by networks rather than hierarchies
(Castells, 2000), and this account will no doubt overemphasize initiatives
in which I have been involved. The goal is thus not to present a compre-
hensive view of MH/SA quality management in VA, but to present one
broad national perspective that will identify informative experiences and
perspectives.

Evaluation and Monitoring of Specialized VA MH/SA Programs

As noted above, one of the basic approaches to improving the quality
of MH care in VA, as elsewhere, has been through the establishment of
specialized programs or treatment units. However, while funds for these
programs have typically been distributed  from VA Central Office in Wash-
ington, through the mid-1980s, there was no systematic monitoring of
program performance other than mandatory workload reporting, although
some specialized programs had been evaluated by VA researchers (Linn et
al., 1977, 1979).

In 1985, Paul Errera, MD, professor of psychiatry at Yale and chief of
psychiatry at the West Haven VAMC, was appointed chief of what was
then called the Mental Health and Behavioral Sciences Service in VACO
(Errera, 1988) (full disclosure: I have worked closely with Dr. Errera for the
past 30 years and was involved in the evaluation of many of his initiatives).
While applying for this position he read a book on program implementa-
tion by two Berkeley political scientists (Pressman and Wildavsky, 1971).
Progress in government, they argued, was only possible if plausible initia-
tives were not assumed to be effective, but rather were taken as learning
opportunities, to be evaluated with the tools of science. Errera took this
exhortation to heart and in the final negotiations obtained agreement that
he would use his Yale colleagues to evaluate new programs he might ini-
tiate. The VA’s Northeast Program Evaluation Center (NEPEC) grew out
of these evaluations.

Errera had two objectives: first, to expand the capacity of VA to deliver
community-based MH/SA care, and second, to prevent what he saw as the
steady erosion of MH/SA resources (Tomich, 1992). In his experience at a
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university-affiliated VAMC, resources targeted at MH/SA programs often
were diverted to more prestigious medical specialties, and he had been
frustrated at his inability to staunch the loss of resources for a highly
stigmatized and politically weak group of veterans. His strategy was incre-
mental and opportunistic—he sought any small step forward where an
opportunity arose. He also realized that most medical experts thought
psychiatry lacked a scientific base and that its outcomes could not be mea-
sured. Performance data, he reasoned, could increase the credibility and
legitimacy of his initiatives, supporting their preservation and expansion. In
part because of the new availability of desk-top computers (the West Haven
VA had purchased it first Apple II-E computer the year before Errera went
to Washington), it had become possible to monitor the performance and
clinical outcomes of hundreds of programs relatively cheaply and flexibly.

The strategy was effective in one additional, unexpected way. Imple-
menting new programs with built-in performance monitoring systems
turned out to be a useful approach to training because it clearly communi-
cated to staff and supervisors what the expectations were for both treat-
ment process and outcome. It was also effective in winning legitimacy for
the programs in VA and in the Congress, which began to require annual
reports on newly funded initiatives. During Errera’s nine years in Washing-
ton, Congress funded hundreds of new programs for Vietnam veterans with
PTSD; outreach and residential treatment for homeless veterans; both inpa-
tient and outpatient substance abuse treatment; and community-oriented
work restoration programs. In partnership with one of VA’s Regional Di-
rectors, he initiated a 10-site pilot program of Assertive Community Treat-
ment, following the model developed by Stein and Test in Wisconsin (Stein
and Test, 1980). Ironically, it was not Errera but the Regional Director who
wanted and funded an experimental cost-effectiveness evaluation. The
evaluation study showed the approach to be cost-effective in the VA setting
(Rosenheck and Neale, 1998), and it was expanded during Errera’s tenure
to 30 sites, and currently operates at almost 80 sites (Neale et al., 2003).
Performance data on all of these programs are provided to each site in
quarterly installments with a comprehensive Annual Report. Front-line staff
find these reports useful in communicating the nature of their activities and
accomplishments (most of which take place out of institutional sight in
community settings) to their local leadership.

In addition, most of the programs are initiated through training confer-
ences that focus on both clinical concepts and evaluation procedures. These
are followed by monthly telephone conference calls at which emergent
issues are discussed and clinical experiences are shared. Even with 50 or
more program sites on the line, conversational engagement has been achiev-
able, especially when many of the participants have met each other face-to-
face at the training conferences. Evaluation reports are reviewed on these
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calls providing both statistical and administrative guidance to clinicians in
how to make use of the data. When a national Outlook-based VA intranet
e-mail system was established, conference call communication was supple-
mented by continuous program-wide e-mail chatter. Through this process
participants join in the formation of a nonhierarchical learning community
through which local experiences and lessons learned can be widely shared.
All reports identify sites by name so that those who were performing poorly
could identify and learn from those who were performing well.

While Errera’s initiatives were positively received, the “fencing” of
funds for new MH/SA programs (i.e., diversion to other uses was prohib-
ited) was experienced as an undue constraint by managers responsible for
the full range of VA medical programs, MH/SA and otherwise (Tomich,
1992). After 7 years, fencing was eliminated, with some resultant staff
losses and program closures at some sites. Although performance monitor-
ing and management of clinical practice runs counter to norms of profes-
sional autonomy, it seems to be accepted. Constraints on the funding
decisions of local managers, however, especially over extended periods of
time, have been far less acceptable.

In addition, some MH/SA managers complained that the new programs
sometimes distanced themselves from other local MH/SA programs because
of their special national involvement and followed national practice models
too rigidly, as “stovepipes,” “chimneys,” or “silos.” The conflict between
adherence to evidence-based practice standards and local flexibility seems
to be an intrinsic feature of centrally guided dissemination.

Perhaps the principal lesson of these experiences is that meaningful and
effective performance measurement and management are most likely to
occur in a well-developed, goal-directed organizational context. The num-
bers do not speak for themselves.

Expansion of Quality Management in the “New VA” after 1995

When Kenneth W. Kizer, MD, MPH, took over as VA undersecretary
for Health in 1995, he considered the future of the agency to be in jeop-
ardy. In response, he initiated what he described as “the most radical
redesign since the system was created in 1948.” (Kizer, 1999:3), with the
overall goal of increasing health care value, defined as quality of care per
dollar spent—the return to the taxpayer. He laid out his values, principals
and specific plans in explicit detail in a number of widely circulated
reports (Kizer, 1995, 1996; Kizer and Garthwaite, 1997) and described a
first phase of operational transformation and second phase of quality
transformation.

In the first phase, VHA was reorganized into Veterans Integrated
Service Networks “premised on funding care for populations rather than
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facilities, with a concomitant shift in the primary focus of care from
hospitals to ambulatory and community-based settings” (Kizer, 1999:6).
The restructuring of VHA was thus designed to change basic values and
orientations—and it did. Between 1994 and 1998, 52% of all VHA beds
were closed, the proportion of patients enrolled in primary care went
from 10 to 80%, the proportion of outpatient surgeries increased from
35 to 75%; and 216 community-based outpatient clinics were established
to improve access. Kizer also promoted the passage of legislation that
would expand eligibility for VA services to all veterans, a change that, by
FY 2002, would result in vast increases in enrollment, especially among
older veterans seeking low-cost prescription drugs that were not available
from Medicare.

In the second phase, in addition to these structural changes, an exten-
sive program of national performance measurement was initiated, which
systematically assessed patient satisfaction and which resulted in docu-
mented improvements in standard indicators reflecting, among other
things, the delivery of preventive primary care (including screening for
depression), care of chronic disease, and palliative care (Jha et al., 2003).
VA also exceeded Medicare on most measures, but data on rates of screen-
ing for depression were not available from Medicare for comparison.
Data reports were circulated widely, with detailed information on the
performance of each VISN and VAMC. The goals for this effort were
both internal and external: (1) to improve the quality of care and establish
an overall culture of accountability and quality improvement in VHA,
and (2) to demonstrate to the taxpaying public that VA health care was a
good investment.

Kizer also developed an overall management strategy for fostering qual-
ity improvement that consisted of dual systems of: (1) central regulation
and (2) competition and rewards. He developed a personal performance
contract with each VISN director each year and encouraged them to do
likewise with their subordinates. He also established systems of bonuses for
high-performance leaders and awards for exceptional accomplishment.

Although MH/SA care was not one of the principal areas of Kizer’s
initial attention, it was profoundly affected by the emphasis on reducing
inpatient care, with substantial reductions in bed capacity. While reduc-
tions in general psychiatry inpatient beds were similar to those in non-MH
specialties, almost all of the SA inpatient beds were closed. To provide
alternative care, residential rehabilitation and domiciliary programs were
expanded, and residential treatment for homeless veterans was purchased
through contracts with local providers. While Errera’s initiatives had been
limited, for the most part, to establishing special programs on the periphery
of the VA MH/SA system, Kizer’s reforms were far more extensive and
affected the core.
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The new emphasis on local decision making and primary care seemed,
to some, to pose a threat to the centrally designed and monitored programs
Errera had fostered. In response to such expressions of concern, Kizer
issued a directive (VHA Directive 96-051), which established a series of
monitors that addressed both the performance of these special emphasis
programs as well as service delivery to the broader population they were
designed to serve. He also issued a directive (VHA Directive 99-030) stating
that no MH/SA program could be substantially altered without approval
from VACO—a directive that was inconsistent with the emphasis on local
decision making and that was variably adhered to. Similarly, Congress, out
of concern that extensive changes might sweep away the special programs it
had funded, passed legislation (P.L. 104-262 section 104) requiring VA to
maintain its capacity to provide specialized treatment within distinct
programs or facilities to disabled veterans with mental illness and several
other conditions. VA constructed a definition of capacity with the limited
available data that addressed both the number of patients seen and total
MH dollars spent on their care. This definition has proved controversial
(Mulligan, 2002).

Among his initial proposals in Vision for Change (Kizer, 1995), Kizer
mandated the development of a National Mental Health Program Perfor-
mance Monitoring System to be developed by the Northeast Program Evalu-
ation Center, which has continued to monitor the programs begun during
Errera’s tenure. The “VA mental health report card” (Rosenheck and
Cicchetti, 1995; Greenberg and Rosenheck, 2004a) addresses all VA inpa-
tient and outpatient service delivery and, in concept, also includes the re-
ports on the special programs. Many of the performance measures devel-
oped initially for these specialized programs have been incorporated into
the national performance measurement system as it has evolved under the
leadership of the OQP in recent years.

A third phase, characterized by a system-wide emphasis on building
MH quality, is emerging in response to the recent report of the President’s
New Freedom Commission on Mental Health (President’s New Freedom
Commission on Mental Health, 2003). The deputy secretary for Health for
Health Policy Coordination was actively involved in work of the Commis-
sion and a national action agenda for implementing the New Freedom
commission recommendations has been developed. This document will be
the foundation of a national strategic planning initiative for VA MH/SA
care that has involved SMI Committee members among others.

Meyer and Rowan describe institutions, at one extreme, in which ac-
tivities akin to quality management in health care become ritualized for-
malities with little actual impact on productive behavior. Errera and Kizer
represent a quite different pole as leaders with broad-ranging agendas for
change for whom quantitative quality management was one of many tools
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to be used to realize goals that are simultaneously professional (improving
patient health) and more broadly political (changing organizational power
configurations and values). We began this discussion with the observation
that performance information may have little meaning when extracted from
its organizational context. We conclude by pushing this thought further in
suggesting that such information may play its most important role when
used in service of a broad agenda for change. Health care organizations,
with their extensive reliance on autonomous professional employees, have
never operated as simple top-down hierarchies. Leaders who make the most
effective use of performance data are able to facilitate the development of
learning communities of peers who can enhance and support each other in
pursuit of innovative professional and organizational objectives. Not only
do the numbers not speak for themselves, they speak most forcefully when
put to the most ambitious of purposes.

V. QUALITY OF VA MH/SA CARE

Even reliable and valid performance measures form an inadequate basis
for action in the absence of a standard for comparison. To answer the
question, “Is this care good enough?” requires either an absolute criterion
of acceptability, based on expert consensus, or a salient reference condition
for comparison. Even when there is expert consensus on a standard of
practice, 100% compliance is usually not justified, since in clinical practice
there are almost always clinical exceptions (Walter et al., 2004). Bench-
marking to the actual performance of a relevant comparison program is
often the most credible approach. Four types of benchmark that have com-
monly been used in the evaluation of VA MH/SA programs are:

• The system average or median, based on the premise that every
program should be able to achieve the current average or some standard
above or below it (such as one standard deviation).

• A historical standard, on the assumption that even if we don’t
know what the right level of performance should be, deterioration in qual-
ity is unjustifiable.

• The performance of some other system of care, on the premise that
VA care should be equal to that of other systems.

• A majority subgroup, on the assumption that ethnocultural minori-
ties should have equitable care in comparison to the majority subgroup.

A major problem with each of these comparisons is that some of the
measured differences in performance may be attributable to uncontrollable
differences in either the nature of the populations being compared or to
other constraints that are beyond the control of caregivers or health system



APPENDIX  C 447

managers. Numerous studies of VA MH/SA care have shown that risk
adjustment can substantially alter the evaluation of performance of clinical
units (Busch et al., 2004; Fontana et al., 2003; Greenberg and Rosenheck,
2004a; Hoff et al., 1998; Rosenheck and Cicchetti, 1998; Rosenheck and
Stolar, 1998; Rosenheck et al., 1997b; Sernyak and Rosenheck, 2003;
Weissman et al., 2002). While statistical methods for evening the playing
field and ensuring fair comparison will not be reviewed here, their impor-
tance cannot be overemphasized, and perfect risk adjustment is unlikely to
be attainable (Walter et al., 2004). Whether “good enough” risk adjust-
ment can be attained probably varies from case to case.

The remaining sections present examples of VA MH/SA measures that
address the six aims for health system improvement identified in Crossing
the Quality Chasm (IOM, 2001), that is, the safety, effectiveness, person-
centeredness, timeliness, efficiency, and equitability of VA MH/SA care,
using each of the four benchmarks. The Appendix presents a more compre-
hensive set of program-specific measures used at the Northeast Program
Evaluation Center to monitor and evaluate VA MH/SA care.

Safety

Suicide is perhaps the most serious safety risk in MH/SA care and is the
eighth leading cause of death among men aged 45-64 nationally in the
United States, with 22.4 deaths per 100,000 annually (U.S. Census Bureau,
2001). Suicide is difficult to monitor because it is, fortunately, a rare event
and most health care systems do not treat enough patients to make stable or
accurate estimates of the suicide rate among their patients. As an integrated
national system, VA is among the few large systems of care in the United
States in which suicide rates can be meaningfully measured and compared
across facilities (Desai et al., 2005). Using mortality records from the
National Death Index, all suicides that occurred within 12 month of dis-
charge among 121,000 veterans discharged from VA MH inpatient units
between 1994 and 1998 were identified. The suicide rate in this severely ill
sample was 445/100,000, (increasing over the years but not significantly),
and 13.5% of VAMCs had rates significantly higher than the average across
all facilities, after risk adjustment. Time trends were also examined to see if
postdischarge suicide rates had increased in association with bed closures
or shortened lengths of stay. While there was a trend toward increased
suicide in recent years, it was not statistically significant. Although it was
impossible to externally benchmark the VA inpatient suicide rate because
no comparable data are available from other institutions, it is notable that
African Americans had significantly lower rates of suicide than whites. An
effort was made to examine the relationship of quality indicators, especially
continuity of care, and suicide. While individual patients with poor conti-
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nuity of care were at greater risk for subsequent suicide, lower continuity of
care measured at the facility level was not. Risk adjustment is especially
important in comparisons of suicide rates across facilities because risk varies
substantially across both sociodemographic and diagnostic characteristics
and even with indicators of community social capital (i.e., civic participa-
tion, trust, and cooperation) measured at the county level.

Further analyses focusing on gun suicide, an especially important issue
among veterans, found that veterans living in states with lower rates of gun
ownership, more restrictive gun laws, and higher social capital were less
likely to commit suicide with a firearm (Desai et al., in press). Inter-facility
comparisons would clearly need to adjust risk for these environmental
factors since they are far beyond managerial control.

In a major study of mortality rates among VA patients during the later
1990s, Ashton et al. (2003) found no increase in mortality for several
chronic conditions in VA including schizophrenia and major depressive
disorder in spite of dramatically reduced inpatient utilization. However, all-
cause mortality is an imprecise measure of the quality of MH care.

Another safety issue that has been systematically monitored in VA is
the use of excessive doses of antipsychotic medication and antipsychotic
polypharmacy, both of which pose increased risk of side effects. An annual
report on antipsychotic pharmacotherapy in VA presents risk-adjusted com-
parison data on each VA facility (Leslie and Rosenheck, 2003a), and com-
parisons with data from the MarketScan® data base (a compilation of
claims from private insurance plans) have shown prescription quality in VA
to be similar to that among privately insured patients treated for schizo-
phrenia (Leslie and Rosenheck, 2003b).

Because of the VA’s large data bases, its administrators have an un-
usual capacity to rapidly evaluate safety risks associated with newer medi-
cations. VA studies were among the first to demonstrate an increased risk
of diabetes with atypical antipsychotics (Sernyak et al., 2002, 2003) and
have also been the first to quantify the attributable risk of incident diabetes
due to atypicals (about 0.54%) and the additional cost (about $11 per
treated patient per year) (Leslie and Rosenheck, 2005).

Effectiveness

Effective care is care that improves health status and health-related
quality of life. The effectiveness of treatments is most rigorously determined
through formal research, especially randomized clinical trials, but also
through clinical experience in the case of treatments that have yet to be
studied and direct measurement of outcomes. Since randomized clinical
trials and even observational outcome studies cannot be used to evaluate
real-world practice in an ongoing way (because of both prohibitive cost and
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unavailability of control groups), the effectiveness of routine care is typi-
cally assessed either by determining whether evidence-based practices are in
use and/or by directly measuring outcomes (see, for example, the definition
of effectiveness in IOM, 2001). Pharmacologic evidence-based practices
that have been monitored across the VA system include use of atypical
antipsychotics (Rosenheck et al., 2001a) (see Appendix: section VI, p. 482);
antidepressants in both depression (Busch et al., 2004) and alcoholism
(Petrakis et al., 2003a); naltrexone in alcoholism (Petrakis et al., 2003b)
and methadone in heroin addiction (Rosenheck et al., 2003c). Use of
atypicals in schizophrenia and antidepressants in alcoholism is quite exten-
sive, but only 1% of veterans with alcoholism receive naltrexone (in spite of
several positive clinical trials, although a large VA trial found no benefit
[Krystal et al., 2001]).

Two further studies examined whether more expensive medications
(atypical antipsychotics and methadone) were less accessible at fiscally
strained facilities and found that they were not (Leslie and Rosenheck,
2001; Rosenheck et al., 2003c). However, in the case of atypical anti-
psychotics, patients at more fiscally strained facilities were more likely to be
prescribed less expensive atypicals. Psychosocial interventions that are used
in VA and whose fidelity to evidence based-practices is carefully monitored
include Assertive Community Treatment (ACT) (called Mental Health In-
tensive Case Management in VA) (Neale et al., 2003); Supported Housing
(Kasprow et al., 2004); Transitional Employment (Seibyl et al., 2003), and
Supported Employment (Rosenheck et al., 2003b). Adherence is somewhat
variable but performance is poorest on resource- sensitive measures such as
staff:patient ratios.

Many MH/SA interventions and programs have not been subject to
rigorous evaluation, and operational criteria for implementing effective
practices have yet to be developed. For example, while clinical practice
guidelines have been developed within VA for treatment of PTSD, they are
broadly worded and not subject to empirical fidelity assessment. Further,
while there is broad agreement on the need for case management and
residential treatment for homeless people with mental illness (especially if
direct placement in permanent housing is not available), operational guide-
lines for the duration and intensity of such services have not been devel-
oped. In addition, in managing costly programs like ACT, administrators
may not be satisfied with information showing high levels of fidelity to
evidence-based models. In these cases, direct outcome assessments may be
needed that demonstrate clinical improvement using psychometrically sound
instruments.

There are three substantial challenges to implementing real-world out-
comes monitoring. First of all, it is costly, especially if data are to be
collected by independent evaluators. Second, since appropriate comparison
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groups are hard to identify, it is difficult to differentiate improvement that
is attributable to effective intervention from improvement that reflects the
natural waxing and waning of chronic illness. Third, assessment biases may
be introduced if clinicians make ratings on their own patients or programs,
and even when patients complete self-report questionnaires, since they may
know that the data will be used to evaluate programs that they have come
to depend on. As a result of the high cost of high quality data, to paraphrase
Abraham Lincoln, “You can get some of the data on all of the people, and
all of the data on some of the people, but you can’t get all of the data on all
of the people.”

In VA, outcome assessment of mental health programs is selectively
directed at programs that treat high-cost, high-risk patients, for example,
those that receive ACT services or intensive PTSD services. Symptom and
functional improvements among the more than 3,000 veterans participat-
ing in ACT in VA each year have generally improved over the years, and
annual reports detail a broad array of outcome measures for each program
for each year (Neale et al., 2003) (see Appendix to this paper, section III, p.
479). Measures address symptoms, quality of life, capability for self-care,
employment, housing, substance use, inpatient utilization, and satisfaction
with services. A system-wide outcomes monitoring evaluation of VA SA
treatment similarly showed that veterans who received specialized treat-
ment and more intensive treatment had better outcomes than those who
received treatment in general medical or MH clinics (Moos et al., 2000).

PTSD outcome data have proved especially useful in addressing contro-
versies about changes in the intensity of VA care. A study completed in the
mid-1990s showed that long-term, intensive inpatient PTSD treatment was
no more effective than short-term treatment but cost $18,000 more per
patient/year (Fontana and Rosenheck, 1997a). In part, as a result of this
study, but also because of wider changes in VA, many long-term inpatient
programs were transformed into less costly short-term inpatient or halfway
house programs. Stakeholders expressed concern about deterioration in the
quality of VA PTSD treatment. To address these concerns, outcome moni-
toring data from over 6,000 episodes of care between 1993 and 2000 were
reanalyzed and showed that outcomes had not changed significantly for
PTSD symptoms, SA, violent behavior, and employment (Rosenheck and
Fontana, 2001) and that the maintenance of effectiveness applied specifically
to blacks and Hispanics as well as to whites (Rosenheck and Fontana,
2002).

The monitoring of outcomes of residential treatment for homeless vet-
erans poses a bigger challenge, since over 10,000 episodes of residential
treatment are provided each year, through several different programs, at
over 100 VA medical centers. Because of the magnitude and complexity of
these services, a simpler system is used to document outcomes—a standard-
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ized discharge summary records objective outcomes such as housing (40%
are independently housed) and employment status (about 35% in competi-
tive employment) at the time of discharge, as well as linkage with aftercare
services, and more subjective (and thus less reliably measured) outcomes
such as clinical improvement. These data are risk-adjusted using baseline
information obtained at intake, and site-specific reports are circulated quar-
terly and summarized in an annual report to Congress.

On the largest scale, VA instituted systematic documentation of GAF
ratings for all MH/SA patients in 1999. While the reliability and validity of
these ratings is uncertain, annual analyses of outcome data for over 250,000
veterans have shown plausible discriminant validity and highly consistent
results across medical centers over a 3-year period. The largest improve-
ment over the six month evaluation period is observed for discharged
inpatients (6.5 GAF points, s.d. = 14.4) followed by newly admitted out-
patients (1.4 GAF points, s.d. = 8.7). Long-term outpatients show little
improvement (0.4 GAF points, s.d. = 8.6) (Greenberg and Rosenheck,
2004a).

Three studies have collected virtually the same outcome data from
patients treated in VA and in non-VA systems, allowing benchmarking of
VA effectiveness against that of other systems. Because the Center for
Mental Health Services’ ACCESS demonstration, which served homeless
people with severe mental illness, was conducted by VA’s Northeast Pro-
gram Evaluation Center, measures were similar to those used in studies of
VA homeless programs, thus facilitating comparison of 8–12 month out-
comes. These outcomes (addressing psychiatric symptoms, SA, housing,
employment, and receipt of benefits, among others) were similar in most
domains (Kasprow et al., 2002). Two other studies, the Schizophrenia Care
and Outcomes Program and the Connecticut Outcome Study, traced out-
comes in symptoms, community adjustment, and medication side effects
among severely mentally ill patients treated at the VA Connecticut Health-
care system, and in local community mental health centers. VA and non-VA
outcomes and were not substantially different.

Patient-Centered Care

The dimensions of patient-centered care described in Crossing the Qual-
ity Chasm (IOM, 2001) are well-represented on the inpatient satisfaction
measure developed by the Picker Institute, which has been used in VHA
since 1995. Subscales address coordination, information, timeliness, cour-
tesy, emotional support, responsiveness to preferences, family contact,
physical comfort, and transition to home and are highly intercorrelated,
with bivariate coefficients ranging from 0.49 to 0.77 (Greenberg and
Rosenheck, 2004a). Absolute satisfaction levels on 0–1 subscales scales,
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where 0 indicates no satisfaction and 1 indicates complete satisfaction,
range from 0.56 for family involvement to 0.75 for respect for personal
preferences, with few significant differences across VISNs or VAMCs
(Greenberg and Rosenheck, 2004a). Subjective satisfaction and the respon-
siveness of VA MH/SA care has been the subject of intensive scrutiny since
Dr. Kizer initiated systematic satisfaction screening in the VA (Druss and
Rosenheck, 1999; Hoff et al., 1998; Kasprow et al., 1999; Rosenheck et al.,
1997b). A number of studies have demonstrated that levels of satisfaction
bear little relationship to outcomes and seem to be more strongly influenced
by the process and intensity of care than by its effectiveness (Fontana and
Rosenheck, 2001; Fontana et al., 2003). Risk adjustment is especially
important and virtually reversed the results of one study of six-year time
trends in satisfaction with VA inpatient MH care (Greenberg and Rosenheck,
2004b).

Recovery orientation has received increasing emphasis in MH care in
recent years and can be characterized by general satisfaction with life,
hopefulness, knowledge about MH care, and empowerment. A comparison
of VA and non-VA patients using PORT data found no differences on these
measures except that VA patients felt they knew less about MH care
(Resnick et al., 2004a). Peer education groups for mental illness, another
emphasis of the recovery movement in MH, have also begun to take hold in
the VA setting (Resnick et al., 2004b). Alcoholics Anonymous meetings
have been held on VA campuses for many decades.

Timeliness

Although detailed data on waiting times for VA MH/SA care are not
available, extensive information is available on contact with outpatient
MH/SA services within 30 days of discharge from an inpatient stay. This
measure, originally developed for Health Employer Data Information Set
(HEDIS) (HEDIS, 1999) was implemented as a national performance mea-
sure by the OQP in 1998. Between 1998 and 2003, the percentage of
veterans meeting this standard increased from 72 to 77%, well above 61%
among Medicare patients and even exceeding the HEDIS performance of
74% from managed care companies. A specific comparison of VA and
private sector MarketScan® data showed that VA patients were 10% less
likely to receive care within 30 days of discharge but only 2% less likely to
have received care by 180 days. A measure of overall continuity of care
favored VA, and readmission rates were similar (Leslie and Rosenheck,
2000).

The Mental Health Report Card (Greenberg and Rosenheck, 2004a)
presents risk-adjusted data on these measures for each VAMC and VISN
each year and also addresses access to general medical care in the 30 days
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following discharge among those with medical comorbidities (median
VISN = 85 % range = 80–90%). While the HEDIS measure has been widely
used in VA, and has substantial face-value, efforts to demonstrate its rela-
tionship to improved outcomes on clinical measures have shown weak and
mixed results (Greenberg et al., 2002, 2003; Rosenheck et al., 1999a).

Efficiency

Dramatic reductions in reliance on inpatient care have yielded substan-
tial efficiencies in VA MH/SA care. Even without adjustment for inflation,
per capita costs for all inpatient and outpatient mental health care declined
by 28%, from $3,560 in FY 1995 to $2,562 eight years later, in FY 2003.
With inflation adjustment, the reduction in per capita cost would approach
70%. A study of the cost of treating dually diagnosed patients from 1993 to
1997 showed VA costs to be about 10% greater than those of a private
sector MarketScan® sample, while costs for patients not dually diagnosed
were about 35% greater, although diagnostic severity was far greater in the
VA sample (Leslie and Rosenheck, 1999).

Efficiency can be a double-edged sword, whose darker side is repre-
sented by reduced treatment resources. While 16% of VA medical center
dollars were expended on mental health care in FY 1995, only 11.2% of
dollars went to mental health care in FY 2003. Although, in the abstract,
increased efficiency cannot be distinguished from reduced service delivery,
evidence presented above is generally reassuring since outcomes, where
measured, have not deteriorated; there has been no increase in suicide or in
VA patients seeking services in other health care systems or becoming
incarcerated, and some evidence-based services like the use of atypical
antipsychotics and ACT have been expanded in VA. A detailed review of
how data were used to guide the transformation of PTSD treatment in VA
demonstrates a reasoned approach to system change (Rosenheck and
Fontana, 1999). However, the steady decline in the number of veterans
who receive specialized SA services from VA, accompanied as it has been by
reduced expenditures on SA treatment (Chen et al., 2001), in the presence
of epidemiologic data showing no reduction in need (Tessler et al., 2005),
has generated expressions of concern among stakeholders (Mulligan, 2003).

Equity Minorities

While there has been widespread documentation of inequities in access
and quality of health care to minorities in the US, an extensive series of
studies has found little evidence of such inequities in VA, perhaps because,
by statute, VA provides cost-free care to all veterans who enroll for services
(Greenberg and Rosenheck, 2003; Leda and Rosenheck, 1995; Rosenheck
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and Fontana, 1994, 1996a; Rosenheck and Seibyl, 1988; Rosenheck et al.,
1997c). However, a 1995 study of over 5,000 veterans treated for PTSD
found that on some measures, when African American patients were treated
by African American clinicians, they were less likely to drop out of treatment
prematurely than when treated by white clinicians (Rosenheck et al., 1995).

Female Veterans

While there has been growing concern that the increasing number of
female veterans are reluctant to use VA services, there is evidence that they
use VA service at rates equal to or greater than males (Hoff and Rosenheck,
1997, 1998a,b) (in part because of the generally greater inclination of
women to use health services). Female veterans express greater or equal
levels of satisfaction with VA services (Hoff et al., 1998).

In recognition of the problems of military sexual trauma (and the
possible discomfort of women in the virtually all-male VA setting), VA
established four Womens Stress Disorder Treatment Teams, which have
documented high levels of trauma among women served by these teams
(Fontana and Rosenheck, 1997b, 1998). Outcome evaluation found rela-
tively high levels of comfort with the VA setting among traumatized women
and no relationship between levels of comfort in VA and outcomes (Fontana
and Rosenheck, 2002). Screening for military sexual trauma has recently
been introduced as a system-wide performance indicator by OQP.

VI. FRONT-LINE EXPERIENCE

Although there has been no systematic survey of the experiences of
front line VA managers and clinicians with the implementation of perfor-
mance management for MH/SA programs, this account would be incom-
plete if it did not include at least a few examples of their sometimes ambiva-
lent reactions.

On the one hand, clinicians and their supervisors often report feeling
empowered by access to information on both their clinical interventions
and on client outcomes. In the past only top medical center management
had access to performance data—and the available data were limited in
both detail and in quality. In the absence of good data, as Errera observed
(Tomich, 1992), decisions tended to reflect the structure of traditional
power hierarchies—hierarchies in which MH/SA programs fall toward the
bottom. With the increased availability of higher quality information, MH/
SA supervisors and clinicians have direct access to information themselves
and can more effectively shape and advocate for their programs on the basis
of available factual information.
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On the other hand, clinicians sometimes complain that gathering data
takes time away from patient care and that many measures: (1) are too
crude to reflect the complexity of their work, (2) are applied indiscrim-
inantly to highly variable populations (i.e., without risk adjustment for
differences in patient characteristics or differences in service environments);
and (3) address outcomes over which clinicians feel they have little control,
such as treatment dropouts, housing people who are homeless, or even
reducing symptoms. Satisfaction surveys, some have complained, in VA as
elsewhere, often have quite low response rates and are typically presented
without risk adjustment. A recent study of VA performance measurement
in JAMA (Walter et al., 2004) presents a set of very sophisticated examples
of such problems, elegantly documented by the staff at one VA hospital.
While appreciative of the value of performance monitoring, in principle,
these investigators identify a number of problems with current practice,
largely reflecting application of standards to patients for whom they are
clinically inappropriate, (e.g., cancer screening among those who already
have terminal illnesses), and it is not hard to imagine that this sophisticated
scientific paper had its birth in the discontent of professionals who feel their
work has been unfairly judged.

Managers and clinical staff also have observed that many performance
measures can be manipulated, and some complain that sites that produce
better performance scores have merely been more energetic or inventive in
changing various program codes so that patients who do worst are not
included in the measure. It is difficult to evaluate these complaints.

Paradoxically, but not surprisingly, it also appears that: (1) the more
performance data are used to evaluate high-level managers (and to deter-
mine their annual bonuses), (2) the more aggressively middle managers are
pressured to get their staffs to improve the scores (often regardless of the
availability of new treatments or resources to accomplish these goals),
(3) the more likely staff are to feel exploited by their superiors’ quest for
bonuses and to look for ways to “game” the system, that is, to improve
their numbers without actually changing the care that is given. In many
situations, it appears, the limitations of the data are appreciated, and clini-
cians and managers use them, as intended, to identify ways of improving
the care they provide, as best they can. In others, however, it seems there
may be more browbeating than joint problem solving.

Reports of falsified or fabricated research data are not unheard of, even
in well-funded studies conducted by experienced researchers who have a
sophisticated understanding of the importance of adhering to established
data collection protocols. It would be naïve to imagine that such activities
do not occur among clinical staff who are under pressure to produce the
desired results by supervisors who are in a position to influence their future
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careers. Use of objective measures, not subject to manipulation, is the best
response to this problem.

It must also be noted that even where data or evidence-based practices
are well-measured and credible, they do not necessarily determine which
way decisions will go. As Paul Errera observed, resource decisions tend to
trump performance data. The intensive PTSD program with the best out-
comes in the nation was among the first to be closed because it was judged
to be inefficient; and monitoring of intensive case management programs
like ACT or supported housing shows that the staff/patient ratio (the most
resource sensitive measure) is typically the evidence-based performance cri-
terion with the lowest rate of adherence.

There is no way of knowing how widespread these problems are, or to
what extent they affect the integrity of performance management in VA
MH/SA programs or elsewhere. It seems important to remind ourselves,
however, that performance management is ultimately a human process, and
that it is affected by the skills, incentives, and integrity of the those whose
behavior it seeks to shape.

CONCLUSION

Health care even for a single family or a small clinic can be character-
ized by both daunting complexity and uncertainty. In a health care system
as large as VA, complexity and uncertainty are increased by many orders of
magnitude. Every American deserves the best health care possible each time
he or she seeks help, and high-quality health care can only be achieved by
creative management of the inherent complexity and uncertainty of both
illness and health service delivery. Such management demands comprehen-
sive quality monitoring, used by creative and committed leaders, in compe-
tent organizations. It is intrinsic to the challenge posed that this work will
never be finished, and we probably cannot even know how far along the
way we are toward the ideal of improving health outcomes with data. What
can be said is that we have made a beginning and we must continue moving
forward.
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TABLE 3 Logistic Regression Analysis of Use of VA MH/SA Services
Among Veterans Who Used Any MH/SA Care, 2001

95%
Odds Confidence Rank
Ratio Interval Order

Sociodemographic
Age

<30 0.19* 0.18-0.19 3
30–49 0.38 0.37-0.38 8
50–59 0.86 0.84-0.88 34
60–75 1.21 1.19-1.24 31
>75 1.00 Reference

Race
Black 1.68 1.66-1.70 16
Hispanic 1.29 1.27-1.32 24
Other 1.49 1.47-1.52 19
Whites 1.00 Reference

Gender
Male 1.00 Reference
Female 0.83 0.82-0.85 32

Education
<High School Graduate 1.00 Reference
High School Graduate 1.26 1.24-1.28 28
Post High School Education 0.79 0.77-0.80 25
4 Yr College Degree or Higher 0.73 0.72-0.75 21

Employment
Employed 1.00 Reference
Retired/Disabled 0.90 0.89-0.91 35
Unemployed/Other 1.01 1.00-1.03 37

Marital Status
Married 1.00 Reference
Widowed 0.32 0.31-0.33 6
Separated/Divorced 1.41 1.39-1.42 20
Never Married 1.76 1.74-1.79 15

Income
<$20,000 1.00 Reference
$20,000–$40,000 0.79 0.78-0.80 27
>$40,000 0.37 0.37-0.38 7
Income Information Missing 0.50 0.49-0.51 10

Insurance
Medicaid or Medicare 0.79 0.78-0.80 29
Private 0.24 0.24-0.25 4
Medigap 0.53 0.52-0.54 13
Military Related (for example,

CHAMPUS) 0.48 0.48-0.49 9
Other Government Insurance (for example,

Indian Health Service) 3.43 3.35-3.50 5

(continued on next page)
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Military Experience
Active Duty

0–2 years 1.00 Reference
3–5 years 1.27 1.26-1.28 26
5 years or more 1.36 1.34-1.38 22

Served in a Combat or War Zone 1.01 1.00-1.02 38
Exposed to Dead or Wounded 1.19 1.18-1.20 33
Prisoner of War 1.34 1.29-1.39 23

Health Status
Self-Reported Health Status

Fair-Poor 1.85 1.82-1.87 14
Good 1.95 1.93-1.98 11
Excellent-Very Good 1.00 Reference

Any Health Service Use For
Alcohol or Drugs 1.02 1.00-1.03 36
PTSD 1.50 1.48-1.51 18
Mental Health 1.25 1.24-1.26 30

Service Connected
Not Service Connected 1.00 Reference
<50% 7.08 6.99-7.16 2
>50% 16.56 16.28-16.85 1

Mental health interferes with work 0.64 0.64-0.65 17
or activities at all

Proxy Answered Questions 1.93 1.88-1.99 12

*All odds ratios were significant at p <.0001 except for an employment status of unemployed
or other, which was not significant. (Combat p value is .503 and use of mental health services
for drugs and alcohol p value is .0325)

TABLE 3 continued

95%
Odds Confidence Rank
Ratio Interval Order
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Appendix

Performance Measures Used by the Northeast Program Evaluation
Center in the Evaluation and Monitoring of VA Mental Health

Programs (Data from FY 2002)

I. Health Care for Homeless Veterans (HCHV) Program and Domicili-
ary Care for Homeless Veterans (DCHV) Programs

II. Compensated Work Therapy (CWT) Program and Compensated Work
Therapy /Transitional Residence (CWT/TR) Program

III. PTSD Performance Monitors and Outcome Measures
IV. Mental Health Intensive Case Management
V. Performance Measures from the National Mental Health Program Per-

formance Monitoring System
VI. Adherence to PORT Pharmacotherapy Guidelines for Patients with

Schizophrenia
VII. Outcomes on the Global Assessment of Functioning (GAF) Scale

I. HEALTH CARE FOR HOMELESS VETERANS (HCHV)
PROGRAM AND DOMICILIARY CARE FOR HOMELESS

VETERANS (DCHV) PROGRAM

Program Structure

Unique veterans served/stops per clinician (HCHV mean = 147.5 veter-
ans; 619 visits)

Percent of allocated staff slots that are filled (HCHV mean = 96.3%)
Literally homeless veterans seen per clinician (HCHV mean = 90.3)
Per diem cost (HCHV mean = $37.67)
Annual turnover rate1 (DCHV mean = 3.3)

Process Measures

Patient Characteristics
Percent strictly homeless (living outdoors/shelter) (HCHV mean =

67.8%; DCHV mean = 34.8%)
Percent with no time homeless (HCHV = 8.1%; DCHV mean = 4.1%)
Percent with a psychiatric disorder, substance abuse problem, or

medical illness (HCHV mean = 82%; DCHV mean = 99.8%)

1Annual turnover rate is determined by dividing the total number of discharges in the
DCHV Program by the number of DCHV operating beds.  Average length of stay and occu-
pancy rates will influence a site’s value for annual turnover rate.
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Program Participation
Mean days in residential treatment (HCHV mean = 59 days; DCHV

mean = 104.1 days)
Percent of successful residential treatment completions (HCHV =

52%; DCHV mean = 69%)
Percent of disciplinary discharges from residential treatment (DCHV

mean = 14%)
Percent of premature program departures from residential treatment

(DCHV mean = 12%)
Percent contacted through outreach (HCHV = 78%)
Appropriateness for residential treatment (HCHV = 89%)

Outcome Measures

Percent with clinical improvement in alcohol problems (HCHV =
73.1%; DCHV mean = 84% unadjusted)

Percent with clinical improvement in non-substance abuse psychiatric
problems (HCHV = 70.7%; DCHV mean = 83% unadjusted)

Percent with clinical improvement with medical problems (HCHV
mean = 66.3%, DCHV mean = 88.4%)

Percent discharged to an apartment, room, or house (HCHV mean =
37.9%; DCHV mean = 57.4% unadjusted)

Percent with no housing arrangements after discharge (Supported Hous-
ing Program = 21.8%; DCHV mean = 19.3% unadjusted)

Percent discharged with arrangements for full- or part-time employ-
ment (HCHV = 49.3%; DCHV mean = 54.5% unadjusted)

II. COMPENSATED WORK THERAPY (CWT) PROGRAM
AND COMPENSATED WORK THERAPY/TRANSITIONAL

RESIDENCE (CWT/TR) PROGRAM

Process Measures

Program participation
Mean hours worked per week in CWT (CWT mean = 26.1 hr/wk;

CWT/TR mean = 33.0)
Mean days in residential treatment (CWT/TR mean = 192 days)
Percent of successful completions (CWT mean = 51.4%; CWT/TR

mean = 56.1%)
Percent of disciplinary discharges (CWT mean = 15.4%; CWT/TR

mean = 26.8%)
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Veteran satisfaction in the residential treatment environment2 (CWT/
TR Community Oriented Program Evaluation Scale (COPES)
index mean = 2.95)

Veteran satisfaction in the therapeutic work environment3 (CWT/
TR Ward Environment Scale (WES) mean = 6.22)

Outcome Measures

Mean work improvement score4 (CWT mean = 1.57)
Percent with clinical improvement in alcohol problems (CWT mean =

63.6% unadjusted)
Percent with clinical improvement in drug problems (CWT mean = 63%

unadjusted)
Percent with clinical improvement in nonsubstance abuse psychiatric

problems (CWT mean = 47.3% unadjusted)
Percent with clinical improvement with medical problems (CWT mean

= 35.2% unadjusted)
Percent competitively employed after discharge (CWT mean = 41.3%)
Percent unemployed after discharge (CWT mean = 24.8%)
Percent employment status unknown after discharge (CWT mean = 14.6%)
Percent of veterans relocated and reinterviewed 3 months after dis-

charge (CWT/TR mean = 55.8%)
Mean Addiction Severity Index (ASI) index for alcohol problems

3 months after discharge (CWT/TR mean = 0.08 unadjusted)
Mean ASI index for drug problems 3 months after discharge (CWT/TR

mean = 0.03 unadjusted)
Mean ASI index for psychiatric problems 3 months after discharge

(CWT/TR mean = 0.18 unadjusted)
Mean days competitively employed past month at 3 months after dis-

charge (CWT/TR mean = 11 days unadjusted)
Mean days housed past 90 days at 3 months after discharge (CWT/TR

mean = 71.2 days unadjusted)

III. PTSD PERFORMANCE MONITORS AND OUTCOME MEASURES

Outpatient Programs (Specialized PTSD Outpatient Programs)

Patient Characteristics
War zone service (87%)
DD 214 (Discharge Certification form) service validation (65%)

2Range equals 0 – 4.
3Range equals 0 – 9.
4Range equals 0 – 2.
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PTSD clinical diagnosis (82%)
Substance abuse diagnosis (41%)
Prior psychiatric treatment (74%)
Prior specialized PTSD treatment (22%)

Workload
Number of visits per filled Full Time Employee Equivalents (FTEE)
(1,160)
Number of veterans treated per filled FTEE (88)

Costs
Direct costs per visit ($73)
Direct costs per capita ($958)

Outpatient Care Measures (All VA PTSD treatment, specialized and non-
specialized)

Service Utilization and Continuity of Care Six Months Following
Inpatient Index Stay

Any outpatient stop in 6 months after discharge (DC) (92.0%)
Any outpatient stop in 30 days after DC (72.0%)
Days to first outpatient stop in 6 months after discharge (23.7)
Number of stops in 6 months among those with any stops (18.6)
Continuity: Bi-months (2 month intervals) with two stops (2.5)
(Next measure applies only to those with a dual diagnosis (PTSD

and SA)
At least 1 Psychiatric and 1 SA outpatient (OP) stop in 6 months

after DC (14.4%)
Continuity of Care Among Outpatients with PTSD Diagnosis

Number of outpatient stops (15.5)
Number of days with outpatient stops (11.9)
Continuity: bi-months with 2 stops (2.61)
Continuity: months with any MH visit of six months (4.17)
Dropout (6 months with no O/P visit) 13%
Continuity of care index (.57)
Modified Continuity Index (MCI) (.80)

Inpatient/Residential Programs (Specialized PTSD programs)

Patient Characteristics
(Same as for Outpatient programs)

Costs
Direct costs per diem ($136)
Direct costs per capita ($4,662)
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Outcomes (4 months after discharge)5

PTSD symptoms
Short Mississippi Scale (–5.6%)
NEPEC PTSD Scale (–6.7%)

Substance abuse
ASI Composite for Alcohol problems (–23.5%)
ASI Composite for Drugs problems (–14.3%)

Violence
NVVRS Scale (–38.8%)

Work
Number of days worked for pay (+1.8%)

Satisfaction with treatment
Client Satisfaction Scale (Attkisson et al.) (15.6)

All PTSD Inpatient Care (General and Specialized Programs)

Bed days six months after DC (5.6)
Number of admissions 6 months after DC (.45)
Percentage readmitted within 14 days (5.0%)
Percentage readmitted within 30 days (8.0%)
Percentage readmitted within 180 days (30.0%)
Days to readmission first year after discharge (74.8)

IV. MENTAL HEALTH INTENSIVE CASE MANAGEMENT
(MHICM)

Program Structure

Percent allocated FTEE that are filled (84%)
Availability of appropriate medical support (89%)
Availability of appropriate nursing support (96%)
Unfilled FTEE lagged greater than 6 months (43% of teams)
Caseload size (average = 15.4)(should be less than 15)

Appropriateness of Admissions

Hospitalized 30 days or more
Hospitalized more than 30 days in the previous year (82%)
Diagnosis of psychotic illness (78%)
GAF < 50 at admission

5Negative values on symptom measures represent improvement (i.e., declining symptoms)
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Treatment Process

Clients terminated
Intensity (greater than 1 hour per week)(66.7%)
Services provided in the community 60% of the time (87%)
Face-to-face contacts per week (1.45)
Seen for rehabilitation (36.1%)
Improvement in Therapeutic Alliance (10.2%)
ACT Fidelity Score (4.0)

Outcomes6

Change in inpatient days (6 months before entry to 6 months after)(–47
days; –73%)

Brief Psychiatric Rating Scale (BPRS, Symptoms)(–3.92; –10%)
Brief Symptom Inventory (BSI, Symptoms)(–.22; –11%)
Global Assessment of Functioning (GAF)(–2.01; –5%)
Instrumental Activities of Daily Living (IADL)(+.95, 2%)
Lehman Quality of Life Question (+2.8, 11%)
Housing Independence (+.43, 15%)
Satisfaction with VA Mental Health Services (+1.54, 17.6%)
Satisfaction with MHICM (+.62, 21%)

V. PERFORMANCE MEASURES FROM THE NATIONAL MENTAL
HEALTH PROGRAM PERFORMANCE MONITORING SYSTEM

Population Coverage

Proportion of All U.S. Veterans who received VA MH services (2.5%)
Proportion of Veterans Service Connected for Mental Illness who re-

ceived VA MH services (42.2%)
Proportion of low-income Non Service Connected Veterans who re-

ceived VA MH services (7.0%)
Proportion of Female Veterans who received VA MH services (3.1%)

Inpatient Care Measures

Bed days six months after DC (6.47)
Number of admissions 6 months after DC (.55)
Percentage readmitted within 14 days (6.9%)
Percentage readmitted within 30 days (11.5%)

6Negative values on symptom measures represent improvement (i.e., declining symptoms).
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Percentage readmitted within 180 days (32.1%)
Days to readmission first year after discharge (64.7%)

Outpatient Care Measures

Service Utilization and Continuity of Care Six Months Following
Inpatient Index Stay

Any outpatient stop in 6 months after DC (82.1%)
Any outpatient stop in 30 days after DC (63.3%)
Days to first outpatient stop in 6 months after discharge (24.9)
Number of stops in 6 months among those with any stops (25.8)
Continuity: Bi-months with two stops (2.16)
Any medical outpatient stop in 6 months after DC (82.8%)
Days to 1st medical OP stop in 6 months after DC (36.6)
Number of OP medical stops in 6 months among those with any

stops (10.6)
(Next 4 measures apply to those with a dual diagnosis (Psyc. and

SA)
At least 1 Psyc. and 1 SA OP stop in 6 months after DC (21.2%)
At least 3 Psyc. and 3 SA OP stop in 6 months after DC (17.3%)
Continuity: bi-months with two stops (2.17)
Number of Psyc. and SA visits among those with any stops (25.89)

Continuity of Care among Outpatients with Psychotic Diagnoses
Number of outpatient stops (16.8)
Number of days with outpatient stops (12.5)
Continuity: bi-months with 2 stops (2.56)
Continuity: months with any MH visit of 6 months (3.98)
Dropout (6 months with no OP visit) 15%
Continuity of care index (.56)
Modified MCI (.80)

Inpatient Satisfaction Measures

Coordination of Care (.72)
Provision of Information (.66)
Timeliness/Access to Care (.61)
Courtesy (.66)
Emotional Support (.63)
Respect for Patient Preferences (.71)
Family Involvement (.54)
Physical Care (.62)
Transition Home (.62)
General Satisfaction (.53)
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VI. ADHERENCE TO PORT PHARMACOTHERAPY GUIDELINES
FOR PATIENTS WITH SCHIZOPHRENIA

Percentage of patients receiving oral antipsychotic medication (81%).
Percentage of veterans dosed higher than recommended guidelines (12.3%)
Percentage of veterans dosed lower than recommended guidelines (28.6%)
Percentage of patients receiving polypharmacy (two antipsychotic medica-
tions)(8.1%)

VII. OUTCOMES ON THE GLOBAL ASSESSMENT OF
FUNCTIONING (GAF) SCALE

Improvement after inpatient discharge

Change from inpatient GAF to last outpatient GAF in first six months
after discharge (4.9)

Change from inpatient GAF to the last outpatient GAF of the fiscal
year (6.4)

Improvement after during outpatient treatment

Change from first outpatient GAF to last outpatient GAF in the next 6
months (0.46)

Change from first outpatient GAF to last outpatient GAF of the fiscal
year (0.33)

Change from first outpatient GAF in the second 6 months of the fiscal
year to the last outpatient GAF of the fiscal year (0.38)

Among newly admitted outpatient veterans (those with no outpatient
mental health visits in the first 3 months of the fiscal year) the change
from first outpatient GAF to last outpatient GAF of the fiscal year
(1.9)



483

A

Academic Behavioral Health Consortium,
300
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need to navigate a greater number of

care delivery arrangements, 66–67
quality measurement infrastructure, 67–

68
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Illness self-management practices and

programs
gaps in knowledge about, 355
impaired, 82–83
supporting, 12, 120–122

Improving care, ix
using information technology, 261–262

Improving diagnosis and assessment, 167–
169
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data availability, 359



492 INDEX

management authority to implement a
health care intervention, 359

research expertise, 359
Integrated treatment, 213–214

defined, 213–214
integrated programs, 214
integrated systems, 214

Interactions between the mind/brain and the
rest of the body, 11, 71–72, 361,
365, 369, 373, 377, 384, 386

Interactive psychotherapy, 156
Interdisciplinary Project to Improve Health

Professional Education in Substance
Abuse, 301, 303–304

Interventions to improve decision-making
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disseminating, 15, 196, 379, 387

Knowledge gaps in treatment for M/SU
conditions, 152–153, 351–355

acute stress disorder, 152
amphetamine dependence, 153
cocaine dependence, 153
gaps in treatment knowledge, 351–355
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therapies for other population

subgroups, 153
treatment of multiple conditions, 152

Knowledge representation, 266

L

Leadership, 242–243
and policy practices, 110–111

Leadership by Example: Coordinating
Government Roles in Improving
Health Care Quality, 245, 250

Linkage of the VA with the Department of
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frequent direct provision and purchase
of care by state and local
governments, 329

more limited insurance coverage, 328–329
purchase of M/SU health insurance

separately from general health
insurance, 327–328

Marketplace incentives to leverage needed
change, 325–349

characteristics of different purchasing
strategies, 330–337
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13–14, 22–23, 172, 177–180, 222,
358, 377–378, 383

National Institutes of Health (NIH), 32,
172, 222

National Inventory of Mental Health
Quality Measures, 180

National Library of Medicine, 267
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Non-health care sectors
child welfare services, 226–227
employee assistance programs, 230–231
involvement in M/SU health care, 224–

232
justice systems, 227–230
linkages with community and other

human services resources, 231
schools, 225–226

North Carolina General Stat. Ann. § 122C-
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Patient as the source of control, 78
Patient characteristics, 475, 477–478
Patient decision making, 12
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Patient-centered care, xii, 8, 57, 77, 451–
452

actions supporting, 108–128
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Center in the evaluation and
monitoring of VA mental health
programs, 475–482
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concerning patient-centered care, 11–12,
361–362, 365–366, 369, 384

concerning research designs, 15–16, 387
on coordinating care for better mental,

substance-use, and general health,
248–250

for data standards, 19, 371
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anticipation of needs, 9, 58
care based on continuous healing

relationships, 9, 58
continuous decrease in waste, 9, 58
cooperation among clinicians, 9, 58
customization based on patient needs

and values, 9, 58
deference to the patient as the source of

control, 9, 58
evidence-based decision-making, 9, 58
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