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Preface

Introducing a report that addresses such a complex and dynamic issue as man-
aged behavioral health care is a daunting task. The charge to the Committee on
Quality Assurance and Accreditation Guidelines for Managed Behavioral Health
Care was to develop a framework to guide the development, use, and evaluation
of performance indicators, accreditation standards, and quality improvement
mechanisms. The framework could then be used to assist in the purchase and
delivery of the most effective managed behavioral health care at the lowest appro-
priate cost for consumers of publicly and privately financed care.

There were numerous challenges in addressing this charge. The committee
was operating in a rapidly changing environment in which multiple efforts by
accreditation organizations, government agencies, consumer groups, and other
interested parties were under way to develop report cards, performance indicators,
and other measures of behavioral health care quality. The committee members
chose to take an evidence-based approach to their task, but they found that the
research base and the development of quality assurance and accreditation stan-
dards are far less advanced in behavioral health care than in other areas of health
care.

 Discussions among committee members clearly indicated a great diversity in
opinions and experiences. The committee, however, believed that its charge to
create a framework for assessing quality assurance and accreditation guidelines
was best served by the development of recommendations broad enough to allow
various stakeholder groups to make them more specific to their own needs and
circumstances, as appropriate. This report fulfills this charge and provides a frame-
work that will be useful and enduring. In addition, this report—possibly for the

v
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vi PREFACE

first time—weaves together in a single place the many complex issues, concepts,
and challenges involved in assuring quality in behavioral health care in a way
that is accessible to a broad audience.

To accomplish its task, the committee began by developing the Statement of
Principles included in Chapter 1 of the full report. These principles served to
guide and unite the committee and are the outcome of intensive discussion and
consensus-building across a rich diversity of views and perspectives.

As a primary care physician listening to the workshop presentations and de-
liberations, it was sometimes unclear to me whether or not mental health and
substance abuse problems really presented unique challenges. For example, many
of the presentations and discussions emphasized the importance of viewing men-
tal health and substance abuse problems as chronic, relapsing conditions that do
not differ significantly from other health problems, such as diabetes and heart
disease. Other presentations, however, emphasized key differences, such as greater
needs for integration of services, a large percentage of substance abuse problems
being dealt with in the publicly funded Medicaid system, and the emergence of
so-called  “carve-out” companies providing behavioral health care, among other
examples. Thus, the committee has tried throughout the report to underscore a
critical distinction between the unique aspects of the structure of behavioral health
care delivery  and the nature of the disorders themselves, which are not unique, but
can range from a single episode of illness to chronic, recurrent, and disabling con-
ditions.

From early on in its deliberations, the committee was determined to be scru-
pulous in separating evidence-based research results from information based on
current clinical strategies or best practices. Thus, the body of the report includes
findings that were rigorously grounded in the research literature. However, the
committee felt that this report could not go forward without expressing the strong
clinical judgments that this is an exciting time in research, that rapid progress is
being made in the diagnosis and treatment of behavioral health conditions, and
that there is an increasing recognition of the importance of continuing care as a
way to prevent or ameliorate relapses.

Although the report covers a wide range of topics and issues in this field, it
might be useful to highlight some of the issues that the committee could not
address fully and that will require ongoing consideration by federal and state agen-
cies, as well as a number of other stakeholder groups. Four key areas seem to be
important areas for further work by others. First, there are complex and often
overlapping systems of regulation and accreditation, which result in different data
requirements, specifications, and timetables. In addition, there are compelling
needs to ensure the quality and integrity of the various measures used by many
different organizations. This complexity presents real challenges to purchasers,
consumers, providers, and practitioners of behavioral health care. This report de-
scribes the complexity and presents general recommendations to be considered by
the variety of regulatory agencies and accreditation organizations (e.g., the utility
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PREFACE vii

of external audits and quality improvement mechanisms). Whether or not the
current system requires modification and how such modification should be ap-
proached, however, was beyond the scope of our work.

The second key area involves questions regarding the analysis and reporting
of  the many different types of quality assessment (e.g., report cards, patient satis-
faction measures, and other evaluations) and, further, how to use such measures
to develop accurate and appropriate case-mix and risk adjustment models. To
address these questions, the committee believes that further development of ana-
lytical tools is necessary and that this evidence base needs to be expanded before
detailed recommendations can be made. In addition, development of such tools
will require collaboration among various components of the public and private
sectors. The public- and private-sector entities involved might find it fruitful to
consider ways to foster these collaborations.

Third, there is a general need to develop strategies to address the complexi-
ties of the Medicaid population, particularly as they relate to people with mental
health and substance abuse problems and to the devolution of responsibility for
this population from the federal government to the states. A comprehensive sur-
vey of the states and an analysis of the specific needs of the mental health and
substance abuse segment of Medicaid-covered health care—and the variety of
needs across states—were beyond the committee’s charge. Yet, this theme was
expressed at many of the committee’s workshops and in its deliberations, and
further work seems necessary to understand the complex needs of this population,
particularly as they relate to strategies to integrate services across social services
agencies and health care providers.

The fourth area relates to the variety of health care practitioners, often work-
ing simultaneously, who are involved in treating mental health and substance
abuse problems. Clearly, tensions exist among some of these groups of practitio-
ners, but there is also a great need to integrate care across the various disciplines
when a patient is being treated by a team of practitioners. This situation is an
excellent example of a systemic problem that contributes importantly to the frag-
mentation of services discussed in the report and that this committee could not
solve. However, the variety of practitioners involved also presents special prob-
lems for measuring quality in managed behavioral health care, and these prob-
lems could benefit from further research to design specific approaches to handle
the tensions and to address the need for integration of treatment services.

The entire health care system is changing rapidly, and behavioral health care
is no exception. During the spring and summer months of 1996 when the com-
mittee met, Congress deliberated and then passed a compromise mental health
parity bill, consumer groups challenged the capacity of accreditation organiza-
tions to measure quality, and researchers reported that psychotherapy had been
found to produce changes in brain function similar to those seen with medica-
tions. While the report was being reviewed, President Clinton announced the
formation of a federal advisory commission on the quality of health care. Thus,
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viii PREFACE

the issues considered by the committee are timely and seem to reflect some funda-
mental policy questions, some of which will continue to be debated over the next
decade and, possibly, longer.

As one who has been fortunate to participate on a number of Institute of
Medicine committees, I must close with a personal statement. The subject mat-
ter, the committee and its generous participation in lively and informative meet-
ings as well as in writing the report, and the IOM staff—particularly the study
director, who kept the work on track and synthesized and balanced the multiple
streams of input—have made this effort one of the most satisfying in which I have
participated in the past 15 years.

Jerome Grossman, M.D., Chair
Committee on Quality Assurance and
Accreditation Guidelines for
Managed Behavioral Health Care
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ABMS American Board of Medical Specialties
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AMTA American Methadone Treatment Association
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APWA American Public Welfare Association
ASAM American Society of Addiction Medicine
ASI Addiction Severity Index
ASTHO Association of State and Territorial Health Officials
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CAC certified addiction counselor
CARF Rehabilitation Accreditation Commission, formerly the

Commission on Accreditation of Rehabilitation Facilities
CASSP Child and Adolescent Service System Program
CCMC Committee on the Costs of Medical Care
CD chemical dependency
CDC Centers for Disease Control and Prevention
CHAMPUS Civilian Health and Medical Program of the Uniformed

Services
CHAMPVA Civilian Health and Medical Program of the Veterans

Administration
CMHC Community Mental Health Centers
CMHS Center for Mental Health Services
CNSTAT Committee on National Statistics, part of the National

Research Council
COA Council on Accreditation of Services for Families and

Children
CONQUEST Computerized Needs-Oriented Quality Measurements

Evaluation System
COSSHMO National Coalition of Hispanic Health and Human Services
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CQI continuous quality improvement
CSAM California Society on Addiction Medicine
CSAP Center for Substance Abuse Prevention
CSAT Center for Substance Abuse Treatment
CSP Community Support Program
DHHS Department of Health and Human Services
DOD Department of Defense
DUF Drug Use Forecasting
EAP employee assistance program
EAPA Employee Assistance Professional Association
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ERISA Employee Retirement Income Security Act
FACCT Foundation for Accountability
FDA Food and Drug Administration
FFS fee-for-service
HCFA Health Care Financing Administration
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HIAA Health Insurance Association of America
HIV human immunodeficiency virus
HMO health maintenance organization
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JCAHO Joint Commission on Accreditation of Healthcare
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LAAM levo-alpha-acetylmethadol
MBHC managed behavioral health care
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MC managed care
MET motivational enhancement therapy
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MSO management services organization
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Directors
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NASW National Association of Social Workers
NBCH National Business Coalition on Health
NCHS National Center for Health Statistics
NCQA National Committee for Quality Assurance
NDATUS National Drug and Alcohol Treatment Unit Survey
NDMDA National Depressive and Manic Depressive Association
NEC National Empowerment Center
NFSCSW National Federation of Societies for Clinical Social Work
NGA National Governors’ Association
NIAAA National Institute on Alcohol Abuse and Alcoholism
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NIDA National Institute on Drug Abuse
NIH National Institutes of Health
NIMH National Institute of Mental Health
NMHA National Mental Health Association
NTIES National Treatment Improvement Evaluation Study
PACT Program in Assertive Community Treatment
PBGH Pacific Business Group on Health
PERMS Performance-Based Measures for Managed Behavioral

Healthcare Program, developed by AMBHA
PHO physician hospital organization
PHS Public Health Service
PO physician organization
POS point-of-service plan
PPO preferred provider organization
RTI Research Triangle Institute
SAIC Science Applications International Corporation
SAMHSA Substance Abuse and Mental Health Services

Administration
SAODAP Special Action Office for Drug Abuse Prevention
SEC Securities and Exchange Commission
SMHRCY State Mental Health Representatives for Children and Youth
SSDI Social Security Disability Insurance
SSI Supplemental Security Income
TASC Treatment Alternatives for Special Clients, formerly

Treatment Alternatives to Street Crime
TB tuberculosis
TCA Therapeutic Communities of America
TEDS Treatment Episode Data Set
UFDS Uniform Facility Data Survey
UM utilization management
UR utilization review
URAC Utilization Review Accreditation Commission
URICA University of Rhode Island Change Assessment
VA Department of Veterans Affairs, formerly Veterans

Administration
WBGH Washington Business Group on Health
WFMH World Federation for Mental Health
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1

Summary

With great speed and a considerable amount of controversy, managed care
has produced dramatic changes in American health care. At the end of

1995, 161 million Americans—more than 60 percent of the total population—
belonged to some form of managed health care plan. Health maintenance organi-
zations (HMOs), preferred provider organizations, point-of-service plans, and
other forms of managed care networks differ in organizational structures, types of
practitioners and services, access strategies, payment for practitioners, and other
features. Their goals, however, are similar: to control costs through improved effi-
ciency and coordination, to reduce unnecessary or inappropriate utilization, to
increase access to preventive care, and to maintain or improve the quality of care.

The movement into managed care has been especially rapid for treatment of
mental health and substance abuse (alcohol and drug) problems, also known as
behavioral health. Behavioral health problems are common: every year, an esti-
mated 52 million Americans have some kind of mental health or substance abuse
problem. At the end of 1995, the behavioral health benefits of nearly 142 million
people were managed, with 124 million in specialty managed behavioral health
programs and 16.9 million with benefits managed within an HMO.

Both private-sector employers and public-sector agencies (Medicaid and state
mental health and substance abuse authorities) have turned to managed behav-
ioral health care companies to control costs and improve quality and access for
mental health and substance abuse care. Purchasers share with responsible man-
aged care organizations a unifying goal of a more responsive health care delivery
system, one that is both more efficient and more effective. Several approaches
have been developed to assess the quality of care: accreditation, licensing and
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certification, credentialing and privileging, and the use of practice guidelines, per-
formance measures, report cards, and other means. Thus, the array of quality im-
provement approaches resembles a complex patchwork, reflecting the fragmented
system that delivers the care and the wide variety of evidence and opinions about
quality of care.

TECHNICAL APPROACH

In the spring of 1995, the Center for Substance Abuse Treatment (CSAT),
part of the Substance Abuse and Mental Health Services Administration
(SAMHSA), asked the Institute of Medicine to convene an expert committee
that would consider issues related to quality assurance and accreditation in man-
aged behavioral health care. The charge to the committee was to develop a frame-
work to guide the development, use, and evaluation of performance indicators,
accreditation standards, and quality improvement mechanisms. The framework
could then be used to assist in the purchase and delivery of the most effective
managed behavioral health care at the lowest appropriate cost for consumers of
publicly and privately financed care. The 17 members of the committee were
chosen for their expertise with national accreditation processes and procedures,
public and private managed care organizations, employee assistance programs, cor-
porate and public purchasing of mental health and substance abuse services, pub-
lic and private medical administration, and health services research. The com-
mittee also included individuals who had experience as direct consumers of
behavioral health care or who were family members of consumers.

The committee met five times between February and July 1996. To gather
information to assist in their deliberations, the committee convened two public
workshops. In addition to these workshops and presentations, liaison panels were
formed with more than 150 representatives of national accreditation groups, na-
tional professional associations, consumer and advocacy groups, managed care in-
dustry groups, and federal and state agencies.

Many interested parties are using a variety of methods to protect consumers
and improve the quality of care in this environment of rapid change. The charge
and focus of this committee is on managed care, although the committee recog-
nizes that other issues such as licensure of practitioners and state inspection and
certification of provider agencies play critical roles in consumer protection. Fur-
thermore, in its focus on managed care, the committee has been particularly con-
cerned with two prominent strategies: accreditation of managed care entities and
the use of performance measurements. At the same time, it has considered comple-
mentary strategies that can aid in consumer protection and quality improvements,
such as consumer choice of health plans, better integration of research and prac-
tice, and especially, reducing the flaws in the organization of behavioral health
care.

To provide a framework for the study, the committee adapted the work of
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Avedis Donabedian, who has described three interrelated ways to understand and
measure quality: structure, process, and outcomes. Structural measures of quality
include the types of services available, the qualifications of practitioners, staffing
patterns, adherence to building and other codes, and other administrative infor-
mation. Process measures of quality focus on procedures and courses of treatment,
such as the numbers of individuals served; on the appropriateness of the care; and
on ongoing efforts to maintain quality, such as practice guidelines and continuous
quality improvement activities. Outcome measures of quality include health sta-
tus changes after treatment and consumer satisfaction with the care provided, as
well as short-term or intermediate outcomes.

CHALLENGES TO DELIVERY OF BEHAVIORAL HEALTH CARE

The most unusual aspect of the care and financing system for behavioral
health care services is the presence of a distinct and substantial publicly managed
care system that serves as a safety net. Thus, public services are available for those
with public insurance as well as for those with private insurance. Public services
are funded through a large number of categorical programs administered by differ-
ent agencies, creating both duplication and gaps in service, and these programs
almost always have different eligibility requirements. Fragmentation in funding
leads to fragmented service delivery.

Another challenge is that much of behavioral health care, perhaps as many
as half of all episodes of care, is provided in primary care settings, not in specialty
programs. Despite clinical practice guidelines, continuing education courses, and
other training programs, primary care providers tend to underdiagnose depres-
sion, substance abuse, and other behavioral health problems. This is changing,
but there is a great need to improve the quality of behavioral health care delivered
in primary care settings and to better coordinate the care delivered in primary
care and specialty sectors.

In addition, a significant portion of the public care system for individuals
with the most disabling conditions extends beyond health care services to reha-
bilitative and support services, including housing, job counseling, literacy, and
other programs. The coordination of these services requires collaborative and co-
operative relationships among many agencies, including public health, mental
health, social services, housing, education, criminal justice, and others. Most of
these services are not covered by private insurance and have not been developed
by most private behavioral health care companies.

The dynamics of the three interrelated sectors—privately funded primary and
specialty care and public systems—are complex and also highly idiosyncratic from
state to state, community to community, and plan to plan. Any approach to reform
of behavioral health care services or to the problem of accountability must reckon
with these factors, which are not simultaneously present in any other substantial
sector of the health care system.
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STRUCTURE

Analysis of the structure of the behavioral health care service system requires
a review of the public and private service systems for both substance abuse and
mental illness. The behavioral health care delivery system involves a complex
combination of public and private financing as well as public and private practi-
tioners of care. Public-sector services are financed either with state and federal
appropriations or through Medicaid and Medicare coverage and are delivered in a
wide variety of treatment settings. Private systems of care have different structures
but coexist and often overlap with public sector services. Workplace service sys-
tems (e.g., employee assistance programs) and managed behavioral health care
strategies have had a stronger influence in the private sector, but they are begin-
ning to develop linkages with public agencies.

Federally supported service systems developed by the U.S. Department of
Defense and the U.S. Department of Veterans Affairs share characteristics of both
the private- and public-sector systems of care but represent separate and distinct
service systems. In addition, service systems also exist for distinct populations:
children, seniors, and Native Americans. The existence of a large number of in-
dependent service delivery systems serving different populations through differ-
ent funding streams complicates the assessment of quality and can inhibit the
development and implementation of comprehensive standards to improve the
quality of care.

ACCESS

Managed behavioral health care organizations define access and accessibility
using utilization (e.g., penetration rates and the use of specific services) and tele-
communication (e.g., on-hold time and call abandonment rates) measures. Pur-
chasers, however, may prefer to view access more broadly and include reductions
in barriers to care and improvements in benefits (e.g., reductions in copayments,
increases in hours of service, reductions in travel time, and expanded eligibility
for specific services or populations).

The nature of managed care and the nature of mental illness and substance
abuse combine to make access a most critical issue. Well-developed public and
private health care and behavioral health care plans will promote access to men-
tal health and substance abuse services. Enrollees that access care promptly and
early in their illness episode may require less intensive care, and with appropriate
continuing support they may be less likely to experience relapses.

Measures of access, however, should go beyond telephone answering time
and begin to reflect the real and perceived barriers to care including cultural dif-
ferences, geographic distance, inconvenient locations and times, and care that is
less intensive than needed. Moreover, the purchasers of health care plans and the
plan administrators must begin to assess the adequacy of their current access. In-
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formation on the ambient level of need in the health plan is required to truly
assess the adequacy of the plan in meeting the demand and need for care.

PROCESS

In broad terms, measurement of the quality of health care is driven by differ-
ent forces in the private and public sectors. In the private sector, quality measure-
ment is a reflection of the requirements of the accreditation process and is in-
creasingly a response to the demands of employers and other purchasers through
contracting, report cards, and other means. In the public sector, performance
measurement is the primary tool of accountability for spending public funds on
health care.

Many methods are used to assess quality: accreditation, licensing and certifi-
cation, credentialing, auditing, peer review, performance monitoring, contracts,
clinical standards and guidelines, consumer satisfaction surveys, and report cards.
Some private payers have developed their own standards for HMOs and other
managed care organizations that provide care and are also urging contracted orga-
nizations to collect and publicly report information on their performance. Public
agencies are also developing performance standards.

The interest in quality is reinforced by consumer demand and empowerment,
professional ethics, legal and regulatory interpretation of citizens’ rights, and at-
tempts by businesses to satisfy and keep customers in a competitive health care
marketplace. For public purchasers who are accountable for public funds, it is
important to demonstrate that health care has good value and is worth the invest-
ment.

OUTCOMES

In the committee’s view, outcomes research is vitally important to improve
the base of evidence related to treatment effectiveness. Outcomes research is
needed to provide explicit direction in identifying performance indicators associ-
ated with good outcomes for different patient characteristics, types of treatment
programs, and types of managed care organizations. In their current forms, perfor-
mance indicators are not specific for particular treatment characteristics (organi-
zational and clinical), and there is a lack of consensus of clinical judgment with
regard to the relationship to outcome.

Public interest in quality of care is keen, and purchasers are not waiting for
conclusive outcomes research to help them make decisions on the value and ef-
fectiveness of different managed care options. However, much needs to be done to
link findings from outcomes research with the development of practice guidelines,
performance measures, and accreditation approaches. Future methods of quality as-
sessment will need to bridge the domains of research and practice and will need to
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provide more direct input into the development of accreditation and other assess-
ment strategies.

HIGHLIGHTS OF FINDINGS AND RECOMMENDATIONS

Federal, state, and local governments, accreditation organizations, managed
care organizations, purchaser coalitions, consumers groups, professional organiza-
tions, and the media are actively involved in quality assessment. Some of these
efforts are collaborative, but some are competitive. Overall, the picture is incom-
plete, inconsistent, and inadequate for making truly informed health care pur-
chasing decisions. To those who are responsible for purchasing care, the absence
of consensus on quality measurements is a challenge.

The committee developed a set of findings and recommendations in 12 areas:
structure and financing; accreditation; consumer involvement; cultural compe-
tence; special populations; research; workplace; wraparound services; children and
adolescents; clinical practice guidelines; primary care; and ethical concerns. Chap-
ter 8 of this report contains all of the findings and recommendations. Only the
recommendations are presented in this Summary.

1. STRUCTURE AND FINANCING

Recommendations

1.1 The reform of systems of care financed by states and counties must: (1)
recognize current aspects of private health care in those states and counties and
(2) consider the design and development of mechanisms to inhibit cost-shifting.

1.2 Payment arrangements that reduce incentives to underserve individu-
als with behavioral health conditions should be encouraged.

1.3  The reform of state and local systems through the use of managed care
should incorporate a recognition of and responsiveness to the unique needs of
consumers served by public systems.

1.4 Accreditation organizations, when appropriate, and purchasers should
develop criteria and guidelines that: (1) recognize and measure dumping, skim-
ming, and cost-shifting; and (2) specify rewards for organizations, groups, and
individuals that provide appropriate care and penalties for those that do not.

1.5 Purchasers should ensure continuity of care for consumers when man-
aged care contracts are awarded to different provider organizations.
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2. ACCREDITATION

Recommendations

Monitoring Quality of Care

2.1 Public and private purchasers, consumers, providers, practitioners, be-
havioral health care plans, and accreditation organizations should continue to
monitor and assess the quality of care in the following ways:

2.1.1 Quality improvement should be a priority, and principles and
methods of improving quality should be adopted.

2.1.2 Accreditation and review processes must be reliable and valid
and must be continuously reviewed and improved.

2.1.3 Domains relevant to the effective treatment and prevention of
behavioral health problems must be emphasized in accreditation processes. These
include practitioner training, consumer education, improvements in consumer
self-care, and the presence of a continuum of services, including wraparound ser-
vices such as housing assistance, child care, and transportation.

2.1.4 Accreditation processes must focus on areas of managed care in
which there may be a risk of quality problems: (1) variability in utilization review;
(2) inconsistent or inappropriate precertification processes; (3) vulnerable groups
and those who are unfamiliar with managed care processes; and (4) conditions
that occur frequently and are treated by many practitioners, giving opportunities
for variation in treatment practices.

2.1.5 Performance measures must be relevant to treatment processes
and outcomes.

2.1.6 Data must have demonstrable integrity. External, independent
audits can help to validate data quality.

2.1.7 Stakeholder consensus and consumer satisfaction measures must
be included in the tools used to monitor quality of care.

2.1.8 Outcomes measures should increasingly be based on evidence
from research.

Contracting

2.2 Quality of care should be clearly addressed in contracts between pur-
chasers and providers.

2.2.1 When plans contract or subcontract for the management and
delivery of behavioral health care services (e.g., health maintenance organiza-
tions contracting with carved-out managed behavioral health care firms), pur-
chasers can benefit from independent audits of the contractor regarding the level
of adherence to prespecified standards of performance with respect to quality.

2.2.2 Purchasers can benefit from carefully constructed contract lan-
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guage to ensure the quality, accessibility, and effectiveness of behavioral health
plans. Contracts should also specify the ways in which the quality and effective-
ness standards will be monitored and enforced, including conditions for applying
positive incentives for meeting or exceeding the standards and penalties for sub-
standard performance.

Role of the Federal Government

2.3 The federal government should play a role in consumer protection in
managed care by:

2.3.1 Promoting the improvement and use of performance measures
for managed care.

2.3.2 Monitoring and studying the use and effectiveness of quality
assurance, accreditation, performance measures, and outcomes measurements.

2.3.3 Establishing minimum standards for accreditation organizations
to achieve deemed status (i.e., when the government, in its role as purchaser of
managed care services, accepts accreditation as a measure of adequate quality and
consumer protection).

Role of State Governments

2.4 The role of state governments in consumer protection should include
the following:

2.4.1 Support the development of consumer protection standards for
managed behavioral health care by state mental health and substance abuse agen-
cies, state Medicaid agencies, state insurance departments, state licensing boards,
state hospitals, and state child welfare agencies. State consumer groups, such as
the chapters of the National Mental Health Association (NMHA), National
Depressive and Manic Depressive Association (NDMDA), National Association
for Research on Schizophrenia and Depression (NARSD), and National Alliance
for the Mentally Ill (NAMI), should be included in the development of stan-
dards.

2.4.2 Maintain the minimum necessary regulatory standards, includ-
ing the use of accreditation, to assure consumer protection while encouraging
innovations in the delivery of care.

2.4.3 Consider offering deemed status to specific accreditation orga-
nizations that meet state-defined standards for quality of managed behavioral
health care services.
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Roles of All Levels of Government

2.5 Both federal and state governments should:
2.5.1 Encourage the development of report cards or other similar ma-

terials to help inform consumers and families about specific plans and the quality
of care.

2.5.2 Include all stakeholders (accreditation organizations, employ-
ers, state agencies, consumers, families, providers, and practitioners) in the devel-
opment, implementation, and use of standards.

Provider Inclusion

2.6 Because managed care methods are increasingly applied to public sys-
tems, accreditation bodies and managed care plans should evaluate the inclusion
of a variety of types of practitioners, including substance abuse counselors and
mental health workers, in provider panels; collect information on practitioner
effectiveness; and remove any practitioners from networks only for performance
reasons (e.g., poor outcomes and poor consumer satisfaction).

2.6.1 The Substance Abuse and Mental Health Services Ad-
ministration (SAMHSA), Agency for Health Care Policy and Research
(AHCPR), Health Resources and Services Administration (HRSA), and
National Institutes of Health (NIH) (National Institute on Alcohol Abuse
and Alcoholism [NIAAA], National Institute on Drug Abuse [NIDA], and
National Institute of Mental Health [NIMH]) should cosponsor research to
evaluate the components of treatment that are most effective in providing
behavioral health care, including strategies used by psychiatrists, psycholo-
gists, social workers, counselors, and primary care practitioners.

2.6.2 The Substance Abuse and Mental Health Services Administra-
tion (SAMHSA), Agency for Health Care Policy and Research (AHCPR),
Health Resources and Services Administration (HRSA), and National Institutes
of Health (NIH) (National Institute on Alcohol Abuse and Alcoholism
[NIAAA], National Institute on Drug Abuse [NIDA], and National Institute
of Mental Health [NIMH]) should cosponsor research to evaluate the cost-
effectiveness of using different practitioner types to provide behavioral health
care, including individual psychiatrists, psychologists, social workers, counselors,
primary care practitioners, and teams with different practitioner combinations.

3. CONSUMER INVOLVEMENT

Recommendations

3.1 Health care purchasers must be responsive to consumers and families
and should develop means of ensuring their meaningful participation in treat-
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ment decisions, measurement of satisfaction, and measurement of treatment ef-
fectiveness.

3.2 Accreditation bodies should evaluate the extent of inclusion of con-
sumers and families in treatment decisions and program planning.

3.3 The activities that are used to develop and review quality measures
should include all stakeholders, including consumers, families, practitioners, and
researchers.

4. CULTURAL COMPETENCE

Recommendations

4.1 Health plans and programs should be responsive to community demo-
graphics and to the cultural needs of the populations that they serve.

4.2 Practitioners of alternative and innovative treatments without an ac-
cepted research base should not arbitrarily be excluded from health plans. If these
treatments are used, their effectiveness should be studied so that standards of qual-
ity improvement can be developed.

4.3 Health plans should have an explicit mechanism for evaluating new
and innovative techniques and types of practitioners.

5. SPECIAL POPULATIONS

Recommendations

5.1 Research is needed to identify incentives for plans to serve vulnerable
populations. The Substance Abuse and Mental Health Services Administration
(SAMHSA) should work with other federal agencies to develop a plan to con-
duct such research.

5.2 Plans that serve distinct populations should measure and evaluate the
needs of those groups through reviews of research literature, consumer surveys,
and other appropriate mechanisms.

5.3 All plans should meet the same core standards. Supplemental standards
can be developed for special populations, whether they are in stand-alone pro-
grams or in mainstream plans, for example, for a child of an employed person with
family coverage.

6. RESEARCH

Recommendations

6.1 The committee recommends continued development of collaborative
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health services research in substance abuse and mental health, and encourages
the Agency for Health Care Policy and Research (AHCPR), Centers for Disease
Control and Prevention (CDC), Health Resources and Services Administration
(HRSA), National Institutes of Health (NIH) (National Institute on Alcohol
Abuse and Alcoholism [NIAAA], National Institute on Drug Abuse [NIDA],
and the National Institute of Mental Health [NIMH]), and Substance Abuse and
Mental Health Services Administration (SAMHSA) to maintain, to evaluate,
and, where necessary, to expand programs and initiatives that support collabora-
tive health services research.

6.2 The agencies mentioned above should support further research on the
effectiveness of different treatment strategies for a variety of practitioner types
and for consumers with different needs.

6.3 Researchers should become more involved in studies carried out in
managed care organizations and community-based settings and in other clinical
outcomes research used to develop standards and performance measures.

7. WORKPLACE

Recommendations

7.1 Employers should investigate the benefits of wellness activities, em-
ployee assistance programs, and health risk reduction initiatives that enhance
prevention, early intervention, access, and treatment adherence for health and
behavioral health problems.

7.2 The Substance Abuse and Mental Health Services Administration
(SAMHSA) should identify models of successful behavioral health programs in
the workplace and increase public awareness of these models.

8. WRAPAROUND SERVICES

Recommendations

8.1 Further research is needed to prioritize the essential components of a
treatment regimen that can address adequately the complex behavioral aspects of
recovery from alcoholism and other drug addictions.

8.2 To maximize full functioning for individuals with severe and persistent
mental illness, and to optimize conditions supporting recovery for individuals with
chronic substance abuse problems, wraparound services such as social welfare,
housing, vocational, and rehabilitative services should be available and should be
coordinated.

8.3 For children and adolescents with severe emotional disturbances, edu-
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cational and home environment-family support services should be coordinated
and integrated with mental health care.

8.4 Accreditation systems must address the social and rehabilitative aspects
as well as the medical aspects of comprehensive treatment for addiction and se-
vere and persistent mental illness.

9. CHILDREN AND ADOLESCENTS

Recommendations

9.1 The Substance Abuse and Mental Health Services Administration
(SAMHSA), National Institutes of Health (NIH) (National Institute on Alco-
holism and Alcohol Abuse [NIAAA], National Institute on Drug Abuse [NIDA],
and National Institute of Mental Health [NIMH]), and the Health Research and
Services Administration (HRSA) should identify exemplary models of coordi-
nated systems of care for children and adolescents.

9.2 The Substance Abuse and Mental Health Services Administration
(SAMHSA), National Institutes of Health (NIH) (National Institute on Alco-
holism and Alcohol Abuse [NIAAA], National Institute on Drug Abuse [NIDA],
and National Institute of Mental Health [NIMH]), and the Health Resources and
Services Administration (HRSA) should identify exemplary models of linking
behavioral health treatment and prevention programs for children and adoles-
cents to address suicide, substance abuse, and other areas.

9.3 The Substance Abuse and Mental Health Services Administration
(SAMHSA), National Institutes of Health (NIH) (National Institute on Alco-
holism and Alcohol Abuse [NIAAA], National Institute on Drug Abuse [NIDA],
and National Institute of Mental Health [NIMH]), and the Health Resources and
Services Administration (HRSA) should support research to identify the elements
of developmentally appropriate treatment that should be available to adolescents
who are abusing alcohol or drugs or who have mental health problems.

9.4 The public and private systems must make efforts to develop service
capabilities to meet the needs of adolescents who are abusing alcohol or drugs and
adolescents who have mental health problems.

10. CLINICAL PRACTICE GUIDELINES

Recommendations

10.1 The development of clinical practice guidelines should be linked to
outcomes research, performance standards, and accreditation.

10.2 The Agency for Health Care Policy and Research (AHCPR), Sub-
stance Abuse and Mental Health Services Administration (SAMHSA), and other
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agencies and organizations that develop guidelines should sponsor additional re-
search that examines the successful implementation of guidelines and identifies
successful implementation models.

10.3 Practitioners and consumers should be included in the development of
practice guidelines.

11. PRIMARY CARE

Recommendations

11.1 This committee endorses the view of the Institute of Medicine (IOM)
Committee on the Future of Primary Care, which recommended “the reduction
of financial and organizational disincentives for the expanded role of primary care
in the provision of mental health services” and “the development and evaluation
of collaborative care models that integrate primary care and mental health ser-
vices more effectively. These models should involve both primary care clinicians
and mental health professionals” (IOM, 1996, p. 137).

11.2 This committee recommends that the above recommendation include
alcohol and other drug abuse problems as a defined area of expertise.

12. ETHICAL CONCERNS

Recommendations

12.1 Managed care organizations should be able to demonstrate that they
recognize and have concern for the ethical risks created by managed care systems.
Additionally, they should substantiate the use of safeguards that protect and main-
tain ethical standards and practices. These would include the following:

• a clear description of a plan, its benefits, and grievance procedures,
• accessible and responsive grievance, complaint, and appeals procedures,
• effective strategies to maintain confidentiality while meeting the needs

of practitioners to coordinate care,
• culturally appropriate and gender-specific service practitioners in the

network,
• consumer surveys and measures of consumer satisfaction,
• consumer representation on policy development and grievance resolu-

tion,
• continuous improvement protocols to promote better outcomes, and
• no contractual or other limitations for physicians and other practitio-

ners concerning the discussion of clinically appropriate treatment options with
patients and families.
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12.2 A careful review of ethical issues in various settings, for example, man-
aged care organizations, networks, and fee-for-service settings, is needed. The
Substance Abuse and Mental Health Services Administration (SAMHSA),
Health Care Financing Agency (HCFA), and Agency for Health Care Policy and
Research (AHCPR) should develop a plan to examine ethical issues.
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1

Introduction

With great speed and a considerable amount of controversy, managed care
has produced dramatic changes in American health care. At the end of

1995, 161 million Americans—more than 60 percent of the total population—
belonged to some form of managed health care plan (HIAA, 1996a). The move-
ment into managed care has been especially rapid for the treatment of mental
health and substance abuse (alcohol and drug) problems, also known as behavioral
health. Behavioral health problems are common: every year, an estimated 52 mil-
lion Americans have some kind of mental health or substance abuse problem (see
Table 1.1). At the end of 1995, the behavioral health benefits of nearly 142 mil-
lion people were managed, with 124 million in specialty managed behavioral
health programs and 16.9 million in an HMO (Open Minds, 1996).

Health maintenance organizations (HMOs), preferred provider organizations
(PPOs), point-of-service plans, and other forms of managed care networks, such
as managed behavioral health care organizations, differ in their organizational
structures, types of practitioners and services, access strategies, payment for prac-
titioners, and other features. Their goals, however, are similar: to control costs
through improved efficiency and coordination, to reduce unnecessary or inappro-
priate utilization, to increase access to preventive care, and to maintain or im-
prove the quality of care (IOM, 1996a; Miller and Luft, 1994).

Both private-sector employers and public-sector agencies (Medicaid and state
mental health and substance abuse authorities) have turned to managed behav-
ioral health care companies to control costs and improve quality and access for
mental health and substance abuse care. Traditionally, mental health and sub-
stance abuse care benefits have been more limited compared with benefits for
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physical health, and for mental health and substance abuse care there also have
been few alternatives to hospitalization. In the late 1980s, the majority (70 per-
cent) of mental health funds spent by Medicaid and private insurance went for
inpatient care, leading many researchers, clinicians, and advocates to question
the imbalance and to search for policy changes. Only the introduction of man-
aged care arrangements has led to a significant shift away from costly and often
unnecessary inpatient stays to a more appropriate range of outpatient and com-
munity-based care. In sum, behavioral health care offers purchasers the potential
to spread existing resources farther by paying for less intensive (and less expen-
sive) treatment strategies that can return patients to a reasonable level of func-
tioning, such as being able to return to work or school (England and Vaccaro,
1991).

The controversies in managed care are less about the goal of cost reductions
and are more about the ways in which cost reductions are achieved. Methods of cost
control include authorizing only certain practitioners who are under contract to
provide services to an enrolled population, reviewing treatment decisions, closely
monitoring high-cost cases, reducing the number of days for inpatient hospital stays,
and increasing the use of less expensive alternatives to hospitalization (Iglehart,
1996; Shore and Beigel, 1996).

In the committee’s view, managed care strategies are not inherently harmful

TABLE 1.1   Estimated Annual Prevalence of Behavioral Health Problems in
the United States (Ages 15–54)

Prevalence No. of People
Behavioral Health Problems (percent) (millions)

All behavioral health problems 29.5 52
(i.e., mental disorders, alcoholism,
and drug addiction)

Any mental disorder 22.9 40
Any substance abuse or dependence 11.3 20

(i.e., alcohol and illicit drugs)
Both mental disorder and substance abuse or dependence 4.7 8

NOTE: Prevalence data have been collected from the National Comorbidity Survey (NCS), a
Congressionally mandated survey designed to study the comorbidity of substance use disorders and
nonsubstance use-related psychiatric disorders in the United States. The survey was administered by
the staff of the Survey Research Center at the University of Michigan between 1990 and 1992. NCS
surveyed 8,098 noninstitutionalized participants with a structured psychiatric interview conducted
by lay interviewers using a revised version of the Composite International Diagnostic Interview
(CIDI). CIDI is a structured diagnostic interview based on the National Institute of Mental Health’s
(NIMH’s) Diagnostic Interview Schedule, which can be used by trained interviewers who are not
clinicians (Kessler et al., 1994).

SOURCE: Kessler et al. (1994) and SAMHSA (1995).
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and can be appropriate and helpful, as in the shift from inpatient to outpatient
care, the additional supervision for complex cases, and applications of standards
based on best practices. However, certain activities of companies that provide
behavioral health care, such as limiting or denying services that are considered to
be needed, adding barriers to access to care such as increased copayments for out-
patient visits, and adding gatekeepers who change the practitioner-patient rela-
tionship, are viewed as having an adverse impact on the quality of care (Me-
chanic et al., 1995).

The overall impact of managed care on the quality of health care is difficult to
determine. Managed care has many structures, making comparisons across organiza-
tional forms (e.g., HMOs vs. PPOs) difficult. In addition, the quality of health care
is difficult to measure and define because of the complexity of health care. The
Institute of Medicine (IOM) has defined quality of care as “the degree to which
health services for individuals and populations increase the likelihood of desired
health outcomes and are consistent with current professional knowledge” (IOM,
1990a, p. 21).

Definition of Quality of Care

The degree to which health services for individuals and
populations increase the likelihood of desired health
outcomes and are consistent with current professional
knowledge (IOM, 1990a, p. 21).

Adopting this definition would suggest an array of health services research
based on the variations of each component: health services (e.g., primary care and
specialty drug abuse, alcoholism, and mental health treatment in different prac-
tice settings, including hospital-based and office-based practices and health cen-
ters), individuals (e.g., differences among children, adolescents, adults, and se-
niors, as well as gender differences), populations (e.g., cultural differences and
differences between rural and urban populations), and outcomes (e.g., cure, re-
lapse prevention, and return to functioning). The combinations are virtually un-
limited.

Public interest in quality of care is keen, and purchasers are not waiting for
conclusive outcomes research to help them make decisions on the value and ef-
fectiveness of different managed care options. HMO ratings, adapted from prod-
uct and service rating systems such as those developed by Consumer Reports, are
published in national magazines such as Time, U.S. News and World Report, and
Newsweek and in national newspapers including The Wall Street Journal, The New
York Times, and USA Today. Report cards and ratings are produced by managed
care organizations, governments, purchaser coalitions, and trade organizations,
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emphasizing consumers’ satisfaction with their care and the services that they
have received.

The challenge of accountability studies is how to build
report cards that report consistent, credible, and verifiable
data back to the patients and the people who are trying to
pick which HMO or PPO they’re going to join.

Randall Madry
Utilization Review Accreditation Commission
Public Workshop, May 17, 1996, Irvine, CA

When these new measures of health care quality are added to the traditional
approaches, primarily accreditation and licensure of practitioners and facilities,
quality assessment becomes a complex patchwork of mechanisms. Federal, state,
and local governments, accreditation organizations, managed care organizations,
purchaser coalitions, consumer groups, professional organizations, and the media
are actively involved in providing information on the quality of health care. Some
of these efforts are collaborative, but some are competitive. Overall, the picture is
incomplete, inconsistent, and inadequate for making truly informed decisions
about the quality of health care services. To those who are responsible for pur-
chasing care, the absence of consensus on quality measurement makes decisions
more difficult.

In the spring of 1995, the IOM was asked by the Substance Abuse and Men-
tal Health Services Administration (SAMHSA) to convene a committee to ex-
amine quality assurance and accreditation guidelines for managed behavioral
health care. The committee’s charge was to provide a framework to guide the
development, use, and evaluation of performance indicators, accreditation stan-
dards, and quality improvement mechanisms in managed behavioral health care
(i.e., services related to mental health, alcohol abuse, and drug abuse). In carrying
out this task, the committee operated on a clear premise: the ultimate goal of the
work was to improve the quality of care for people with behavioral health prob-
lems.

Although many of the committee’s concerns about the quality of behavioral
health care are unique, any study of accreditation and other quality assurance
strategies also has relevance to the general health care system. The processes of
accreditation and quality assurance are fundamentally the same in the primary
care and specialty sectors, and the role of primary care practitioners contributes to
the evaluation and delivery of behavioral health care. Furthermore, all sectors of
the health care delivery system are responding to the same demands from
policymakers and the public for accountability and cost-effectiveness.
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When you think about it, every organization—be it a
managed care organization, an insurer, a hospital, an
integrated delivery system, whatever—has huge financial
systems that literally aggregate and track hundreds if not
thousands of financial transactions. On the quality side, we
pull 10 charts and do a review.

John Bartlett
American Managed Behavioral Healthcare Association
Public Workshop, April 18, 1996, Washington, DC

Six themes emerged from the committee’s review of the research and indus-
try literature. The themes were echoed and amplified in the testimony from indi-
viduals from the managed behavioral health care industry, accreditation organi-
zations, professional associations, and advocacy groups; consumers; and health
policy analysts. They are as follows:

1. Behavioral health problems include a wide range of conditions whose
effects may be short-lived or lifelong and that may be mildly distressing or pro-
foundly disabling. Many conditions are chronic and relapsing. Most can be effec-
tively treated and respond to appropriate and ongoing care.

2. Treatment is most successful when it matches an individual’s needs
and includes an array of integrated services, including primary care, specialty
mental health and substance abuse care, and community-based care, such as so-
cial support programs.

3. Behavioral health care is changing rapidly and profoundly, stimulated
primarily by the introduction and evolution of managed care and by the discovery
of new and effective medications and other treatments.

4. The influence of managed care will continue to grow. Administered
appropriately, it can provide quality care at reasonable cost. Without careful at-
tention, it can result in the undertreatment and neglect of some of the most vul-
nerable individuals.

5. The complex patchwork of quality measures and accreditation mecha-
nisms has yet to produce significant progress in the effort to improve the quality of
care, but it is laying a foundation of performance measures and accreditation stan-
dards that may ultimately serve that purpose.

6. Differences in perspectives and differences in the timing of and strategies
for treatment make it difficult to find a set of measures of the quality of behavioral
health care services that all stakeholders can agree on.
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If we really focused on patient/client-driven, assessment-
based, clinically-driven treatment in the most efficient and
effective way, based on accountability and data, that would
take care of costs.

David Mee-Lee
American Society on Addiction Medicine
Public Workshop, April 18, 1996, Washington, DC

This final point must be emphasized. A combination of factors—including
the expected outcome, the time at which treatment effects are measured, and the
perspective of the individual consumers and practitioners—can produce dramati-
cally different conclusions. Confronted with a patient with suicidal depression,
for example, a psychiatrist might judge treatment as high quality if that patient no
longer has suicidal thoughts after a week in the hospital. The patient’s mother, on
the other hand, may be disappointed with the hospitalization even if she is pleased
that her son was released so soon and denies suicidal thoughts. She may feel that
the resident psychiatrist was inexperienced, that the attending psychiatrist
doubted her account of the potential reasons for her son’s crisis, and that the
underlying causes of his problem were not addressed. This same set of circum-
stances could occur in both fee-for-service and managed care settings, although
the next steps for reviewing the treatment decisions might be very different.

Despite such challenges, the committee believes that all of the stakehold-
ers—consumers, practitioners, public and private purchasers, managed care com-
panies, accreditation organizations, and other citizens and groups with a stake in
the quality of care—can and must work together to reach a coordinated, collabo-
rative, and consensus approach to quality measurement and treatment. The com-
mittee believes that efforts to achieve consensus, both on definitions and on mea-
sures of quality, are a valuable investment in the effort to provide the best possible
treatment at the lowest appropriate cost.

The development of consensus on quality is particularly important in the
field of behavioral health for a variety of reasons that will be discussed throughout
this report. Both the complexity of health care and the number of stakeholders
have grown extremely rapidly. In the field of behavioral health, the growth in
complexity can be attributed to at least four factors:

1. Increased scientific knowledge about the effectiveness of treatment and
the proliferation of new treatment methods give both primary care and specialty
practitioners an opportunity to treat these problems.

2. More publicity, greater public understanding, availability of insurance,
and less stigma associated with behavioral health conditions result in increased
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numbers of people seeking treatment and give purchasers new incentives to con-
trol their costs.

3. Differences in the structure of insurance coverage for behavioral health
care compared with that for physical health care, including the continued appli-
cation of lifetime and annual limits and other restrictions, have drawn the atten-
tion of state and federal lawmakers, businesses, lobbies, and advocacy groups that
seek parity for behavioral and physical health care coverage.

4. The immense growth in managed care in general and in carve-outs
(independent, specialty managed care organizations for behavioral health treat-
ment) changes purchasers’ choices and prompts new consumer actions.

What makes the health care system succeed or fail in providing high-quality
treatment  is the interaction between groups of stakeholders and their views on
the system’s structure, access to care, outcomes, costs, and other factors. Through-
out the committee’s deliberations, the perspectives of different stakeholders—
consumers and families, practitioners, purchasers, and the managed care indus-
try—were discussed. Different stakeholders provided their perspectives, and each
must be considered to provide a context for the committee’s observations and
recommendations.

Will accreditation markedly change the quality of patient
care? It may make the system better. It may make the
system appear more efficient. But the principal question is,
what happens to the patient?

Mark Parrino
American Methadone Treatment Association
Public Workshop, April 18, 1996, Washington, DC

TERMINOLOGY USED IN THIS REPORT

Managed care takes a philosophical approach different from traditional fee-
for-service health care, and its terminology has influenced discussions about qual-
ity of care in health economics, public policy, and the media. In these contexts,
the term consumer is used to refer to an individual who receives care, who pur-
chases care directly, or who selects among health plans purchased on his or her
behalf by an employer or by another entity, such as a professional association or
union (the selection is also known as “consumer choice”). Consumer protection
and consumer satisfaction, originally applied in the context of industry products,
now can refer to quality assurance and quality improvement in the health care
system.
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The use of the term consumer is sometimes controversial in primary care and
medical specialties, particularly psychiatry, and also in the mental health special-
ties of psychology, social work, marriage and family therapy, and counseling. Many
clinicians view the term as placing undue emphasis on the purchase of health care
rather than on the relationship with a practitioner who delivers the care. For
example, the 1996 report of the IOM Committee on the Future of Primary Care
used the term patient and did not refer to consumers. As Iglehart has described
(1996), the application of managed care principles means that practitioners begin
to share clinical decisionmaking with payers, insurance plan managers, as well as
with consumers, and this is difficult for many practitioners.

In the course of its deliberations, this committee used the term patient in the
context of a therapeutic relationship while an individual is receiving care from a
clinician, but used the term consumer more broadly to refer to individuals in most
circumstances, including individuals who are making purchasing decisions, who
are evaluating report cards, or who have already had treatment and are in recov-
ery. This usage is consistent with that of the U.S. Department of Health and
Human Services, including the Agency for Health Care Policy and Research,
Health Care Financing Administration, and SAMHSA. This usage is also consis-
tent with that of four of the accreditation organizations whose activities and stan-
dards were reviewed for this report.

The term behavioral health, used throughout this report, is a creation of the
managed care industry. The term was developed in private-sector managed care
companies in the mid-1980s to describe mental health and substance abuse (abuse
of alcohol and other drugs). This term also is controversial, on the grounds that a
variety of treatment modalities (e.g., behavioral, cognitive, and psychodynamic
modalities) are used, and also on the grounds that the disorders themselves may
be physiological or organic rather than simply behavioral manifestations of dys-
function.

Box 1.1 summarizes the terms used in this report. The committee recognizes
and respects the variety of uses of these terms, including those used by other IOM
committees. In the rapidly changing health care environment, these terms seemed
to this committee to be the most applicable for this study of quality assurance in
managed behavioral health care.

CONSUMERS AND FAMILIES

Consumers are the ultimate end users of the health care system. The commit-
tee defines consumers as individuals who are, have been, or may in the future be
receiving care or services (see Box 1.1). In the field of behavioral health care, the
term consumer applies to those who are experiencing or have experienced behav-
ioral health problems and illnesses as well as the family members or others who have
financial or legal responsibility for their care. Also included are those who are or
could be at risk for behavioral health problems and could need care in the future.
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Behavioral health problems are more frequent than is generally realized (see
Table 1.1), and their estimated costs to society are far greater than the costs of
treatment (see Chapter 3, Challenges in Delivery of Behavioral Health Care). In
the past decade, people with behavioral health problems have made great strides

BOX 1.1
Terminology Used in This Report

Behavioral health: managed care term applied to mental health and
substance abuse care and services.

Client: an individual who is being treated for mental health or substance
abuse problems in a social or rehabilitation setting (e.g., a residential
treatment program), or in the private practice of a psychologist, social
worker, marriage and family therapist, or counselor.

Clinician: an individual who uses a recognized scientific knowledge base
and has the authority to direct the delivery of personal health services to
patients (IOM, 1996a, p. 33). The term is typically applied in medical set-
tings.

Consumer: an individual who is, has been, or may in the future be re-
ceiving care or services.

Patient: an individual who is cared for by a clinician for purposes of diag-
nosis, treatment, or preventing illness or for maintaining recovery from
illness. The term is usually applied in primary care and specialty medical
settings, including psychiatric practice.

Practitioner: an individual who delivers clinical, rehabilitation, or psycho-
social treatment to individuals in medical, clinical, or social settings.

Provider: a program, facility, or organization that delivers health care.

Purchaser: a group—such as an employer, unit of government, associa-
tion, or coalition—that negotiates for and buys health care on behalf of a
specified group, generally to cover specific benefits and services at re-
duced prices.

Stakeholders: individuals and groups for whom the cost, availability,
accessibility, or quality of care hold direct implications, including individu-
als who receive care and their families, practitioners, public and private
purchasers, managed care companies, accreditation organizations, and
policymakers.
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in their efforts to increase access to care and to influence the quality of treatment.
Patients and families have grown increasingly sophisticated about scientific ad-
vances in treatment and about the types of behavioral health care practitioners,
such as knowing which practitioners can prescribe medications. In addition to
sponsoring regular meetings of support groups, consumers have taken their cause
to legislators in state capitols and the U.S. Congress.

The result has been unprecedented change. For example, for the first time,
consumers are working as active partners with practitioners to ensure that their
causes are addressed by state and national legislative proposals. One such effort
was the proposal by Senators Pete Domenici and Paul Wellstone for parity be-
tween physical health and mental health coverage. The original proposal was an
amendment to the bill cosponsored by Senators Nancy Kassebaum and Edward
Kennedy that was passed by the U.S. Senate in the spring of 1996. The final,
compromise version of the bill passed in the fall of 1996 did not mandate any
services, required parity only with regard to existing lifetime or annual limits for
medical or surgical services, and exempted small businesses. However, advocates
view the national discussions about parity as a landmark achievement, and many
are actively involved in state parity legislation as well.

At the same time that public awareness of behavioral health issues has in-
creased, the rise of managed care has changed the processes involved in obtaining
appropriate treatment. After years of having limited insurance coverage but a
selection of practitioners, many consumers now find that their health plan re-
stricts their choice of practitioners and covers only a certain number of visits.
Moreover, although a large number of people receive high-quality treatment in
managed care plans, high-profile situations involving poor or devastating out-
comes have attracted publicity or resulted in litigation.

Families and legal guardians are also concerned about managed care because
they face tough and painful decisions when a loved one is or appears to be less
willing or able to make rational choices. Caring for a child or other relative with
severe mental illness leaves many families financially bankrupt and emotionally
devastated. Alcohol and drug abuse also have severe consequences, including loss of
family support and neglect of children. Thus, parents and other family members also
have a stake in treatment decisions, the structure of care, and insurance coverage.

Advocacy groups have exercised an increasing influence on the structure and
quality of care and have been vocal about the importance of client or patient
satisfaction with care as a measure of its quality. For example, the Center for
Mental Health Services (CMHS) has recently released a consumer-oriented re-
port card for mental health services in a collaborative effort with many consumers
and consumer groups (CMHS, 1996). Advocates are far better organized and in-
fluential in the mental health field than in the substance abuse field, where
stigma and the fear of prosecution for using illegal substances are powerful deter-
rents to the open discussion of issues related to quality of care and where tradi-
tions of anonymity inhibit advocacy. Reflecting the current climate, in the spring
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of 1996 the U.S. Congress passed and President Bill Clinton signed legislation
(P.L. 104-121, the “Contract With America Advancement Act of 1996”), to dis-
allow Supplemental Security Income and Social Security Disability Insurance to
individuals who are disabled only because of drug addiction or alcoholism, or both
(i.e., without a disabling psychiatric or medical condition). These steps mean that
these individuals will lose federally funded medical coverage as well.

We have always had managed care. Until now, we have
had what I would call doctor managed care. We are shifting
to corporate managed care. The third wave is what I call
self-managed care, or self-determination, having a say in
the important decisions of one’s life.

Daniel Fisher
National Empowerment Center
Public Workshop, April 18, 1996, Washington, DC

Consumers of behavioral health care are tremendously diverse with respect
to family and cultural backgrounds, the nature of their behavioral health prob-
lems, type of employment, type of insurance coverage, experiences with practitio-
ners and treatment, philosophies and beliefs about treatment, and many other
factors. Some consumers and advocates believe that family involvement in treat-
ment is essential to its success, whereas others believe that involvement with the
family will only prolong a person’s distress and keep him or her from getting bet-
ter. All these perspectives must be considered, and they all point to the impor-
tance of evaluating each person and family and taking all these variations into
account in the development of treatment plans.

PRACTITIONERS

The variety of practitioners in the behavioral health care system adds com-
plexity. In the behavioral health care system, the professional specialty practitio-
ners include psychiatrists, clinical psychologists, psychiatric nurses, social work-
ers, marriage and family therapists, and substance abuse counselors. Primary care
physicians also play a significant role in treatment and referrals. In medically
underserved areas (especially inner cities and rural and frontier areas), primary
care practitioners include a large number of nurse practitioners and physician
assistants. In addition, there is a long tradition of social support or self-help groups,
starting with Alcoholics Anonymous in the mid-1930s. All these groups share
the goal of reducing symptoms and improving the quality of life for individuals
and families dealing with behavioral health problems, but the number of different
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treatment philosophies and strategies, many of which are conflicting and contra-
dictory and which are recognized by insurers in varying degrees, is staggering.

In substance abuse treatment, counseling is traditionally provided by indi-
viduals who are in recovery from alcohol and drug abuse. State administrators and
some national professional organizations are concerned that health plans may not
view experiential counselors as essential practitioners by health plans and will
not provide reimbursements for their services, despite their clinical and cost-
effectiveness (NAADAC, 1996). Many states have a long history of supporting
the social model programs or nonmedical programs in which these counselors
predominate (Gerstein et al., 1994; IOM, 1990b).

A primary motivation for health care practitioners is to help their patients
and clients to get better. Improvement can be measured in many ways, including
a reduction in symptoms, the ability to return to work or school, improved quality
of life, and improved relationships. Ideally, practitioners tailor treatment plans on
the basis of a person’s needs and preferences, the availability of appropriate ser-
vices, and their judgments about what will bring the best results. The realities of
health care financing, however, also mean that treatment plans will be developed
on the basis of what is paid for by the person’s insurance plan, whether it is a fee-
for-service or managed care plan.

We have tensions between wanting to individually tailor
services and the need for benefit packages.

Ann Froio
ComCare
Public Workshop, May 17, 1996, Irvine, CA

With managed care, treatment decisions are not only based on the private de-
cisions of practitioners, clients or patients, and the clients’ or patients’ families.
Managed behavioral health care companies in some cases approve a practitioner’s
treatment plans, so practitioners must disclose confidential information. Clinical
protocols standardize treatment, and limitations can be imposed on the numbers
and types of sessions, requiring approvals for additional sessions. Some companies
emphasize medication management without counseling and psychotherapy, whereas
others rely on nonphysician practitioners and use psychiatrists only when prescrip-
tion medications or hospitalization are needed (Boyle and Callahan, 1993).

Arguably, the resistance to standardization of care is stronger in the behav-
ioral health fields than anywhere else in the health care system. Treatment deci-
sions are complicated by the great variability of conditions, and much remains to
be learned about which treatments are most effective for which individuals at
which time in the course of their treatment. Many clinicians resist the idea of
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standardizing care because of their belief in individual differences—no two people
are alike, and the same person behaves differently during different episodes of
treatment. The patterns of practice in psychiatry, psychology, psychiatric nursing,
and social work include a large proportion of individuals in solo private practice,
and they tend to view managed care as a threat to their autonomy and livelihood.
The variations in practice, however, would seem to warrant standardization on
the basis of evidence of treatment effectiveness.

In the vivid words of one commentator, behavioral health clinicians are
sharply divided about whether “to wage a scorched-earth, take-no-survivors holy
war against the ‘great Satan’ of managed care or to pursue a quality improvement
strategy of making managed care better” (Sabin, 1995, p. 32). This practitioner
resistance is not new or unique to behavioral health. When the first medical group
practices emerged in Minnesota and California, they were viewed as a liberal so-
cial experiment or a form of socialized medicine by many solo practitioners (Starr,
1982). Some clinicians continue to express concerns about the potential adverse
effects of managed care on the relationships between practitioners and patients
(e.g., Emanuel and Dubler, 1995).

Proponents of managed care point to examples of managed care providing
better coordination, better information systems and health education, and more
standardization of best practices, and thus improved quality. In solo practice, it is
extremely difficult to provide coordination and linkage with primary care and
other practitioners. Quality management activities in managed care help to pro-
vide better matching of care with the needs of consumers and families and also
reduce the number of unnecessary and ineffective procedures or visits. In addi-
tion, managed care information systems can support the collection and assess-
ment of standardized encounter and other data to further understand what con-
tributes to effective treatments and positive outcomes.

Medical ethicists Philip Boyle and Daniel Callahan frame the issues around
managed care in the following way. Because even the vast amounts of money
currently spent on health care are not sufficient to allow everyone to receive ev-
ery potentially beneficial intervention, the resources must somehow be managed.
Boyle and Callahan believe that a managed behavioral health care system offers
more potential for quality, access, and equity than the current combination of fee-
for-service and public systems of care. The argument then shifts from whether to
manage care to how to manage care (Boyle and Callahan, 1993; Sabin, 1995).

PURCHASERS

Group purchasers of health care include employers, unions and associations,
and federal, state, and local governments. Large private employers have been lead-
ers in altering the buying practices in the health care market, based on their inter-
est in increasing the value that they receive for health care spending (IOM, 1993)
and in providing quality health care efficiently. Most large employers still con-
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tinue the historical practice of offering substantial subsidies to their employees’
health insurance premiums as part of a fringe benefits package that attracts quali-
fied employees. Some large employers have developed their own standards for the
purchase of behavioral health care (e.g., Digital Equipment Corporation), and
increasingly, coalitions of employers such as the Pacific Business Group on Health
are developing alliances to negotiate with health plans for standardized primary
care benefits at lower prices (Brown, 1996).

Employers have always tried to evaluate the value of health
care. To our employer groups, that is defined as a change
in health status plus satisfaction, divided by cost.

Catherine Brown
Pacific Business Group on Health
Public Workshop, May 17, 1996, Irvine, CA

Traditionally, employers have been the main purchasers of managed care,
but federal, state, and county governments have also looked to managed care to
help control costs and increase the opportunity for accountability. As indicated in
Table 1.2, approximately 224 million individuals are insured (as of 1995), and on
behalf of these individuals, hundreds of private organizations and public agencies
negotiate contracts with providers.

Expenditures for mental health and substance abuse treatment account for
approximately 10 percent of all health care spending (Frank and McGuire, 1996).
Although an estimated half of all individuals who have behavioral health prob-
lems do not receive care (see Table 1.3), the growth of spending for mental health
and substance abuse treatment has been a matter of considerable concern to both
private payers and state governments. In the late 1980s and early 1990s, the rates
of growth in behavioral health care spending substantially exceeded the rise in
general health care spending (England and Vaccaro, 1991).

State governments have moved to strengthen the bargaining power of health
plan buyers by encouraging the creation of purchasing alliances that enable small
group purchasers of health insurance to command more choice at better prices.
Twenty states have adopted measures that encourage the formation of purchasing
alliances (GAO, 1994). States also have an important consumer protection role
by licensing and/or certifying practitioners and provider agencies, which will be
discussed later in this report (see Chapter 4). In addition, states regulate insur-
ance plans, such as HMOs, against standards of financial solvency, benefits, and
health care practice.

Purchasers can set standards of quality for the health plans and practitioners
from whom they purchase care or care management, generally as part of a con-
tract. The standards used by purchasers are highly variable and idiosyncratic across
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and within the public and private sectors, but the contract requirements are gen-
erally the arena in which the issues of outcomes and consumer satisfaction are
addressed. In the committee’s view, many new developments in these areas, such
as the CMHS consumer-oriented report card, the American Managed Behavioral
Healthcare Association’s (AMBHA’s) Performance Measures for Managed Be-
havioral Healthcare Programs, and state-level initiatives such as the Consumer
Quality Review Teams used in Georgia, Pennsylvania, and Ohio, are likely to
begin to be incorporated into contracts. For example, the Health Care Financing
Administration (HCFA) is basing its contracts on the Healthplan Employer Data
Information System developed by the National Committee for Quality Assurance
(NCQA) (HCFA, 1996).

Public and private purchasers are concerned with the cost of health care.
Indeed, in the public workshops conducted by the committee, several presenters
referred to cost of care as the purchasers’ primary consideration. The questions for
this committee are how much purchasers weigh the importance of the quality of
care in their search for good value and outcomes and how purchasers can be helped
to maintain and improve the quality of care as they strive for greater value and
efficiency.

THE MANAGED CARE INDUSTRY

Consumers, practitioners, and third-party payers (insurance) are tradition-
ally viewed as the main partners that interact in the delivery of health care. Man-

TABLE 1.2  U.S. Health Insurance Data (in millions), 1992–1995

Population Description 1992 1993 1994 1995

Total population 251.7 256.9 259.3 264.3
Insured populationa 212.8 215.7 219.6 223.7

HMO enrollment 41.4 45.2 51.1 58.2b

Specialty MBHC enrollmentc 78.1 86.3 102.5 110.9
Uninsured population 38.9 41.2 39.7 40.6

aHMO enrollment and Specialty managed behavioral health care (MBHC) enrollment are in-
cluded in the category “Insured population” to illustrate their relative proportions. Due to potential
double counting, they should not be added.

b1995 projection as of June 1996.
cSpecialty MBHC has been defined as an entity managing fixed behavioral health, mental health

and chemical dependency treatment benefit budgets on capitated, risk-based, or performance-based
contracts (Open Minds, 1996). The term excludes public programs and most provider-sponsored
integrated delivery systems (Stair, 1996).

SOURCES: EBRI (1996), GHAA (1996), HIAA (1996a), Open Minds (1996), and Stair (1996).
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TABLE 1.3  Utilization of Services for Behavioral Health Problems

Adults with
Mental/Addictive Adults that Receive
Disorders Mental/Addictive Services Services Utilized

5.9%  Specialty care:
psychiatric outpatient
clinics, mental health
centers, psychiatric or
addictive inpatient visits
in the hospital, and
substance abuse and
mental health specialists

28.1% 14.7% 5.0%  General medical care:
general hospital stays,
emergency room visits,
and medical physician
visits

3.8%  Other human services or
voluntary support:
social services, therapists,
counselors, self-help
groups, family, and friends

NOTE: The prevalence of mental or addictive disorders in adults and their utilization of services
was based on an Epidemiological Catchment Area (ECA) study sponsored by NIMH in 1990.
Within the 14.7 percent of the adult population that utilize mental or addictive services, 6.6 percent
did not have a diagnosable disorder. In addition, the percentages of the services utilized (i.e., spe-
cialty care, general medical care, and other human services or voluntary support) are estimated
separately for each individual service. The same study reported that almost 9 percent of the patients
used specialty services in combination with general medical care, while 7.5 percent utilized specialty
services in combination with other human services. General medical services and other human
services or voluntary support were used jointly by 3.4 percent of the population (Regier et al., 1993).

SOURCES: CMHS (1994) and Regier et al. (1993).

aged care alters the delivery of care by introducing a new control mechanism and
method for formal negotiation of expected results among the stakeholders, with
the expressed purpose of controlling costs through reducing unnecessary or inap-
propriate care. Managed care plans use a network of selected providers, which
includes hospitals, residential programs, and practitioners. Managed care organi-
zations also seek to influence the nature, quantity, and location of services that
are delivered (IOM, 1996a). The contractual relationship between the purchaser

�

�

� �
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and the managed care entity and between the managed care entity and its practi-
tioners are critical in the specification of the incentives, controls, and goals for
the plan (Frank et al., 1995).

We know that there is competition in the health care
marketplace today. I don’t think anybody doubts that. But it
is very much a price-driven competition. And that, we think,
is very dangerous to the quality of care that patients are
receiving.

Margaret O’Kane
National Committee for Quality Assurance
Public Workshop, April 18, 1996, Washington, DC

From mid-1991 through mid-1995, there was a 46 percent increase in HMO
enrollment (HIAA, 1996a) (see Figure 1.1). In 1995, of the 184 million Ameri-
cans with private insurance, an estimated 161 million were enrolled in some form
of managed care (HIAA, 1996b). In the public sector in 1995, approximately one
third of Medicaid-eligible individuals and close to 10 percent of Medicare benefi-
ciaries were enrolled in managed care plans (see Table 4.2 in Chapter 4). Growth
in managed care is taking place primarily in large and medium-sized markets, and
the penetration of managed care is greatest in the West, the upper Middle West,
and the Northeast (IOM, 1996a).

Managed care has had a major impact on the traditional indemnity insurance
industry, which was based on a system in which fees were paid for services pro-
vided. Some insurance companies, such as Prudential, Cigna, Aetna, Metropoli-
tan Life, and Travelers, as well as the nonprofit Blue Cross and Blue Shield plans,
have bought and developed their own managed care plans. During the mid- to
late 1980s, the rate of growth in behavioral health care was greater than the
growth in any other sector of health care. The mid-1980s also saw the emergence
of a number of managed behavioral health care companies that offered to reduce
the spiraling costs of behavioral health care (England and Vaccaro, 1991). A fur-
ther discussion of these trends in the health care industry is presented in Chapter 2.

Another recent development in the health care industry is the increasing
number of benefits consulting firms, such as Coopers and Lybrand, Ernst and
Young, Hewitt Associates, KPMG Peat Marwick, McKinsey and Company, Wil-
liam R. Mercer, Towers Perrin, and The Wyatt Company. These companies are
largely invisible to consumers and to many practitioners, but they have evolved
from providing accounting and auditing services to becoming the main brokers of
the managed care contracts negotiated by employers. In the past, benefits con-
sultants worked primarily with purchasers in private industry, but with the expan-
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sion of managed care into the public sector, consultants are now providing tech-
nical assistance to state agencies that want to make informed purchases and hold
managed care organizations accountable for the public dollars spent.

Key stakeholders in the industry also include the private national organiza-
tions that accredit both provider agencies and managed care entities. Techni-
cally, accreditation is voluntary, but many public and private payers encourage or
require that their practitioners maintain accreditation. These accreditation enti-
ties address organizational capacity, internal management and quality improve-
ment processes, and related issues. In general, accreditation standards are evolv-
ing, and the standards for individual practitioners are better developed than the
relatively new standards for managed care plans. Chapter 6 of this report discusses
five of the organizations involved in accreditation for managed behavioral health
care: the Rehabilitation Accreditation Commission (CARF), the Council on
Accreditation of Services for Families and Children (COA), the Joint Commis-
sion on Accreditation of Healthcare Organizations (JCAHO), NCQA, and the
Utilization Review Accreditation Commission (URAC).

Managed care entities also carry out significant quality functions within their
contracts and care networks. Examples of these functions include credentialing
and recredentialing clinicians; practice guidelines; and profiles of practice pat-
terns, outcomes, and consumer satisfaction for individual practitioners. These
functions are sometimes labeled as the “black box” of managed care, because al-

FIGURE 1.1 Number of HMO enrollees, 1976–1995. SOURCE: HIAA (1996a).
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though they can be powerful and valuable forces, they are handled quite differ-
ently by individual managed care organizations and networks and are not always
shared with practitioners or purchasers. One goal of this report is to address this
variation by developing a framework for the evaluation of quality improvement
activities. Figure 1.2 presents a summary of the committee’s framework for quality
improvement.

STATEMENT OF PRINCIPLES

The committee values the evidence-based approach to making health care
decisions, and so made it a priority to review the available medical, psychosocial,
and health services research on clinical outcomes. The committee also sought
other empirical findings to inform the committee’s deliberations, including cur-
rent activities and surveys in the managed behavioral health care industry, such
as those performed by AMBHA and the Institute for Behavioral Healthcare, as
well as documents and reports from federal agencies such as the Center for Sub-
stance Abuse Treatment, and CMHS, NIMH, the National Institute on Drug
Abuse, National Institute on Alcohol Abuse and Alcoholism, and HCFA.

The committee also reviewed descriptions of five accreditation organizations:
CARF, COA, JCAHO, NCQA, and URAC. In addition, the committee re-
viewed the following previous reports by the IOM: Controlling Costs and Changing
Patient Care? The Role of Utilization Management (1989), Medicare: A Strategy for
Quality Assurance (1990a), Clinical Practice Guidelines: Directions for a New Pro-
gram (1990b), Broadening the Base of Treatment for Alcohol Problems (1990c), Treat-
ing Drug Problems (1990d), Employment and Health Benefits (1993), Primary Care:
America’s Health in a New Era (1996a), and Pathways of Addiction: Opportunities in
Drug Abuse Research (1996b).

However, the committee also recognized that many of the study’s most im-
portant questions could not be answered solely by searching the available research
and health care industry literature. To provide a context for this report, the com-
mittee developed a set of principles that is based on empirical evidence, but that
also relies on a consideration of issues that may not have been examined empiri-
cally. These principles are reflections of a current understanding of strategies for
improving the quality of care, as well as ethical concerns that have emerged
through the individual committee members’ professional and personal experiences
in the delivery and study of health care.

1. Helping to improve the quality of life for individuals, families, and those
responsible for the legal and financial circumstances of those individuals and fami-
lies should be the heart of all efforts to improve the quality of behavioral health
care.

2. Because treatment is effective for mental health and substance abuse
problems, it is an essential part of health care and should be accessible to all.
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FIGURE 1.2  Framework for quality assessment. The figure displays a wide array of
activities that can have an impact on the quality of care. Impact may vary depending on
the level of responsibility for quality of care within an organization, the regulatory mech-
anisms that apply, the nature and extent of the relevant outcomes research base, and
other factors.
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Behavioral conditions should be viewed as clinical conditions, both in the provi-
sion of (and access to) preventive interventions and treatment and in the require-
ments for quality and patient satisfaction.

3. Activities to improve the quality of health care should be based on
evidence of effectiveness whenever possible. Every group among the stakehold-
ers—consumers, practitioners, purchasers, managed care companies, accredita-
tion organizations, and other groups—must share responsibility for the quality of
treatment. Commitment to improving quality should be inherent in any agree-
ment to provide or receive care.

4. The expense of successful and appropriate treatment for mental health
and substance abuse problems can be a barrier and a burden, putting individuals and
families at substantial financial risk. However, untreated behavioral health prob-
lems are also costly to individuals, families, businesses, and the rest of society. Thus,
providing insurance coverage against the financial risks of behavioral health prob-
lems and guaranteeing access to treatment can be justified on grounds of fairness as
well as efficiency.

5. Managed care technologies offer an opportunity to increase access to pre-
ventive interventions and to control costs without imposing special limits and ex-
cessive cost-sharing. However, managed care can also bring risks of undertreatment
and concerns about quality.

6. Vulnerable and disabled populations are potentially most at risk from
the failures in the managed behavioral health care market. Particular attention
should be paid to the impact of managed care on such populations, which include
children, seniors, people from diverse cultural backgrounds, people who live in
rural and other medically underserved areas, people who live in poverty, people
who have developmental and other disabilities, people with co-occurring disor-
ders (e.g., depression and alcoholism), and people who have the most severe forms
of mental illness and addiction.

7.  Quality improvement and accreditation are two important tools that
can be used to protect and improve the quality of care. In general, quality mecha-
nisms should be used to improve performance and reward best practices.

8. This committee adopts the definition of quality of care developed by
another IOM committee: “the degree to which health services for individuals and
populations increase the likelihood of desired health outcomes and are consistent
with current professional knowledge” (IOM, 1990a, p. 21).

9. Quality of care includes several components. These include (1) a real
opportunity for the person being treated to have a reasonable range of practitio-
ners and treatment options from which to choose, and to provide informed con-
sent (by the person being treated or by a designated representative, the approval
of, and agreement with the decision or actions taken by the provider[s]); (2) the
protection of confidentiality and privacy rights, balanced with the need to share
clinical information to improve the coordination of care; (3) a demonstrated re-
spect for the cultural context of the individual and community being served; and
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(4) an emphasis on functional assessments, such as a return to work or school, as
measures of success.

10. Behavioral health problems require an array of preventive and treat-
ment services that are coordinated into a continuum of care that integrates
worksites and schools with all parts of the medical treatment system, as well as
with community-based services.

ORGANIZATION OF THE REPORT

This report has been written for a broad audience, including the stakeholders
who are concerned about quality: public and private purchasers, consumers and
families, the managed care industry, professional organizations, accreditation or-
ganizations, practitioners in primary care and specialty sectors, and policymakers.
Health care quality is complex, and it is addressed in numerous ways: accredita-
tion; quality assurance programs; licensure, certification, and other credentialing
activities; clinical practice guidelines; consumer satisfaction; report cards; and
other means.

Donabedian (1966, 1980, 1982, 1984, 1988a, b, c) has described three interre-
lated ways to understand and measure quality: structure, process, and outcomes. Struc-
tural measures of quality include the types of services available, the qualifications of
practitioners, staffing patterns, adherence to building and other codes, and other
administrative information. Process measures of quality focus on procedures and
courses of treatment, such as the numbers of individuals served; on the appropriate-
ness of the care; and on ongoing efforts to maintain quality, such as practice guide-
lines and continuous quality improvement activities. Outcome measures of quality
include health status changes after treatment and consumer satisfaction with the
care that is provided, as well as short-term or intermediate outcomes.

To prepare this report, the committee adapted Donabedian’s approach to
address the past, present, and likely future of health care quality improvement.
Chapter 1 is intended to provide a context for the report by describing the
committee’s consumer protection approach to quality measurement, including
the statement of principles that it used in approaching this report. Chapter 2,
Trends in Managed Care, describes current influences across the spectrum of
health care delivery, including quality measurement activities and the changing
roles of purchasers. Chapter 3, Challenges in Delivery of Behavioral Health Care,
addresses quality measurement issues unique to managed behavioral health care,
including the history of separate and distinct systems of care.

Chapter 4, Structure, describes the current delivery systems for behavioral
health; these include substance abuse, mental health, and primary care in both
the public and private sectors, as well as separate systems for children, seniors, the
military, and Native Americans. Chapter 5, Access, discusses general concerns
about access, measurement of access in the private sector, and specific concerns
about vulnerable and high-risk populations in the public sector. (Access is viewed
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as a structural factor in the Donabedian framework, but the committee chose to
consider access variables in a separate discussion.)

Chapter 6, Process, provides an overview of accreditation and quality improve-
ment activities in their current forms. Chapter 7, Outcomes, reviews what is known
from research about treatment outcomes. This chapter is supplemented by two pa-
pers in Appendixes B and C: Thomas McLellan and colleagues address questions of
substance abuse outcomes research, and Donald Steinwachs discusses outcomes re-
search in mental health.

In Chapter 8, Findings and Recommendations, the committee summarizes its
concerns and presents specific recommendations for future steps that should be
taken to address those concerns. In developing the recommendations, the com-
mittee was mindful of the rapid rate of change in the health care system and the
need to anticipate new directions and trends. The report, then, is intended to
provide a general, overarching framework that shows how all of the varied current
and future quality improvement activities can relate and that also may support
creative and collaborative initiatives to improve the quality of care.
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2

Trends in Managed Care

Market forces are creating dramatic shifts in the structure and conduct of
business in the health care delivery system. Employers, government agen-

cies, and other purchasers of health care have become increasingly aggressive in
demanding competitive prices from suppliers of health care services. The response
to the new strategies in purchasing health care has been an acceleration in the
growth of managed care organizations.

Managed care imposes organization, controls, quality measurement, and ac-
countability on the delivery of health care to achieve the purchaser’s goals for
access to care, quality of care, effectiveness of care, and cost of care (Goldstein,
1989; Mechanic et al., 1995; Miller and Luft, 1994; Wells et al., 1995). The intro-
duction and expansion of managed care strategies have altered the organization of
general health care (e.g., Shortell et al., 1994) and have begun to influence the
delivery of privately and publicly reimbursed mental health and substance abuse
treatment. Because behavioral health care takes place in primary and specialty
settings and because there is a distinct publicly paid and managed system for the
delivery of behavioral health care, the introduction of managed care in one set-
ting can change the relationship to health care in other settings.

Potential problems of the quality of and access to behavioral health care un-
der the managed care system have long been concerns of policymakers. Demon-
stration projects in Medicaid within the private insurance industry provide some
evidence of the impacts of managed care arrangements on utilization and quality
(Mechanic et al., 1995). The evidence supports the ability of health maintenance
organizations (HMOs) to control the costs of behavioral health care (Frank et al.,
1995). There is also mounting evidence that specialty behavioral health compa-
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nies and other approaches to managed care lower costs compared with the costs of
indemnity insurance plans (e.g., Essock and Goldman, 1995; Frank et al., 1995).

This chapter discusses some of the major trends in managed care and their
implications for behavioral health care: (1) the increasing rate of growth of man-
aged care, (2) the rapid expansion in the use of managed care systems by public-
sector populations, (3) the role of purchasers in managing costs, and (4) the rec-
ognition of quality assurance and quality improvement mechanisms as tools for
purchasers in making informed decisions. The chapter provides an overview of
different quality monitoring mechanisms, including accreditation, quality im-
provement, performance measurement, licensing, and other credentialing activi-
ties, and discusses consumer protections, including confidentiality. Although the
responsibility for quality is diffuse, the committee believes that quality assurance
and accreditation can be used as tools to help purchasers of care receive the most
effective care at the lowest appropriate price.

THE CHANGING HEALTH CARE SYSTEM

Managed Care

Conventional insurance, also called indemnity or fee-for-service insurance,
places few restrictions on the choice of practitioners whose services are covered.
Practitioners are reimbursed on the basis of the numbers and types of services that
they provide, which produces unintended consequences: an incentive for practi-
tioners to provide more services and an incentive for patients to seek more ser-
vices because they are paid for by a third party. Costs under indemnity coverage
are typically controlled by higher copayments, strict limits on services, and life-
time limits on aggregate coverage.

In contrast, managed care imposes limitations on utilization by specifying
which practitioners and which services are covered, and often also the number of
allowable visits. Managed care comes in many forms and new structures continue
to develop, making generalizations difficult. However, managed care plans have
the following characteristics in common (HIAA, 1996):

• they make arrangements with selected practitioners to furnish a spe-
cific set of health care services to enrollees;

• they have explicit criteria and standards for the selection of practitio-
ners;

• they have formal programs for ongoing quality assurance, quality im-
provement, and utilization review; and

• they have financial incentives for members to use the practitioners and
procedures that are covered by the plan.

As discussed throughout this report, enrollment in managed care plans con-
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tinues to increase in both the private and public sectors (see Table 1.2 and 1.4 in
Chapter 1). Although many think of managed care as a recent phenomenon, it
began in the 1930s with the first prepaid group practices, forerunners of what are
now known as HMOs. Early practitioners of managed care believed that it was a
way to improve quality and coordination of care, as well as to increase emphasis
on prevention (Starr, 1982).

Since the mid-1980s, managed care has gone through three major phases
(CSAT, 1994). The first phase focused on managing access to health care, prima-
rily using utilization review and administrative barriers such as pre-admission cer-
tification. The second phase focused on managing benefits, and in addition to
utilization review, added fee-for-service provider networks, selective contracting,
and treatment planning. In the third phase, the focus is on managing care, with a
shift from utilization review to utilization management and emphasis on appro-
priateness of care. The fourth phase, which has begun in the last few years, is
outcomes management in an integrated services system with a full continuum of
treatment services.

Many  structures of managed care have evolved. As indicated in Table 2.1,
the types of HMOs include staff model, group model, network model, indepen-
dent practice association (IPA), and mixed model HMOs. HMOs rely on capita-
tion (a prepaid, fixed amount, usually per enrolled member per month) and other
incentives to control costs, including the use of nonphysician practitioners and
lower-intensity treatments. The group practice structure of HMOs allows better
coordination between primary care and specialty practitioners, because, for ex-
ample, practitioners are co-located and medical records are more easily shared.

Another prominent type of managed care plan is the preferred provider orga-
nization (PPO), which offers more flexibility in choosing practitioners than
HMOs but which still offers incentives for seeing selected practitioners. PPOs are
networks of practitioners that are most often organized by insurers, managed care
organizations, or groups of practitioners. The networks contract with groups of
practitioners who agree to provide services for a negotiated fee schedule (HIAA,
1996). Individuals who want to see a practitioner who is outside of the network
can do so, but there is a financial penalty.

Point-of-service plans (POS) combine features of HMOs and PPOs. They
use a network of selected practitioners who are reimbursed by either capitation or
fee-for-service. Individuals choose a primary care practitioner who controls access
to specialists, and copayments for seeing practitioners within the plan are low.
When individuals see practitioners outside the plan, they pay higher deductibles
and copayments (HIAA, 1996).

Currently, the feature most associated with managed care is cost contain-
ment. Compared with indemnity plans, managed care plans have significantly
lower rates of utilization of inpatient hospitalization, lower rates of utilization of
more expensive and discretionary tests, increased utilization of preventive ser-
vices, and mixed results on quality as measured through outcomes (Miller and
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Luft, 1994). Because of the demonstrations of cost savings, managed care has be-
come more attractive to public agencies; for example, in 1995, 32 percent of Med-
icaid recipients were enrolled in managed care plans (HCFA, 1996).

Another feature of managed care is the development of specialty networks or
“carve-outs” for mental health and substance abuse, cancer, vision, dental, and
other types of care. Managed behavioral health care companies have been among
the fastest growing in the managed care sector. Currently, 88 percent of the indi-
viduals in managed care and a total of 125 million individuals are enrolled in a
variety of managed behavioral health care products ranging from utilization re-
view only to capitated carve-outs. Carve-out vendors may be specialized units
within larger managed care organizations or they may be independent companies.

Staff model HMOs have traditionally provided mental health and substance
abuse care by their own staffs, now called a “carved-in” arrangement. In the area
of mental health, HMOs have typically been found to spend only 3 to 5 percent of
their budgets on mental health, whereas spending for mental health care is 10
percent of the overall budget for the health care system in general (Schadle and
Christianson, 1988). These findings have led to concerns among consumers and
family members about undertreatment, especially for individuals with serious and
persistent mental illness (Flynn et al., 1994; Gerson, 1994). Another concern re-
lates to adverse or biased selection, referring to the tendency for managed care orga-
nizations to enroll “good risks” or healthy individuals (Frank et al., 1995).

Increasingly, advocates look to managed behavioral health care to improve
the quality of care for individuals with behavioral health problems, and because
increasing numbers of public-sector clients are being enrolled in carve-outs, qual-
ity improvement is a high priority. The American Managed Behavioral
Healthcare Organization (AMBHA) has developed its report card with input from
consumer groups, such as the National Alliance for the Mentally Ill (NAMI).
The Mental Health Statistics Improvement Program (MHSIP) involved con-
sumer groups (e.g., NAMI and the National Empowerment Center) in develop-
ing a report card to evaluate mental health services. Although it is intended for
all mental health services and is not specific to managed behavioral health care,
the report card involved industry groups in its development. Field testing of the
report card began in the summer of 1996.

Employers as Purchasers

As discussed in Chapter 1, employers are interested in the value of their in-
vestments in health care. They control the nature of competition among the
health plans that are allowed to compete for a firm’s employees and dependents.
Control of competition occurs via the prequalification of plans, the initial nego-
tiation of premiums, and the definitions of benefits and performance standards.
Employees are then permitted to choose among qualified health plans. In many
cases the premium subsidy is structured so that the employee must pay for pre-
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mium costs above the cost of the lowest-priced plan. This competition for enroll-
ees is thought to exert pressure to reduce premiums and to offer the opportunity to
compete in the area of quality as well. In addition, the increased use of capitated
payment methods for reimbursing health plans creates strong financial incentives
for plans to reduce health care spending. Capitation refers to the practice of hav-
ing fixed rates of payment for the provision of a specified group of services to a
defined group of recipients. Usually, payment is made on a per-member, per-
month basis.

Although it is not the dominant payment method, the use of capitation to
create incentives for providers and practitioners has expanded. It is estimated that
in 1994 about 20 percent of the population was served by a physician who was
reimbursed under a capitation arrangement (Business and Health Magazine, 1995).
This passes the strong financial incentives of capitation along to individual provid-
ers of care. Report cards and public reporting of responses to patient satisfaction
surveys provide opportunities for employers and employees to choose among com-
peting health plans by comparing the relative value offered by various plans.

The result of the combination of aggressive buying by employers and the use
of competition has been a dramatic shift in enrollment patterns across plan types.
Recent surveys by several large benefits consulting firms indicate that the portion
of individuals covered by employer-sponsored insurance and enrolled in tradi-
tional indemnity plans (with or without precertification) fell from 53 percent in
1991 to 35 percent in 1994. In particular, PPOs, POS plans, and HMOs accounted
for 63 percent of enrollees in employer sponsored health insurance plans in 1994
(Foster Higgins, Inc., 1994).

In addition, some employers report that they have been successful in obtain-
ing premium reductions from health plans seeking to participate in their employee
health programs. The overall result has been for average employee health care
costs to rise only modestly among larger employers, whereas the increases in costs
for other purchasers have been larger (IOM, 1993).

Financial incentives, provider selection, and utilization management tech-
niques are used alone and in combination within most managed care plans (Free-
man and Trabin, 1994; Goplerud, 1995; IOM, 1989). Financial incentives can be
applied to consumers (deductibles and copayments) and providers (capitation or
some other form of risk-based contracting) to discourage the use of costly services.
Mandating the use of specific provider networks limits consumers’ ability to
choose practitioners, reduces the number of providers that can be reimbursed for
care, facilitates the negotiation of contracts with favorable rates, and permits more
scrutiny of the quality of care than reimbursing individual practitioners on a fee-
for-service basis. Finally, utilization management applies treatment guidelines,
protocols, and professional judgment through prior review (are services appropri-
ate and necessary?) and high-cost case management (a review of high-expendi-
ture cases to facilitate less costly care) to reduce the expense of care and enhance
the consistency and quality of care (IOM, 1989).
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State Governments as Purchasers

States and counties have the responsibility for managing public systems of
care, and their objectives with regard to health plans and services differ somewhat
from the objectives of private employers. For example, a state may place priority
on offering a minimum level of access to basic medical care to achieve the lowest
“on-budget” cost. The configurations and structural relationships among the Med-
icaid agency, state mental health and substance abuse authorities, and child wel-
fare systems are different in each state, as are the economic and political environ-
ments, so the routes to cost-effective care differ in each state (Essock and
Goldman, 1995).

By August of 1996, 29 states had received federal waivers to restructure their
Medicaid programs, often in response to state legislative mandates to expand cov-
erage for poor people who would otherwise not qualify for Medicaid (GAO, 1995).
Expansion of the numbers of people enrolled in the Medicaid program requires
the realization of savings from care for currently covered enrollees to finance the
expansion of coverage to new populations. One way to achieve the savings is
through capitated health plans.

As of June 1995, about 32 percent of Medicaid program beneficiaries were
enrolled in capitated managed health care plans (HCFA, 1996). This segment of
the Medicaid market is growing rapidly. States are active buyers of managed care
services for their Medicaid enrollees and make use of competition to enter the
program to obtain favorable premiums. Because Medicaid enrollees do not pay
premiums, competition for enrollees is used primarily as a quality control mecha-
nism. That is, if a plan offers insufficient quality, enrollees may choose some alter-
native plan that might offer more satisfactory services.

CONCERNS WITH MANAGED CARE IN THE PUBLIC SECTOR

The introduction of managed care into already existing public-sector service
systems represents a reorganization of service delivery and creates opportunities
to address many limitations of the current systems of care for individuals with
mental health and substance abuse problems. Purchasers with vision can use man-
aged care arrangements to achieve specific goals: improve access to care, enhance
the quality of care, better manage the cost of care, increase the effectiveness of
care, and facilitate prevention initiatives. Indeed, increased use of managed care
tools can be a key strategy to facilitate improved integration of the separate and
distinct public and private systems of care that are a problematic aspect of mental
health and substance abuse care.

However, debate on the use of managed care for behavioral health care (men-
tal health and substance abuse treatment) can be intense because there is evi-
dence that individuals with chronic conditions including mental illness and sub-
stance abuse may have more difficulty receiving adequate and effective services
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when they are enrolled in managed care plans (Christianson et al., 1989; Me-
chanic and Aiken, 1989). One study comparing psychiatric treatment within pre-
paid managed care plans and fee-for-service arrangements found that half of the
individuals receiving care through a managed care plan developed new functional
limitations over time, whereas those receiving care through a fee-for-service plan
did not (Rogers et al., 1993).

Some believe that the techniques used by managed care plans can facilitate
access to care and improve the quality of services because provider flexibility can be
enhanced and care can be individualized; others are concerned that managed care
models can inhibit access and interfere with appropriate and individualized care
(e.g., Boyle and Callahan, 1995; Gold et al., 1995; Kassirer, 1995; Sabin, 1995;
Schlesinger, 1995; Schlesinger and Mechanic, 1993; Surles, 1995). Moreover, the
prepaid capitated financing characteristic of managed care plans is frequently dis-
trusted because of the potential financial incentives to minimize care and maximize
profits (e.g., Boyle and Callahan, 1995; Iglehart, 1996; Sharfstein and Stoline, 1992)

Financial Risk

Effective managed care programs manage expenditures. Purchasers can in-
crease or decrease the amount of financial risk that a managed care organization
assumes and can potentially reduce the incentives to limit access and utilization
of expensive technologies, specialty services, and long-term care (Frank et al.,
1995). One important component in managing costs is the analysis of the incen-
tives and disincentives included in the contracts between the purchaser and the
managed care organization and between the managed care organization and the
provider. Frank and colleagues (1995) have examined public and private con-
tracts for managed behavioral health care, and they suggest that purchasers may
achieve a balance between cost control and access through the use of “soft” capi-
tation, which shares risks between the purchaser and managed care organization,
thereby reducing the potential profit and losses for the managed care organiza-
tion. Soft capitation can promote reinvestment of “savings” into increased ben-
efits or expanded eligibility by giving governments a share of the “profits.”

Public providers of community-based services who are eager to share in the
potential profits related to the use of capitation have negotiated subcapitation
rates. They agree to provide necessary services to a specified population for a por-
tion of the total capitation—a subcapitation. Subcapitated providers can profit
from treating patients. Each subsequent layer of subcontracting draws an adminis-
trative fee, which reduces the funds ultimately available for direct services. Inex-
perience with managing populations of enrollees may also lead to setting rates
that are too low, thereby threatening access and quality of care.
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Integrated Services

Direct and insufficiently planned applications of private-sector managed care
models to public-sector systems that serve men and women with serious mental
illness and chronic substance abuse are unlikely to be successful. Many employer-
purchased managed care plans explicitly exclude social and support services, and
because they emphasize acute care, they tend to have little experience in the
management of chronic and disabling conditions.

Changes in service systems may also threaten the continued viability of the
agencies and providers that have served the more complex and vulnerable unin-
sured and publicly insured consumers with distinction. At the same time, many of
the tools of private-sector managed care have relevance to public-sector systems.
For example, integrated management information systems, decision-making algo-
rithms, and methods of developing and improving provider networks have great
applicability to public-sector systems. The ability of public systems to implement
these strategies, however, may be limited by budgetary constraints, procurement
policies, personnel capacity, and other factors.

Integration of service delivery across a broad range of services is a challenge
to achieving effective and efficient services. Carve-in or integrated policies, most
common in staff model HMOs, can increase the likelihood of coordination and
communication among primary care and specialty providers. Carve-out vendors
have the advantages of having better linkages with employee assistance programs,
more specialized quality measurement tools, more specialized practitioners, and
the ability to provide consistent benefits anywhere in the country (IOM, 1996).

Integration of services requires resource management that coordinates ben-
efits from multiple entitlements and services from diverse and multiple providers.
Case management to support transitions (transition management) can help indi-
viduals moving across settings and to care outside the system. Regular screening
of populations and internal referral systems among key providers are needed to
support aggressive case finding and early intervention. Multidimensional assess-
ments need to include the medical, personal care, mental health, substance abuse,
and social facets of need, but comprehensive approaches are very difficult to coor-
dinate. One way to assist in coordination is to include in contracts requirements
for linkages to support wraparound services such as transportation and child care
(Institute for Health Policy, 1995).

BEHAVIORAL HEALTH IN THE NEW MARKETPLACE

As employers and states have moved in the direction of contracting with
managed care organizations to care for at-risk individuals, providers, consumers,
and policymakers have become concerned about the consequences of these de-
velopments with regard to access to care and the quality of treatment for indi-
viduals suffering from mental health and substance abuse problems. Individuals
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suffering from severe forms of mental and addictive disorders have been identified
as being at risk for neglect under these new market arrangements (Boyle and
Callahan, 1995). The question that stems from such concerns is, how can behav-
ioral health care productively fit into the larger health care system?

This section focuses on one dimension of making markets more accommo-
dating to behavioral health care. That dimension involves improving the infor-
mation available on the quality of health plans in providing behavioral health
care services. Information on quality is one aspect of the choices available to
purchasers and policymakers in the behavioral health care arena. It is, however,
an important choice and arises as an issue under all types of organizational and
financial arrangements, albeit in different forms.

In many respects, the behavioral health care market is being transformed
from transactions based on services to transactions based on people. Behavioral
health care organizations are increasingly competing for the right to serve popula-
tions. In some cases, this competition comes in the forms described above, in
which individuals choose from among competing health plans. In other cases, a
purchaser (employers or a government) will carve out behavioral health care and
will competitively select a single managed care vendor (Frank et al., 1995). Risk-
sharing arrangements are increasingly common for both health plans and carve-
out programs. These can involve establishing financial arrangements, utilization
controls, and other mechanisms to share the financial risk of providing care among
health plans or other providers, payers, and users of a health care plan. In a risk-
sharing arrangement, health plans face at least some financial risk for the costs
incurred on behalf of their enrollees.

Initial results from the transformation of behavioral health care markets are
dramatic. Managed behavioral health care has shown that in many cases it can
result in significant reductions in behavioral health care spending (Mechanic et
al., 1995). Treatment patterns are changing, often in directions that have long
been viewed as desirable. For example, in the mental health area, adoption of a
managed behavioral health care program is often accompanied by a reduced reli-
ance on hospital-based inpatient care and a greater emphasis on community-based
alternatives (Callahan et al., 1994). In the substance abuse area, managed behav-
ioral health care plans result in dramatic reductions in the use of 28-day inpatient
programs and the expanded use of residential treatment programs.

Many of the criticisms of the new organizational and financial arrangements
associated with managed behavioral health care stem from their efforts to respond
to certain problems inherent in trying to insure health care. One of these prob-
lems involves the utilization effect of health insurance; the other is the problem of
biased risk selection.

The utilization effect of health insurance (sometimes called moral hazard)
refers to the tendency of those who are insured to use more health services—both
appropriate and inappropriate—than those people would use if they were respon-
sible for the full cost of care. Ideally, health plans could respond with strategies
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that selectively reduced inappropriate use of services. That this has proved very
difficult in most areas of health care is indicated by research showing that most
cost containment tools affect most needed and unneeded services. Behavioral
health care may face particular challenges in calibrating strategies to minimize
harm because measures of need, outcomes, appropriateness, and effectiveness—
although improving—still lag behind efforts in other areas of health care.

Given the pressures on health plans to reduce costs, consumers who need
behavioral health care may thus be especially vulnerable to cost control strategies
that unselectively affect the quality and accessibility of appropriate services. An-
other problem for those who use behavioral health care in a competitive market is
the challenge of functioning well in the consumer role. Particularly for individu-
als who are in crisis, it may be particularly difficult to negotiate the administrative
requirements for obtaining care, or to challenge adverse administrative decisions.

Adverse (biased) selection creates market failure in several ways. Individuals
typically know more than their health plans about their own health status. Hence,
consumers will naturally choose plans that offer provisions that are best aligned
with their anticipated health care needs. It is therefore possible that individuals
with behavioral health problems and family members who act on their behalf will
be more likely to foresee their use of health care services than other individuals.
For this reason health plans that offer generous coverage and high-quality behav-
ioral health care services or that allow relatively free access to services will dispro-
portionately attract users of behavioral health services to their plans. Because
mental and addictive disorders can be chronic and relapsing problems, people
who experience these problems can incur additional medical expenses and thus
can accumulate high overall costs for their care.

Under such circumstances, premiums based on population averages may be
too low. Thus, there are strong incentives to compete for individuals who are
“good risks” (McGuire, 1989). The implications will be that plans will compete to
avoid attracting enrollees who are likely to use behavioral health care services.
These competitive dynamics lead plans to limit coverage, access, and quality in
the behavioral health care arena.

Another aspect of adverse selection occurs because purchasers of all types (in-
dividuals, employers, and governments) cannot obtain information on quality but
do have access to information on price (Akerlof, 1970). When only this one aspect
of information is measurable, purchasers may place excessive weight on price in the
absence of reliable information on quality.

At the public workshops convened by the committee, a variety of parties
from the managed behavioral health care industry and from the purchaser com-
munity suggested that price was most important to government and corporate
purchasers. This is true both in the context of behavioral health carve-out pur-
chases and for purchasers choosing plans that will be permitted to compete for a
population of enrollees. The result is that plans will be rewarded by the market for
achieving lower prices by reducing quality. Higher-quality, higher-cost providers
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will be disadvantaged in competition and possibly driven from the market. Again,
because quality in the behavioral health care arena is more difficult to measure
than in the general medical care behavioral health arena, services are particularly
vulnerable to such quality reductions.

Whether we like it or not, behaviors are very financially
driven. When I was in the managed care industry as director
of provider networks, we moved a group from a fee-for-
service group to a capitated group, and in the first month of
the capitation, their inpatient rate dropped 50 percent. Now,
the question is, did it drop from 100 percent too much to
exactly the right amount, could it have dropped further, did it
drop too much? I don’t know that we were clear on that.

Michael Jeffrey
William R. Mercer
Public Workshop, May 17, 1996, Irvine, CA

The relative importance of biased risk selection and moral hazard will de-
pend in part on the specific organizational and financial arrangements involved
in choosing health care plans. For example, if a single behavioral health care
vendor is chosen, the problems related to incentives created by risk selection are
largely eliminated because the vendor would be the only source of care for a de-
fined population. In contrast, if a purchaser allows individuals to select among
competing health plans (either integrated or carved out), the plans’ enrollees
could present different levels of risk to the plans in terms of the likelihood of
needing care. When a health plan attracts a more risky or more costly group than
the average, or than the competition, it has experienced adverse selection (IOM,
1993).

In Medicaid programs and private insurance plans, choices about how to or-
ganize the purchase of behavioral health services are quite similar. In comparison,
public mental health and substance abuse systems typically face more complexity
with respect to moral hazard because these systems serve as the provider of last
resort in the United States. Thus, these systems must serve all those who need
treatment and who are unable to pay for care. However, there is no “denominator
population” for which to construct a capitation rate (fixed rate of payment per
enrollee per month) and thus no way to accurately estimate the possible costs of
care. Thus, a managed care vendor serving the public system potentially may face
more financial risk.
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With the incentives to produce cost savings comes a risk of cost shifting, or a
redistribution of payment sources, For example, when one payer obtains a dis-
count on services from a particular provider group, the provider group might in-
crease their costs to another payer to make up the difference. In the context of
managed behavioral health care, the concern is that the costs of care for seriously
mentally ill individuals might be shifted by private companies to the public sector.

Another way in which cost savings might be achieved is sometimes called
“skimming,” which refers to the practice of only enrolling the healthiest individu-
als in an insured population. Policies that might support this practice could in-
clude having very few behavioral health providers and practitioners in a network,
or having them located in areas that are difficult to reach through public trans-
portation. Another policy might be to define behavioral health problems, espe-
cially severe problems, as being outside of the responsibility of the health plan.
Some of the ways to avoid these practices are discussed in a later section of this
chapter on contracting and contract language.

HEALTH CARE QUALITY

Moving away from an exclusive interest in cost, purchasers are beginning to
demand documentation that services are effective. Thus, the introduction of man-
aged care can stimulate the development of treatment guidelines and standards of
care, improve the delivery and monitoring of care, and encourage linkages be-
tween research and practice. Because plans are developed for the benefit of spe-
cific groups of eligible consumers, consumer report cards and measures of satisfac-
tion can become important indicators of effectiveness.

Managed care and managed behavioral health care organizations are now
competing on the basis of both quality of care and cost of care (England and
Vaccaro, 1991). Digital Equipment Corporation’s (1995) HMO Performance Stan-
dards reflect one purchaser’s requirement for specific levels of quality in the health
plans that it purchases for its employees and beneficiaries. Quality standards for
behavioral health care are being promulgated and implemented by accreditation
agencies (NCQA, 1996) and promoted by trade organizations (AMBHA, 1995).

Well-developed quality improvement initiatives use management informa-
tion systems to monitor and manage clinical processes to enhance client out-
comes. AMBHA’s (1995) quality standards emphasize continuity of care, follow-
up, and readmission rates. Digital Equipment Corporation’s (1995) standards for
behavioral health care require quality improvement plans, requirements for staff-
ing levels and staff credentials, and access to case management to support the
treatment interventions. These and other standards will be discussed further in
Chapter 6, Process.
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On a quarterly basis we feed back to all our providers how
they’ve done compared to the rest of the plan in terms of
their utilization statistics, their quality improvement
statistics, their outcomes, the complaints and grievances,
and their administrative compliance to the plan.

Peter Panzarino
Vista Behavioral Health
Public Workshop, May 17, 1996, Irvine, CA

Context for Accreditation and Outcome Measurement

Although accreditation approaches and measurement of outcomes are central
issues in ensuring the quality of managed behavioral health care systems, a range of
other factors and approaches critically shape, affect, and address the quality of care.
The unique structure of behavioral health care itself creates fundamental quality
issues. Since most commercial insurance coverage is limited, commercially paid care
is fragmented between primary and specialty sectors and there is a substantial public
sector that serves as a safety net. Cost shifting and other relationships between sec-
tors of care are in themselves a crucial problem. Furthermore, the complex frame-
work for quality is itself a challenge for ensuring and improving quality.

As Table 2.2 illustrates, responsibility for quality is divided, and fundamental
issues of coverage, benefit adequacy, and system design exert a profound effect on
quality. For example, the typically limited behavioral health care benefits in most
commercial insurance plans—especially in an environment of cost control—lead
to a shift of consumers with high levels of need to the public sector. In the public
sector, state-to-state variability in funding patterns, organization, and service ad-
equacy lead to idiosyncratic patterns of care.

The array of approaches to monitoring service processes and outcomes is also
complex. Responsibility for addressing quality is diffuse. Providers use their own
measures and approaches to improve the quality of the care that they provide
(e.g., quality assurance and continuous quality improvement). Thus, the respon-
sibility for quality starts at the level of the providers.

Accrediting organizations (historically, especially JCAHO) have required
providers to develop and implement internal quality assurance systems. Pressure
to develop internal quality improvement activities may paradoxically be a positive
result of external accreditation approaches.

States regulate health care practice by licensing individual practitioners, for
example, physicians, nurses, psychologists, and social workers (see Table 4.1).
Different states have different approaches to licensure, for example, whether so-
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TABLE 2.2 Ecology of Consumer Protection: Current Context

Inputs Processes Outcomes

Context/Environment of
Coverage

Workplace
Workplace to employee

assistance program
(EAP)

EAP to Health Care
Workforce improvement

Uninsured
Underinsured
Incarcerated

Benefits And Services
Commercial

Broad populations
Narrow, shallow benefits

Public sector
Narrow population
Deep, broad benefits

Accreditation of Plans
Tend to focus on

commercial market
Early in development
Weak on disabled

population and care other
than medical care

Quality Improvement In
Plans

State Certification
Standards

Standards for systems of
care; certification or
contract/plan
specifications

Standards for providers, not
plans
Variable patterns
May duplicate

accreditation
Cover care other than

medical care

State Professional
Licensure Standards

Counselors
Nurses
Physicians
Psychologists
Social workers

Consumer Satisfaction
Internal, e.g., surveys
External, e.g., Ohio

Consumer Quality
Review Team

Outcomes Measures
MHSIP

Highly relevant to
consumers in public
sector

Covers wide range of
issues, including quality
of life and care other
than medical care

Being field tested
NAMI roundtable

Pilot testing under way
Focuses on feasibility of

collecting outcome
data from individuals
with depression and
schizophrenia

System Performance
Standards

AMBHA/PERMSa

Sums process measures
Wide database
Focuses on medical/

clinical issues

aPERMS, Performance-Based Measures For Managed Behavioral Healthcare Programs.

cial workers are licensed or whether nurses have prescription-writing privileges.
However, the licensure standards within each profession are generally compa-
rable from state to state. Licensure approaches require evidence of adequate train-
ing and credentials and of continuing education, and state licensure boards moni-
tor problems of egregiously poor care, although instances of inadequate or
inappropriate care are probably underreported.

States also license or certify provider agencies, for example, mental health
centers, against minimum standards of staffing, facilities, and organization. This
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certification may be carried out by the funding agency or the state health depart-
ment and is typically required if an agency is to receive state funding or to partici-
pate in the Medicaid program. State certification standards are somewhat vari-
able in both coverage and intensity; they are a corporate analog of the licensure of
individual professionals. State certification of agencies is usually not required for
participation of the agency in commercially paid insurance plans. States also regu-
late insurance plans, such as HMOs, although the regulation of specialty managed
care entities is in its infancy.

Prevention

 In theory, the prepaid capitated health care system increases incentives for a
plan to prevent health care problems and to identify emerging problems early.
Investments in some prevention activities and early interventions may reduce the
cost of treatment. Prevention services, however, often require years before their
effects can be discerned, and managed care organizations may have relatively little
incentive to prevent conditions they may never be required to treat because of
enrollee mobility.

Among the most readily available quality standards for behavioral health
care, only Digital Equipment Corporation’s (1995) HMO Performance Standards
address prevention and early intervention. Digital requires health promotion ac-
tivities and health education and supports a strong employees assistance program
(EAP), and thus does not require screening and early intervention for substance
abuse and mental health problems (Digital Equipment Corporation, 1995).

In planning for this capitation, the managed care
organizations were really convinced that they wanted to,
they had the responsibility to, and to a great degree were
motivated to keep these patients well and out of the
hospital.

Don Austin
Oregon Health Department
Public Workshop, May 17, 1996, Irvine, CA

In public managed care programs there may be increased value for the inclu-
sion of screening and the early identification of problems in the design of the
benefits package. The Oregon plan for Medicaid recipients, for example, requires
HMOs to screen Medicaid beneficiaries for the presence of substance abuse prob-
lems and to refer them for assessment and treatment if necessary. Similarly, some
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jurisdictions, such as Indian Health Service hospitals, require screenings for alco-
hol among trauma patients seen in emergency rooms.

Licensure and Certification

Before the federal government’s adoption of the Hughes Act [the Compre-
hensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilita-
tion Act of 1970 (P.L. 91-616)] and, at the state level, the decriminalization of
public intoxication and the authorization of alternatives to incarceration for treat-
ment, formal treatment for alcoholism was primarily provided in state mental
hospitals and a small number of outpatient clinics and halfway houses (IOM,
1990a; NIAAA, 1971). Systems of care did not exist in most states. Both the
Hughes Act and the Uniform Alcoholism and Intoxication Treatment Act (P.L.
94-371) included provisions for a state alcoholism authority that would plan, co-
ordinate, fund, and regulate alcoholism treatment and prevention services in the
state. Section 9 of the Uniform Act empowers the states with the authority to set
standards for treatment facilities and to approve public and private facilities to
deliver care (NIAAA, 1971).

Although the specific powers vary from state to state, third-party payers typi-
cally require state licensure or approval before they will provide reimbursement
for care in a facility. State licensure or approval therefore became a key tool in the
development of systems of care. Licensure and approval thus are required to legiti-
mize programs, ensure quality, and protect consumers (Birch and Davis Associ-
ates, Inc., 1984; IOM, 1990b).

State regulations for treatment facilities usually establish requirements for
space, staff, services, and record keeping. A review of state licensing practices
completed in 1992 found that although all states specify requirements for treat-
ment providers, compliance in some states is voluntary (Health Management
Resources, Inc., and Birch and Davis Associates, Inc., 1992).

The introduction of managed care has challenged state licensing systems be-
cause some new models of care may not fit existing licensing categories (e.g.,
home detoxification services). Although the managed care plans may urge mini-
mal state regulation to minimize their costs and maximize creative treatment plan-
ning, consumers may be less protected because standards of care have not been
established for many emerging treatment techniques.

Thus, licensure has been developed for individual practitioners and facilities.
The ability of licensure to control quality, however, is unclear. For example, li-
censure for mental health professionals emphasizes educational degrees, perfor-
mance on written tests, familiarity with the statutes and regulations applicable in
a given state, and specific courses of study. Actual effectiveness or skill during
treatment is not tested directly, because it is assumed to have been attained dur-
ing the accumulation of a required number of hours of supervised experience.
Performance-based credentialing of the workforce, which bases certification on
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direct evidence of skills, has developed in some parts of the mental health work-
place (e.g., biofeedback). In general, however, licensure as a consumer protection
strategy has not been evaluated.

Counselor Certification

The workforce in behavioral health care is unusual in that it includes many
counselors who have experience but not necessarily professional training. Coun-
selor certification has been encouraged to legitimize the field of addictions coun-
seling, demonstrate that individual counselors are qualified to provide counseling
services, and promote the development of a professional identity (Birch and Davis
Associates, Inc., 1984; Valle, 1979). Certification specifies counselor qualifica-
tions rather than educational degrees (Birch and Davis Associates, Inc., 1984;
Valle, 1979).

Because the field of substance abuse counseling includes many men and
women whose initial involvement with training is their personal experience of
recovery, the need to demonstrate competence and skill has been especially acute.
The development of credentialing standards was an early priority for the field
and, with support from the National Institute on Alcohol Abuse and Alcoholism,
trade groups collaborated and proposed 12 core competency areas and
credentialing guidelines (Birch and Davis Associates, Inc., 1984). A review of
state procedures for the certification of substance abuse counselors found that all
states support certification, but in most states the certification is voluntary and
coordinated through an independent nongovernmental entity, usually a trade
group organization (Health Management Resources, Inc., and Birch and Davis
Associates, Inc., 1992).

Debate about the role of individuals who are in recovery as counselors (expe-
riential counselors) has persisted over the decades. Krystal and Moore (1963) de-
bated the issue in the early 1960s; Krystal argued that alcoholism is a complex
disease that requires professionally trained counselors, whereas Moore believed
that psychotherapy is unnecessary in most cases and that physicians and psycholo-
gists should work closely with counselors who are themselves in recovery. In prac-
tice, experiential counselors became a major part of the workforce in the emerg-
ing alcoholism and drug abuse treatment programs. Counselors in recovery are
more likely to be older and male and to work in residential treatment settings
(McGovern and Armstrong, 1987; Mulligan et al., 1989).

Research on treatment effectiveness tends not to evaluate differences among
types of practitioners. Within the managed care environment which emphasizes
ambulatory care and lower-cost practitioners, it would seem to be desirable to
employ counselors rather than psychiatrists or other mental health professionals.
However, the role and status of experiential counselors appears to be limited.
Although counselors with certification are more competitive, it appears that many
managed care plans also require an individual to have graduate training and a

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


TRENDS IN MANAGED CARE 59

master’s degree to serve their members. The National Association of Alcoholism
and Drug Abuse Counselors (a professional organization for certified addiction
counselors) therefore advocates certification requirements for degreed and
nondegreed counselors as evidence that counselors are not only professionally
trained but are also skilled in the treatment of addictions (NAADAC, 1988, 1991,
1994).

Academic preparation does not make you a better clinician,
to be honest. It may give you a better grounding in theory. It
does not make you a better clinician.

Linda Kaplan
National Association of Alcohol and Drug Abuse Counselors
Public Workshop, April 18, 1996, Washington, DC

Loss of Current Providers

Public-sector service systems often appear to be a patchwork of service agen-
cies that specialize in the unique and complex needs found among uninsured indi-
viduals and individuals with public insurance. The service providers may include
state and county hospitals and clinics, as well as private nonprofit agencies such as
community-based programs staffed with licensed, certified, and noncertified coun-
selors. In contrast to the private sector, where individual practitioners must meet
licensing and other standards, the public sector has a long tradition of accredita-
tion at the program level. When managed care networks expand, they tend to
recruit individual practitioners rather than programs. Consequently, networks
may exclude the practitioners with the greatest understanding and experience
working with publicly financed consumers of health care.

One strategy to limit the disruption of care is to require managed care organi-
zations to include public-sector providers, such as halfway houses or therapeutic
communities, in their service networks. Because they have operated under differ-
ent types of accreditation, however, some publicly funded providers may have
difficulty meeting the performance expectations and abiding with service and cost
restrictions. For example, halfway houses are an important social support service
when inpatient care is not available or not appropriate. Support for system devel-
opment may be required for many providers to facilitate their change to a man-
aged care environment.
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Clinical Practice Guidelines

In an earlier report, the Institute of Medicine (IOM) (1990c) defined clinical
practice guidelines as systematically developed statements that could be used to
assist practitioner and patient decision-making about appropriate health care for
specific clinical circumstances. They are intended to improve the quality, appro-
priateness, and effectiveness of care, and they have been used to help guide clini-
cal decision-making, to assist organizations in developing their own clinical and
risk management protocols, to guide payers in setting reimbursement policies,
and to assist consumers in making informed choices regarding their health care
(Edmunds, 1996).

Clinical practice guidelines are seen by federal policymakers as a key activity
in rationalizing decision-making about the delivery of health care and in reducing
variation for nonclinical reasons such as local patterns of practice (Edmunds,
1996). In its 1989 report to the U.S. Congress, the Physician Payment Review
Commission recommended increases in funding for the development, implemen-
tation, and evaluation of practice guidelines and for outcomes research on which
to base those guidelines (PPRC, 1989). In that same year, Congress passed legisla-
tion creating as a part of the U.S. Public Health Service the Agency for Health
Care Policy and Research (AHCPR) to carry out those responsibilities (Gray,
1992).

National professional associations, such as the American Medical Associa-
tion (AMA), the American Psychiatric Association, and federal agencies, par-
ticularly AHCPR, develop practice guidelines recommending treatment ap-
proaches for particular conditions such as depression in the primary care setting
(DHHS, 1993). These guidelines are generally developed on the basis of a review
of the literature regarding treatment effectiveness and use a professional consen-
sus development process.

Approximately 1,600 guidelines from 45 national medical groups and several
other organizations are listed in the directory of guidelines published by the AMA
(1993). Hundreds of proprietary guidelines have been developed in the managed
care sector. Consequently, it is not unusual to find conflicting recommendations,
various degrees of involvement by clinicians in their development, and various
amounts of research cited as evidence. Some guidelines are intended to reduce
costs by eliminating unnecessary and ineffective procedures and improving the
coordination of care, but others can increase costs by recommending additional
services and procedures.

Guidelines developed by a consulting firm, Milliman and Robertson, Inc.,
are used by health plans at Prudential, Cigna, U.S. Healthcare, Kaiser
Permanente, and many Blue Cross and Blue Shield affiliates, affecting a com-
bined total of 50 million members, subscribers, or covered lives. The Harvard
Pilgrim Health Plan has undertaken an evaluation of the impact of the guidelines
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of Milliman and Robertson, Inc., on cost and quality of care, with implications for
future practice (Myerson, 1995).

Guidelines have the potential to allow for the coordination of the delivery of
care, improve the quality of care, and standardize the collection of clinical data for
use in outcomes research. The development of guidelines can help to bring about
consensus and agreement among a variety of practitioners and purchasers about best
practices. The use of practice guidelines by providers is increasingly required by
accreditation bodies. However, much remains to be learned about the effective
implementation of guidelines to produce changes in provider behavior and influ-
ence practice patterns.

QUALITY IMPROVEMENT AND QUALITY ASSURANCE

Donabedian’s (1980, 1982, 1985) pioneering efforts to define and measure
the quality of health care recognized that consumer sentiments and desires were
essential components of quality measurement and that analysis of cost could not
be divorced from the assessment of quality. In many ways, his discussions antici-
pated contemporary debate about the need to balance quality and cost within
managed care environments. Donabedian’s categorization of variables into “struc-
ture” (staff and facility resources and standard procedures), “process” (the delivery
of care), and “outcome” (the results of care) continues to provide a useful concep-
tual framework for analysis of the variables that can affect the quality of medical
products and health care services.

Concepts of total quality management and continuous improvement evolved
from efforts of Japanese manufacturers to improve products, increase productivity,
and reduce costs (e.g., Deming, 1986; Imai, 1986; Juran, 1988). During the 1980s,
however, improvements in the quality of care occurred slowly, in part because the
tools used to measure health care quality and monitor health care processes had
not been developed and it was unclear how health care practitioners and systems
could adapt the quality improvement tools developed for industrial environments
(Berwick et al., 1991).

Quality improvement represents an evolution and enhancement of the tech-
nology developed for quality control and assurance. Quality was originally man-
aged through inspection—finished products were examined to detect flaws, and if
they were not satisfactory, they were returned for additional work or discarded.
The approach was therefore inherently reactive: errors were corrected after they
occurred. Short-term goals were emphasized and production quotas were used to
monitor productivity. There was also an adversarial element, in that an inspector
or supervisor would review the product and judge the quality of the product and,
implicitly, the quality of the worker responsible for the product. Systems based on
this model (results-oriented management) do not encourage innovation, do not
empower workers to assume greater responsibility, and encourage games that in-
hibit the identification and correction of problems (Imai, 1986; Scholtes, 1988).
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Quality improvement strategies, on the other hand, attempt to prevent prob-
lems from occurring so that corrective efforts are not required. Management and
supervision become proactive and emphasize processes (process-oriented man-
agement); individuals are not blamed, processes are reviewed and critiqued, barri-
ers that inhibit quality are eliminated, workers are encouraged and empowered to
participate and assume responsibility, and products are designed to meet the needs
and desires of both internal and external customers (Imai, 1986; Scholtes, 1988).

An IOM committee that examined quality review and assurance for Medi-
care (1990b) compared quality assurance and quality improvement models. They
found that although both emphasize outcomes and stress the linkages between
processes, the models differed on five dimensions (IOM, 1990b):

• First, quality improvement models require continuous efforts at im-
provement even when high levels of quality have been achieved; quality assur-
ance efforts, in contrast, would be directed at other issues once specific problems
were resolved.

• Second, a consumer perspective is essential to quality improvement
efforts and identifies communication and interorganizational relationships that
may be overlooked in quality assurance reviews.

• The third difference between the two approaches is a quality improve-
ment interest in patient needs, experiences, and satisfaction that is usually not
part of quality assurance.

• Fourth, quality improvement efforts attempt to improve mean perfor-
mance levels, whereas quality assurance reviews focus on the identification and
removal of outliers.

• The last difference is the role of leadership; quality improvement pro-
grams require the organizational leadership to assume overall responsibility for
persistent improvements in quality and to empower individual workers to partici-
pate in and contribute to the transformation of the organization.

The IOM (1990b) review also cautioned that there were few demonstrations
of the application of quality improvement techniques to clinical care issues, and
the usefulness of these tools to health care was unknown. Nonetheless, by 1992
an IOM committee that examined clinical guidelines found growing interest in
quality improvement models within health care settings (IOM, 1992). The Na-
tional Demonstration Project was an early effort to begin a transformation of
health care and increase the use of quality improvement techniques (see Box 2.1).

The key to quality improvement is a change in perspective. Instead of assess-
ing quality through inspection of people and products, processes and systems are
created and monitored to prevent flaws and problems, and because quality is de-
termined by the customer, products and services are designed to meet consumer
needs and expectations (Berwick et al., 1991; Imai, 1986). Quality improvement
also requires the application of scientific methods to the analysis and monitoring
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BOX 2.1
National Demonstration Project on Quality Improvement

in Health Care: Applications and Implementation

In 1987 and 1988, the National Demonstration Project on Quality Im-
provement in Health Care worked with 21 U.S. health care organizations
and examined the application of the quality management technology de-
veloped for manufacturing processes to the delivery of health care. Ten
management principles guided efforts in the National Demonstration
Project (Berwick et al., 1991):

1. work requires processes—individuals and departments are both
consumers and suppliers, and medical care relies on increasingly com-
plex and interdependent processes;

2. relationships and communication between consumers and suppli-
ers must be sound—organizations that meet customer needs better will
be more effective and more successful;

3. defects in quality are usually related to problems in process—
systems are more influential than individuals, and changing or berating
individuals will not improve processes;

4. poor quality is costly—defective processes and products are a
significant expense, and prevention of defects and problems reduces ex-
penses;

5. quality improvement requires an understanding of the causes of
variability—failure to control variation leads to quality problems, and vari-
ation must be controlled to enhance quality;

6. select the most critical processes for attention—it is impossible to
control and measure everything, so clearly define goals and identify the
most important sources of problems;

7. use scientific and statistical thinking—measurement helps work-
ers understand processes, facilitates hypothesis testing about the causes
of problems, and provides prompt feedback on results;

8. all employees must be involved—senior management provides
leadership and eliminates barriers, whereas line staff provide ideas and
expertise;

9. new organizational structures are often required to achieve im-
provements—quality teams and councils cross organizational levels and
facilitate integration of efforts; and

10. management must plan for quality, control for quality, and improve
quality.
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of processes, that is, statistical thinking. Decisions are based on data rather than
intuition, so information systems are built and graphical tools are used to monitor
critical processes and track the effects of alterations in the delivery of a service or
the production of a product

Using these tools, workers are empowered to continually adjust the process
and make consistent and persistent improvements in both process and outcomes.
Gradual improvement in all aspects of life, but particularly the quality of the en-
vironment, process, and products of work, is embodied in the Japanese word kaizen
(ky’zen) (Imai, 1986). A commitment to kaizen requires a careful understanding
of processes, systems, and consumers and the application of strategies and tools to
the production and delivery of high-quality products and services. The focus on
long-term gradual improvement by using scientific methods and by paying atten-
tion to consumer needs characterizes true quality improvement orientations.

Quality Improvement in Health Care

Application of quality improvement methods has expanded substantially in
health care settings. An annual review of the U.S. health care system reported
that 94 percent of hospital chief executives believed that quality improvement
programs would enhance efficiencies and reduce costs; 61 percent anticipated in-
creased market share because of quality improvement initiatives (Business and
Health Magazine, 1993). Increasingly, accreditation agencies and purchasers ex-
pect organizations to have formal quality improvement programs and assess the
quality improvement processes as part of their review of a health care organiza-
tions (e.g., AMBHA, 1995; CARF, 1996; Digital Equipment Corporation, 1995;
NCQA, 1996; URAC, 1996). Similarly, the federal Health Care Financing Ad-
ministration is responsible for monitoring the quality of services for Medicare
recipients and is supporting a quality improvement initiative that emphasizes con-
tinuous quality improvement methods, makes information available to the pub-
lic, is consistent with state and private certification and accreditation programs,
and employs multiple measures of quality and performance (GAO, 1996).

Improvements in patient care and outcomes are the ultimate result of quality
improvement technology within health care settings. Applications are inhibited,
however, because of the variable presentation of illnesses, variations in practice
patterns, the hierarchical structure of patient care, and the complexity of hospi-
tals and managed care programs. The “gold standard” for effectiveness continues
to be randomized clinical trials, which are prohibitively expensive.

It is therefore noteworthy, for example, that the Northern New England Car-
diovascular Disease Study Group applied quality improvement techniques and
documented a significant reduction in hospital mortality associated with coro-
nary artery bypass graft surgery in a multi-institutional regional environment
(O’Connor et al., 1996). Clinicians, administrators, and researchers from the five
hospitals in Vermont, New Hampshire, and Maine where coronary artery bypass
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graft surgery is performed created a patient registry in 1987 and began a quality
improvement initiative in 1990. The initiative involved three kinds of interven-
tion: feedback of outcome data to practitioners, training in continuous quality
improvement techniques, and site visits to other medical centers.

Data from 1993 suggested a cumulative reduction of 74 deaths from the mor-
tality levels expected before the quality improvement intervention—a 24 percent
reduction. The five institutions made multiple changes in procedures and tech-
niques, so there was no single cause for the decline in mortality; rather, the ob-
served improvements were due to the net effect of their efforts to learn and im-
prove (Berwick, 1996).

Berwick (1996), in commenting on the study group’s report, suggests that
this type of discovery may be more valuable than randomized clinical trials for
cumulative improvement and for the identification of techniques that enhance
health care and reduce costs. It is also critical, he argues, that such information be
reported to and published in peer-reviewed journals and not be guarded as propri-
etary information. The techniques and outcomes will be most useful if they are
incorporated into clinical guidelines and protocols

Quality Improvement in Behavioral Health Care

Comparable demonstrations of the successful application of quality improve-
ment methods to improved patient outcomes do not appear to exist for mental
health and substance abuse treatment services. Both public- and private-sector
treatment systems, however, have begun to adapt and apply quality improvement
technologies.

In Massachusetts, for example, the Quality Improvement Collaborative is a
peer-reviewed total quality management initiative designed to foster the intro-
duction and use of continuous improvement protocols within all of the substance
abuse treatment programs under contract with the Massachusetts Department of
Public Health’s Bureau of Substance Abuse Services (Fishbein and McCarty, in
press). Detoxification centers adopted and implemented a model clinical record,
and methadone services standardized evaluations of their clients’ progress and
linked a client’s progress to the phases of care; evidence of improvements in pa-
tient care, however, are not yet available.

The Massachusetts Medicaid program has also applied quality improvement
methods to the management of relationships with its suppliers (managed care
organizations and health care providers) and reports improved responsiveness
among the suppliers of health care (Friedman et al., 1995). As a result of this
initiative, the managed behavioral health care organization responsible for the
management of mental health and substance abuse services for the Massachusetts
Medicaid program developed its own quality improvement program (Nelson et
al., 1995).

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


66 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

Report Cards and Performance Standards

Consumer ratings of service industries have been available for many years but
have only recently become available for health care. With the emergence of man-
aged care and consideration of competing health plans, purchasers need to make
decisions about what benefits they need, the amount of out-of-pocket expenses or
copayments that are desired, and the choice of providers and practitioners within
a plan or network. In the public sector, purchasers need to make policy decisions
on behalf of publicly insured individuals in the context of the local and regional
political and economic environments.

A majority of the health care quality information has been geared toward
employers and other purchasers, but there is a growing emphasis on providing
information that will help consumers select managed care plans that provide qual-
ity and an array of services. Quality in these terms is usually measured as patient
satisfaction with the services that have been received. Common dimensions in-
clude access to care, perceived quality of the contact with the provider, and out-
comes of the contact, such as improvements in health status.

One area of controversy has to do with the quality of the data that are used to
prepare report cards. Many health plans produce their own report cards as part of
a marketing strategy, and without some kind of independent verification of the
data, there may be an incentive to misrepresent information. Another major con-
cern has to do with the comparability of data from different plans, because they
may have had different benefit structures, different member populations with dif-
ferent levels of risk, and other differences. One approach has been taken by the
Pacific Business Group on Health (PBGH), a nonprofit coalition of public and
private purchasers. PBGH has developed a model plan design that all members
must adopt, information systems are comparable so that performance can be mea-
sured in the same ways across plans, and the data are collected and analyzed in a
format that can be audited (Brown, 1996).

Contracts for Purchasing Care

The structure of the contract between a payer and a managed care organiza-
tion and the means for monitoring and enforcing the contract are among the
most important ways to influence the quality of care (Essock and Goldman, 1995).
Contracts and contract language in the purchasing agreement should specify ex-
pectations about benefits and covered services, standards of care, ways of ensuring
that the standards and other quality measures are met, and incentives and disin-
centives associated with the vendor’s performance. For example, if a state agency
is concerned about the possibility of a managed care organization “dumping” pa-
tients with serious mental illness into the public system, the contract could specify
that the organization will have to pay a financial penalty for every day that a
person covered by the contract spends in a state hospital (Essock and Goldman,
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1995). As a positive financial incentive, a contract might include a bonus based
on the number or proportion of individuals who experience reduction in symp-
toms and other positive outcomes.

Some large purchasers, such as the Digital Equipment Corporation and Pacific
Business Group on Health, have developed their own set of standards and monitor-
ing guidelines and requirements and include those in their contracts with managed
care organizations. Some other purchasers have adopted these standards, but others
may in the future require use of the standards developed by the National Commit-
tee for Quality Assurance, which are based in part on the American Managed Be-
havioral Healthcare Association’s performance measure set, or the report card de-
veloped by the Center for Mental Health Services. These behavioral health
performance measurement systems will be discussed further in Chapter 6.

In an effort to control costs and improve efficiency and quality, many states
are contracting with managed behavioral health companies. The development of
contracts that protect and enhance care for publicly insured individuals is a new
responsibility for state agencies, and technical assistance manuals for public pur-
chasers of managed care have been developed by the Center for Substance Abuse
Treatment (1994, 1995) and by the Bazelon Center for Mental Health Law
(1995).

ETHICAL ISSUES IN MANAGED BEHAVIORAL HEALTH CARE

Quality of care necessarily raises ethical issues. Most ethical issues related to
managed behavioral health care are not new or unique to managed care, either
medical or behavioral health managed care. Many of these concerns also existed
under fee-for-service systems, but public awareness of these concerns has been
increasing as managed care has expanded. The intent of this section of the report
is to review the most salient ethical concerns in relation to the quality of care.
Generally, these issues revolve around confidentiality, patient autonomy, the
practitioner-patient relationship, and the patient’s right of appeal.

Confidentiality

Designating the primary care physician as the coordinator of care and requir-
ing prior authorization for treatment and other case management activities inher-
ent in managed care increase the necessity for sharing medical information. The
primary concern about confidentiality under managed care focuses on the claim
that there is a greater demand to release confidential patient information in man-
aged care systems than under fee-for-service systems. Information is disclosed
when authorization for treatment is sought and when patients are referred from
one service provider or practitioner to another. These risks for breach of confi-
dentiality are not new under the managed care system, although they are perhaps
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more accelerated in this system because of increased efforts to centrally manage
the care.

 Patients have increased concerns about confidentiality related to mental
health or substance abuse treatment because of their fear of being stigmatized.
Who is bound in the confidential relationship and thus obligated to protect the
use of or prevent further disclosure of the information? The most relevant ele-
ment is therefore the obligation of managed care plans to designate explicitly who
can release and receive information and the limits to which it can be used. Ethi-
cists agree that insurers, providers, and practitioners have a duty to safeguard the
release of sensitive information through policy directives, information system pro-
tections, and quality assurance mechanisms (IOM, 1993).

Confidentiality Regulations in Substance Abuse Treatment

A unique aspect of treatment for alcoholism and drug abuse is the presence of
federal regulations (42 CFR Part 2) that require that the confidentiality of infor-
mation about individuals in substance abuse treatment be maintained. The regu-
lations prohibit unauthorized disclosure of patient-specific information and limit
the ways in which disclosure can occur legally. The Hughes Act (P.L. 91-616), its
reauthorization (P.L. 93-282), and the Drug Abuse Prevention, Treatment, and
Rehabilitation Act of 1972 (P.L. 92-255), as amended by P.L. 93-282, stipulate
that treatment records are confidential and required the development of federal
regulations to govern the disclosure of information from patient records (Legal
Action Center, 1988, 1991; Lopez, 1994; NIDA, 1980).

The regulations protect the privacy of individuals entering care and help as-
sure men and women seeking care that their participation in treatment cannot be
disclosed without their consent. The requirements are more restrictive than those
related to doctor-patient or attorney-client privilege (Legal Action Center, 1991).
All substance abuse treatment services that receive federal assistance, tax exemp-
tions, or authorization to conduct business are covered by the regulations. Most
treatment programs follow the guidelines developed by the Legal Action Center
(1991) to facilitate the disclosure of patient information and maintain compli-
ance with the regulations.

Without special safeguards, the computerized information systems used to
record diagnostic and billing information and to share clinical records within a
health plan could violate the federal regulations. The confidentiality of patient
records and any information about participation in treatment for alcoholism and
drug abuse therefore becomes an especially complex issue within the context of
managed behavioral health care.
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Patient Autonomy

Patient autonomy can be defined as the right of an individual to exercise free
will, have choice among options, and be the decision maker in managing his or
her health care. Therefore, from this perspective patient autonomy has always
had certain limitations. When one seeks care from another, there is an implicit
understanding that the practitioner assumes some role in managing the person’s
health. To the degree that an individual allows payment for his or her health care
by a third party, that party becomes a stakeholder in the process and the patient’s
autonomy begins to be restricted.

Managed care limits the choices that patients have regarding what services
are available and who will provide them. This is part of the rationale under which
managed care systems were created. The ethical concern is whether the restric-
tion of choice results in limitations that affect the outcome of care. Even to the
degree that managed care may mean less care, one cannot presume that this means
worse or less effective care, although exposures in the media and litigated cases
have occasionally provided evidence that this can occur (e.g., Goleman, 1996).

Individuals have a responsibility to learn as much as they can about their
health plans, including the nature of their benefits (Council on Ethical and Judi-
cial Affairs, 1995). Respect for autonomy assumes that a patient is capable of self-
determination, but the capacity of an individual patient to make sound decisions
that are in his or her best interest is influenced by the nature and course of the
illness, as well as by individual personality and preferences. This is true for all
illnesses (Povar, 1991).

Thus, the choices made by a patient may not be those recommended by the
patient’s clinician or family. Disregarding patient preferences by not offering op-
tions can have measurable effects on the patient’s compliance as well as the
patient’s outcome (Povar, 1991). This further complicates the issue of patient
autonomy. However, in spite of these factors, patient autonomy and the right to
make choices need to be ensured, even though reasonable limitations may exist.

Practitioner-Patient Relationship

The discussion of patient autonomy leads directly to the issue of the practi-
tioner-patient relationship. In medicine, this relationship has always been con-
sidered to be based on trust (Council on Ethical and Judicial Affairs, 1995). Crit-
ics on both sides argue about the impact that managed care has on this
relationship. Advocates say that a primary care physician maintains, by defini-
tion, a principal and ongoing association with the patient, serving as the coordi-
nator of his or her medical care. Opponents of managed care believe that the
structure of the system distances a patient from the physician. Large group prac-
tices, provider panels, prior authorization requirements, and arbitrary assignment
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of a patient to a practitioner or a series of practitioners can erode the practitioner-
patient relationship.

There is general agreement that disrupting an established relationship is usu-
ally disadvantageous. The ethical question seems to be to what degree is this al-
lowable without having an effect on the effectiveness of care? Do insurers and
providers have an obligation to minimize the likelihood of this happening? Are
such mechanisms as policy directives, service delivery structures, and quality re-
views adequate safeguards and guarantees for preserving the practitioner-patient
relationship?

Society’s expectations are the ultimate test of the fit of our
measures of quality. We believe that creative dialogue
about quality with consumers and persons experiencing
recovery from mental illness is a professional and ethical
requirement that will change and increase with society’s
expectations.

Sarah Stanley
American Nurses Association
Public Workshop, April 18, 1996, Washington, DC

The role that patients play in managing their health is a theme common to
the ethical concerns of confidentiality, patient autonomy, and the practitioner-
patient relationship. Several factors influence what this role can or should be.
These include the patient’s individual personality, life situation, health history,
and functional capacity and cultural background; the nature and course of the
illness(es); the effectiveness of health services; and the availability of community
support. The manner in which all of these dynamics converge significantly affects
the effectiveness of care provided. In the course of events, the decisions made and
the outcomes of these decisions can be misunderstood, or can be confusing or
disturbing for patients. Patients can feel victimized by the very systems that are
supposed to care for them.

To empower patients, they need to receive adequate information regarding
choices of treatment and to be able to provide informed consent. Social change
and public policy have increased the need to involve patients in their treatment
decisions. Health care providers and practitioners, ethicists would agree, have a
moral duty to provide systems that empower patients, allow them to be respon-
sible for making treatment decisions, and give them opportunities to appeal deci-
sions made by others on their behalf.
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Summary of Ethical Concerns

Addressing the ethical issues in mental health care and addiction treatment
is especially complex. This is because of the unique impact that mental illness and
addiction have on the reasoning and behavior of individuals and the continuing
stigma associated with mental illness and addiction. Much more than physical
illness, mental illness and addiction are viewed as social as well as medical prob-
lems. The question is not whether managed care should continue in light of these
ethical concerns. Rather, it is how managed care must best address and respond to
these critical issues.

SUMMARY

This chapter has discussed some of the major trends affecting health care
delivery. One major trend is the increasing numbers of individuals enrolled in
managed care plans, which take a variety of forms with different delivery and
financing structures. A second trend is the increasing numbers of individuals in
the public sector who are being enrolled in managed care plans, including a large
number of individuals with chronic and severe health problems. A third trend is
the shift from exclusive concern with the cost of care to increasing interest in the
quality of care, which can be described as the overall value derived from expendi-
tures on health care on the basis of evidence of effectiveness and positive out-
comes from care.

John Ruskin, a nineteenth century businessman, said
something I think helps us to determine where we have
gotten in this field. He said: it is unwise to pay too much,
but it is worse to pay too little. When you pay too much, you
lose a little money. That is all. But when you pay too little,
you sometimes will lose everything, because the thing you
bought was incapable of doing the thing it was bought to
do.

William Dennis Derr
Employee Assistance Professionals Association
Public Workshop, April 18, 1996, Washington, DC

Quality  assurance in health care takes many forms, including licensure and
certification of providers and practitioners, practice guidelines, report cards, per-
formance measures, and regulatory approaches such as accreditation. Evidence of
the effectiveness of different approaches is still preliminary because of the variety
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of quality improvement strategies and the complexity of health care. However,
the committee believes that there is increasing support and consensus about the
importance of quality improvement throughout the health care system.
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76

3

Challenges in Delivery of
Behavioral Health Care

The most unusual aspect of the care and financing system for mental health
and substance abuse is the presence of a distinct and substantial publicly

managed care system that serves as a safety net. Thus, public services are available
for those with public insurance, as well as for those who have private insurance,
under circumstances that will be described in this chapter. Public services are
funded through a large number of categorical programs administered by different
agencies, creating both duplication and gaps in service, and these programs al-
most always have different eligibility requirements. In addition, funding is frag-
mented, which leads to fragmented service delivery.

Another challenge is that much mental health and substance abuse care, for
perhaps as many as half of all episodes, is provided in primary care settings, not in
specialty programs (IOM, 1996). Despite clinical practice guidelines, continuing
education courses, and other training programs, however, primary care practitio-
ners tend to underdiagnose depression, substance abuse, and other behavioral
health problems (IOM, 1996). This is changing, but there is a great need to im-
prove the quality of mental health and substance abuse care delivered in primary
care settings and also to better coordinate the care delivered in primary care and
specialty sectors (IOM, 1996).

In addition, a significant portion of the public care system for individuals
with the most disabling conditions extends beyond health care services to reha-
bilitative and support services, including housing, job counseling, literacy, and
other programs. The coordination of these services requires collaborative and co-
operative relationships among many agencies, including public health, mental
health, social services, housing, education, criminal justice, and others. Most of
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these services are not covered by private insurance and have not been developed
by most private behavioral health care companies.

Any approach to reform of mental health and substance abuse care services
or to the problem of accountability must reckon with these factors, which are not
simultaneously present in any other substantial sector of health care services. The
dynamics of the three interrelated sectors—privately funded primary and specialty
health care and public health care systems—are complex and also highly idiosyn-
cratic from state to state, community to community, and plan to plan. An addi-
tional layer of complexity comes from the historical separation of treatment sys-
tems for mental health, drug abuse, alcohol abuse, and the primary care system in
both the public and private sectors.

This chapter will set out the committee’s views about the unique challenges
in the delivery of behavioral health care. The chapter includes a description of
the prevalence and costs of mental health and substance abuse problems, the dif-
ficulties and fragmentation of the current system for the delivery of care, the role
of primary care, and a description of some of the support services that are needed
for the long-term management of mental health and substance abuse problems.
Historical perspectives on separate systems are also provided.

EXTENT AND IMPACT OF BEHAVIORAL HEALTH PROBLEMS

Prevalence

The social consequences of mental health and substance abuse problems are
much greater than generally appreciated. The prevalence of these conditions in
society is quite large, and the economic burdens are substantial.

The most recent estimates of the prevalence of behavioral health disorders
suggest that almost a third of the adult population experiences some impairment
due to a behavioral health problem in any one year (Kessler et al., 1994). The
most common problems experienced by the adult population annually are anxiety
disorders (17 percent), alcohol dependence (7 percent), and affective disorders
(11 percent) (Kessler et al., 1994) (see Table 3.1).

Many of the most serious and often disabling mental disorders (e.g., schizo-
phrenia, major depression, bipolar illness, or manic depression) affect a total of 1 to
2 percent of the adult population annually. The incidence and prevalence of child
and adolescent problems is not as well established, but levels of emotional distur-
bance that affect functioning are noted in about one of every eight children and
adolescents (SAMHSA, 1996) (see Table 3.2a). Estimated annual prevalence of
drug use among children and adolescents is presented in Table 3.2b.

Estimates of the impact of mental health and substance abuse problems re-
veal the substantial effects of these conditions. The direct and indirect costs to
society have been estimated at $257 billion for substance abuse (Rice, 1995) (see
Table 3.3) and $148 billion for mental illness in 1990 (Rice, 1995; Rice and
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Miller, 1996; Varmus, 1995) (see Table 3.4). Mental health and substance abuse
factors are associated with a majority of suicides, whereas alcohol abuse alone is
implicated in 50 percent of all homicides and 30 percent of all accidental deaths
(NIAAA, 1990). One third of all criminal justice costs relate to mental health
and substance abuse problems (Rice et al., 1990), and general health care costs
are significantly increased by the presence of these disorders (NAMHC, 1993).
Perhaps the simplest summary of the scope of these conditions is that mental
health and substance abuse problems are comparable in magnitude to cancer and
heart disease (see Table 3.5).

Underestimating the Scope of the Problem

Although the stigma associated with seeking treatment for mental or addic-
tive disorders is a significant factor in masking the scope of these problems by
keeping them “in the closet,” the unusual fragmentation of these sectors of care is

TABLE 3.1 Estimated Annual Prevalence of Behavioral Health Problems in
the United States (Ages 15–54)

Prevalence
Behavioral Health Problems (percent)

All behavioral health problems 29.5

Any mental disorder 22.9

Any affective disorder 11.3
Major depressive episode 10.3
Manic episode  1.3
Dysthymia  2.5

Any anxiety disorder 17.2
Panic disorder  2.3
Agoraphobia without panic disorder  2.8
Social phobia  7.9
Simple phobia  8.8
Generalized anxiety disorder  3.1

Other disorders

Antisocial psychosis N/Aa

Nonaffective psychosisb  0.5

Substance abuse or dependence 11.3
Alcohol abuse without dependence  2.5
Alcohol dependence  7.2
Drug abuse without dependence  0.8
Drug dependence  2.8

aN/A, not available.
bNonaffective psychosis includes schizophrenia, schizo-phreniform disorder, schizoaffective disor-

der, and atypical psychosis.

SOURCE: Kessler et al. (1994).
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also part of the problem. A first factor is that, unlike most other health condi-
tions, separate publicly managed health care systems are maintained for mental
illness and substance abuse treatment. The publicly managed systems, with re-
sponsibility divided between federal, state, and local governments, and also di-
vided for mental illness and substance abuse care, permit a de facto catastrophic
insurance function that allows private purchasers to strictly limit behavioral
health care coverage because they know that they will not be leaving their em-
ployees without an alternative. The magnitude of the public-sector role is sub-
stantial, especially in caring for individuals with histories of chronic mental ill-
ness, alcoholism, and drug dependence.

The public-sector commitment is not just in the form of public insurance
programs like Medicare and Medicaid but is also through state and local funding
of systems of care. Estimated 1994 mental health care costs were about $81 bil-
lion, of which state and local funding was about $22 billion (Oss, 1994). In sev-
eral states, Medicaid supports about one third of the community mental health
center program and may be the sole funding source for community support and
rehabilitation services funded through state mental health agency appropriations
and reimbursed by Medicaid (AMBHA and NASMHPD, 1995). Thus, the public
role is much larger than that in the rest of the health care system, and there is a
fragmented division of labor between the public and private sectors. This makes
estimating total treatment costs more difficult.

High Indirect Costs

Some costs incurred in the care of behavioral health disorders—especially for

TABLE 3.2b Estimated Annual Prevalence of Drug Use Among Children
and Adolescents, 1995

National Household
Survey on Drug Abuse, Monitoring the Future Study, 1995 Findings
1995 Findings (Johnston et al., 1996)
(SAMHSA, 1996)
12–17 years 8th graders 10th graders 12th graders

Age (percent) (percent) (percent) (percent)

Any illicit drug use 18.0 21.4 33.3 39.0
Marijuana use 14.2 15.8 28.7 34.7
Cocaine use 1.7 2.6 3.5 4.0
Alcohol use 21.1* 45.3 63.5 73.7
Cigarette use 26.6 19.1* 27.9* 33.5*

*Indicates past month prevalence.

SOURCES: Johnston et al. (1996) and SAMHSA (1996).
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TABLE 3.3 Estimated Annual Economic Costs of Substance Abuse, 1990
(millions)

Illicit
Type of Cost Drugs Alcohol Nicotine Total

Total $66,873 $98,623 $91,269 $256,765

Core Costs 14,602 80,763 91,269 186,634
Direct 3,197 10,512 39,130 52,839
Mental health/specialty organizations 867 3,469 – 4,336
Short-stay hospitals 1,889 4,589 21,072 27,550
Office-based physicians 88 240 12,251 12,579
Other professional services 32 329 a 361
Prescription drugs – – 1,469 1,469
Nursing homes – 1,095 3,858 4,953
Home health services – – 480 480
Support costs 321 790 – 1,111
Indirect 11,405 70,251 52,139 133,795
Morbidityb 7,997 36,627 6,603 51,227
Mortalityc 3,408 33,624 45,536 82,568

Other Related Costs 45,989 15,771 – 61,760
Direct 18,043 10,436 – 28,479
Crime 18,035 5,807 – 23,842
Motor vehicle crashes – 3,876 – 3,876
Fire destruction – 633 – 633
Social welfare administration 8 120 – 128
Indirect 27,946 5,335 – 33,281
Victims of crime 1,042 576 – 1,618
Incarcerationd 7,813 4,759 – 12,572
Crime careerse 19,091 – – 19,091

6,282 – – 6,282
Fetal Alcohol Syndrome – 2,089 – 2,089

NOTE: The costs in 1990 for illicit drugs and alcohol abuse are based on socioeconomic indexes
applied to 1985 estimates (Rice et al., 1990); direct costs for cigarette smoking are deflated from
1993 direct cost estimates (MMWR, 1994); indirect costs for cigarette smoking are from Rice et al.
(1992).

aAmounts spent (nicotine) for other professional services are included in office-based physicians.
bValue of goods and services lost by individuals unable to perform their usual activities because of

drug abuse or unable to perform them at a level of full effectiveness.
cPresent value of future earnings lost; illicit drugs and alcohol are discounted at 6 percent and

nicotine is discounted at 4 percent.
dValue of lost productivity of incarcerated individuals.
eValue of lost productivity of people who engage in criminal activity as a result of drug abuse.

SOURCE: Rice (1995).
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TABLE 3.4 Estimated Annual Economic Costs of Mental Disorders by
Disorder, 1990 (millions)

Total
Mental Anxiety Schizo- Affective Other

Type of cost Disorders Disorders phrenia Disorders Disorders

Total $147,847 $46,551 $32,538 $30,373 $38,385

Core Costs 141,887 46,184 29,292 29,073 37,338
Direct 67,000 10,748 17,296 19,215 19,741
Mental health 19,516 1,985 6,520 4,873 6,138

organizations
Short-stay 13,392 388 2,595 4,695 5,714

hospitals
Office-based 3,655 356 406 1,171 1,722

physicians
Other professional 6,599 645 710 2,047 3,197

services
Nursing homes 16,478 5,460 5,316 4,543 1,159
Drugs 2,191 1,167 397 406 221
Support costs 5,169 747 1,352 1,480 1,590
Indirect 74,887 35,436 11,996 9,858 17,597
Morbiditya 63,083 34,161 10,694 2,195 16,033
Noninstitutionalized 58,988 33,105 8,837 1,556 15,490

population
Institutionalized 4,095 1,056 1,857 639 543

population
Mortalityb 11,804 1,275 1,302 7,663 1,564

Other Related Costs 5,960 367 3,246 1,300 1,047
Direct 2,292 229 599 656 808
Crime 1,777 178 464 508 627
Social welfare 515 51 135 148 181

administration
Indirect 3,668 138 2,647 644 239
Incarceration 573 58 150 164 201
Family caregiving 3,095 80 2,497 480 38

NOTE: 1990 costs are based on socioeconomic indexes applied to 1985 cost estimates.

aValue of goods and services lost by individuals unable to perform their usual activities or unable
to perform them at a level of full effectiveness.

bPresent value of future earnings lost discounted at 6 percent.

SOURCE: Rice and Miller (1996).
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TABLE 3.5 Estimated Annual Costs of Illness for Selected Diseases and
Conditions (billions of dollars)

Other
Disease Year Total Direct Indirect Relateda

Drug addiction, totalb,c 1990 $256.8 $52.8 $133.8 $61.8
Alcoholb 1990 98.6 10.5 70.3 15.8
Illicit drugsb 1990 66.9 3.2 11.4 46.0
Nicotineb 1990 91.3 39.1 52.1 d

Mental disorders, total 1990 147.8 67.0 74.8 6.0
Anxiety disorders 1990 46.5 10.7 35.4 0.4
Schizophrenia 1990 32.5 17.3 12.0 3.2
Affective disorders 1990 30.4 19.2 9.9 1.3
Other disorders 1990 38.4 19.7 17.6 1.1

Diabetes 1992 137.1 91.1 46.6 d

Heart diseasee 1991 125.8 70.9 54.9 d

Cancer (all sites)e 1990 96.1 27.5 68.7 d

Alzheimer’s disease 1992 87.9 13.3 74.6 d

Arthritis 1992 54.6 12.7 41.8 d

Stroke 1993 30.0 17.0 13.0 d

AIDS 1992 N/Af 10.3 N/A d

NOTE: Data in table may not sum to totals due to rounding.

aOther related costs of drug addiction include direct and indirect costs of crime, motor vehicle
crashes, fire destruction, and social welfare administration.

bTotal includes costs of AIDS and fetal alcohol syndrome.
cThe year 1990 is used as the base year because it is the most recent date for which the total costs

of drug addition to society has been estimated. More recent figures were not available at the time of
the study.

dNot calculated.
eIncludes costs of adverse health effects of prescription drugs.
fN/A, not available.

SOURCES: NHLBI (1994), Rice (1995), Rice and Miller (1996), and Varmus (1995).

patients with the greatest disabilities cared for in public-sector programs—are not
health care-related costs. The services needed by these individuals may include
housing supports, job training and rehabilitation, and a wide variety of other forms
of assistance not considered and rarely funded by health insurance. Partly because
of the disability associated with serious mental health and substance abuse prob-
lems and partly because of poor private insurance coverage for treatment of these
conditions, many people with serious conditions permanently lose employment
and require income maintenance benefits for extended periods. Because they are
transfers rather than social costs, these expenses often are not included in esti-
mates of total costs.
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Some of the problems attributed to behavioral health disorders have already
been mentioned, including higher mortality, disability, and lost employment. In
general, levels of impairment are comparable for mental disorders and common
medical disorders. Because of this pattern and poor access to treatment, a signifi-
cant proportion of societal costs due to behavioral health problems are not a re-
sult of treatment costs but are due to lost productivity and related costs.

The Potential of Treatment

In broad terms, research on treatment outcomes seeks to answer questions
such as whether an intervention has been successful, whether it is more effective
than other treatments, whether its effectiveness is better with some groups than
with others, whether the setting of care makes a difference, and so on. Outcomes
research has many subfields, including quality of care, consumer satisfaction, qual-
ity of life, provider-patient relationships, patterns of practice, technology assess-
ment, cost-effectiveness, and bioethics (e.g., Brook and Lohr, 1985; Bunker, 1988;
Eddy, 1990; Greenfield et al., 1992; Guadagnoli and McNeil, 1994; Lohr, 1988).
Surprisingly little is known about the comparative effectiveness of different prac-
titioners, because most outcomes research focuses on the treatment setting or ap-
proach rather than the practitioners who deliver care.

It is exceedingly difficult if not impossible to generalize about the findings from
treatment research in behavioral health, which includes drug abuse, alcohol abuse
and alcoholism, and mental illness. Research histories stretch back decades in some
cases, such as methadone maintenance, whereas other areas are relatively recent.
Studies tend to be published in dozens of specialty journals, and relatively few stud-
ies have been published in mainstream medical journals. Moreover, the quality of
the evidence is generally viewed outside the fields as unconvincing, and this is given
as one reason for justifying a lack of insurance coverage for behavioral health.

For at least 20 years, drug abuse researchers have been studying treatment
effectiveness, including work with cocaine abuse, methadone maintenance, and
marijuana abuse (e.g., Hubbard et al.,1989; IOM, 1990a, 1996; McLellan et al.,
1980, 1982). Research on drug abuse treatment has shown consistently that effec-
tiveness depends on the length of time in treatment, the intensity of treatment,
and the availability of aftercare to maintain recovery (CSAT, 1995). Alcoholism
treatment research is generally a research “culture” separate from drug treatment
research, but the two areas of research have come to many of the same conclu-
sions: no single treatment approach works for everyone, but most people benefit
from a combination of modalities (e.g., IOM 1990b; McLellan et al., 1996).

Drug and alcohol treatment research thus focuses on the use of a particular
substance. In contrast, much more clinical uncertainty is associated with the di-
agnoses in mental health. Still, mental health outcomes research studies tend to
be concentrated according to diagnosis; the majority of research has been con-
ducted on depression, anxiety disorders, schizophrenia, and attention deficit and
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hyperactivity disorder in children (Burnam, in press). Randomized controlled clini-
cal trials have been conducted to test the effectiveness of medications, whereas
other studies have compared the differential effects of therapeutic strategies, such as
cognitive therapy or psychosocial support for depression (McLellan et al., 1996).
Thus, generalizations are difficult to make with the existing data, but it would be
appropriate to say that individuals can benefit from a variety of treatment strategies,
including medication and psychotherapy or counseling, and that most practitioners
seek to find an effective combination for each individual whom they treat.

In the committee’s view, then, the available evidence suggests that most
forms of mental health and substance abuse treatment are effective for some of
the many people affected by behavioral health problems (see Box 3.1), but much
remains to be learned about which treatments work best for which individuals
to improve their functioning and reduce their symptoms. The lack of systematic
studies of treatment outcomes, however, is not unique to behavioral health.
From an outcomes research perspective, relatively little has been done to sub-
stantiate the majority of medical practice. In other words, the accuracy and
reliability of diagnosis and the effectiveness of behavioral health treatment are
viewed as comparable to equivalent measures for medical care in general
(NAMHC, 1993).

In the mental health field, there is justified optimism about improving the
effectiveness of treatment. In the case of schizophrenia alone, for example, im-
proved medications including clozapine and risperidone have become available
in recent years, other antipsychotic medications will soon be made available, and
the effectiveness of relatively new psychosocial treatments including assertive
community treatment and multiple family group treatment has been validated
(AHCPR, 1995). There is more evidence that the long-term prognosis of recov-
ery is better than was previously thought, even for the most serious disorders
(Harding et al., 1992). Thus, the mental health field shares considerable opti-
mism that was neither present nor justified in past generations.

In the drug treatment field, there is confidence about the effectiveness of treat-
ment when it is delivered appropriately. Some of the most recent data have been
developed in the National Treatment Improvement Evaluation Study (NTIES)
sponsored by the Center for Substance Abuse Treatment (CSAT) (1995). CSAT is
supporting pilot studies to develop and test outcomes monitoring measurement sys-
tems in a number of states. Preliminary data indicate that treatment is effective in
reducing drug use and associated crime and that the reductions are more likely to be
maintained with case management and ongoing aftercare (CSAT, 1995). In es-
sence, the challenge for the drug treatment field is not so much developing more
evidence of treatment effectiveness as it is convincing decision makers that invest-
ments in treatment are worthwhile and cost-effective.

Treatment effectiveness is discussed further in Chapter 7, Outcomes, and in
the papers by McLellan et al. and Steinwachs, in Appendixes B and C, respec-
tively.
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BOX 3.1
The Case for Treatment of Mental Disorders and Addiction

Mental Disorders

• In the United States, more than 50 million Americans are faced with a mental
disorder or addiction each year. Of these Americans, fewer than half receive
treatment (Regier et al., 1993).

• Anxiety disorders affect more than 23 million Americans in a given year. On
average, anxiety disorders cost $625 per patient for inpatient treatment. Outpa-
tient treatment for anxiety disorders commonly costs as little as $500 a year,
with the same results (NIMH, 1995).

• Affective or mood disorders affect nearly 18 million Americans annually, exact-
ing an enormous human toll and cost to the U.S. economy—$43.7 billion a year
in treatment, disability, and lost productivity, a figure comparable to that for
heart disease. Nearly 85 percent of people with unipolar depression or dys-
thymia also respond positively to antidepressant medication or psychotherapy,
either alone or in combination (NIMH, 1995).

• Schizophrenia, one of the most chronic and disabling mental disorders, affects
about 1 percent of the U.S. population, with economic costs from treatment and
lost income totaling more than $30 billion annually. However, new antipsychot-
ic medications are helping to reduce the symptoms of schizophrenia, as well as
the adverse side effects of past medications (NIMH, 1995).

Addiction

• In the United States, more than 18 million people who use alcohol and 5 million
who use illicit drugs are in need of substance abuse treatment. Of that number,
fewer than one in four receive treatment (Institute for Health Policy, Brandeis
University, 1993).

• A 1994 California study of the cost-effectiveness of alcohol and other drug
treatment programs found an average return to taxpayers of $7 for every $1
invested (Gerstein et al., 1994).

• The same study found that the level of criminal activity declined by two-thirds,
from 73.6 percent before treatment to 20.3 percent after treatment (Gerstein et
al., 1994).

• In California, hospitalizations were reduced by approximately one-third after
treatment, including a reduction of 58 percent in drug overdose admissions and
a reduction of 44 percent in mental health admissions (Gerstein et al., 1994).

• In Minnesota, an evaluation of Consolidated Chemical Dependency Treatment
Fund activity found that almost 80 percent of treatment costs were offset in the
first year alone. The savings were achieved through reductions in medical and
psychiatric hospitalizations, detoxification admissions, and arrests (Minnesota
Department of Human Services, Chemical Dependency Division, 1995).

• The Health Insurance Association of America estimates savings of from
$48,000 to $150,000 in costs for maternity care, physicians’ fees, and hospital
charges for each delivery that is uncomplicated by substance abuse (CSAT,
1995).
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THE ROLE OF PRIMARY CARE

Primary care has been defined by the Institute of Medicine (IOM) as follows:

Primary care is the provision of integrated, accessible health care services by
clinicians who are accountable for addressing a large majority of personal health
care needs, developing a sustained partnership with patients, and practicing in
the context of family and community (IOM, 1996, p. 32).

In this definition, integrated care refers to comprehensive, coordinated, and con-
tinuous services whose processes are seamless across different levels of care. Ac-
countability refers to the responsibility for quality of care, patient satisfaction,
efficient use of resources, and ethical behavior. The context of family and com-
munity refers to an understanding of the importance of living conditions, cultural
background, and the impact of family dynamics on health status and also recog-
nizes the caregiving role of families. The committee agrees with this definition
and endorses it.

In a given year, an estimated 10 to 20 percent of the general population con-
sult with a primary care physician about a mental health problem (Hankin and
Otkay, 1979; IOM, 1996; Schulberg and Burns, 1988). More than a dozen studies
have looked at the rate of recognition of mental health and substance abuse prob-
lems in primary care settings (IOM, 1996). Most often a person will present with
a physical complaint, and about half the time the primary care clinician will rec-
ognize the underlying behavioral health issues (Bridges and Goldberg, 1985;
Kirmayer et al., 1993). In the small number of cases in which the presenting prob-
lem is emotional or psychological, the mental health or substance abuse diagnosis
is correctly determined about 90 percent of the time (Bridges and Goldberg, 1985).

Depression is the best known and most widely studied behavioral health prob-
lem in primary care, and the only guidelines for behavioral health treatment in
primary care settings are for depression (AHCPR, 1993). The Medical Outcomes
Study (Sturm and Wells, 1995) followed individuals with severe depression and
compared the treatment effectiveness of treatment by primary care physicians,
psychiatrists, and other mental health professionals. The quality of care provided
by psychiatrists was found in that study to be significantly better than the quality
of care given by primary care practitioners, but the cost of care was significantly
less in the general medical sector.

Some studies have demonstrated that the integration of mental health and
substance abuse professionals into primary care settings can improve patient out-
comes with minimal changes in costs (Katon et al., 1995; Schulberg et al., 1995).
For this integration to work, clear clinical protocols and standards of care are
needed, the mental health professionals should be on-site, and the relationship
between the patient and the primary care provider should continue (IOM, 1996).
In summary, there is evidence that treatment in primary care settings given by
behavioral health professionals can be effective and cost-effective.
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We encourage physicians to have enough skill to be able to
know when there is a problem and something needs to be
done, and then enough self-awareness to know whether
they are the ones to do it or somebody else should.

Linda Bresolin
American Medical Association
Public Workshop, April 18, 1996, Washington, DC

The alternative to integration is carve-outs, in which patients are referred to
completely separate systems for behavioral health care. These systems sometimes
consist of contracts with private mental health professionals who work on a
capitated or fee-for-service basis. More often, they include plans with teams of
psychiatrists, psychologists, family therapists, social workers, substance abuse
counselors, or various combinations of these professionals. The rapid growth in
carve-outs has been attributed to the failures of primary care clinicians to ad-
equately diagnose and treat individuals who have mental health and substance
abuse problems (England and Vaccaro, 1991; Iglehart, 1996).

One advantage of carve-outs is that they operate separately from primary care
and thus reserve resources that might be displaced in an integrated system. They
also protect a patient’s confidentiality through the use of separate clinical records
and billing systems. Conversely, the separation of systems can make the coordina-
tion of care more difficult. At this time, there is no clear evidence that carve-outs
provide care that is any more or less effective than the care provided in integrated
systems. In both systems, however, there are disincentives for primary care practi-
tioners to identify and treat mental health and substance abuse problems (IOM,
1996). The provision of care depends almost entirely on the fee structure and on
the time needed to conduct the procedures that are reimbursed. When primary
care clinicians are not paid for the time that they spend interviewing primary care
patients about mental health and substance abuse problems, the incentive struc-
ture works against the identification and treatment of mental health and sub-
stance abuse problems. These issues are discussed in detail in the IOM (1996)
report Primary Care: America’s Health in a New Era, and interested readers are
referred to that report.
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We’re working with our primary care docs to use a
screening instrument. The patients can fill this out in the
office, and it can be faxed directly to us and optically
scanned. We can get the information back to the primary
care doc while the patient is still in the office. We can help
the doc make a decision as to whether or not this is a
patient that can be managed in their own setting, or needs
to be referred out, based on the depression guidelines that
we helped create with them.

Peter Panzarino
Vista Behavioral Health
Public Workshop, May 17, 1996, Irvine, CA

 A challenge for quality assurance is to assess, monitor, and regulate mental
health and substance abuse care in primary care settings. This is a pervasive prob-
lem, given the high percentage of mental health and substance abuse care pro-
vided in these settings, but the breadth of the issue is tempered by the fact that
there may be less risk of serious problems in this arena, in that many patients
whose mental health and substance abuse problems are treated in primary care
settings are less ill or disabled (IOM, 1996). On the other hand, failure to recog-
nize or appropriately treat a mild depression or dysthymia, for example, may have
modest short-term consequences but may also fail to prevent an otherwise unnec-
essary escalation of the illness into severe depression.

The challenges in monitoring behavioral health care in primary care settings
are magnified by the increased scope and complexity of the health conditions that
are expected to be treated in the primary care settings, the wide variability in the
extent of psychiatric training received by family physicians and other primary
care practitioners, and the rapid development of new treatments that makes it
increasingly difficult for practitioners to stay current. However, as a matter of
policy, the committee agrees with the IOM Committee on the Future of Primary
Care and its recommendation to develop and evaluate collaborative care models
with primary care clinicians and behavioral health professionals (IOM, 1996).

SPECIAL ISSUES FOR QUALITY IN BEHAVIORAL HEALTH CARE

Many challenges are related to measuring, ensuring, and improving the qual-
ity of care in specialty settings and, especially, in managed behavioral health care
settings. The field of managed behavioral health care is new, diverse, and highly
competitive. Therefore, it is not regulated as intensively as more traditional forms
of managed care. For example, both the federal government and the states regu-

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


90 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

late health maintenance organizations (HMOs) as insurance entities and in terms
of the practice of health care (See Table 2.1 in Chapter 2). There is little regula-
tion, however, of insurance or medical care issues in managed behavioral health
care companies. This issue will be discussed further in Chapter 6, Process, which
includes a description of the accreditation process.

General Dynamics of Care and Coverage

Changing Coverage

Coverage for behavioral health care continues to change. The history of cov-
erage for alcoholism is a good example. Until relatively recently, most health
insurance did not include coverage for alcoholism. In 1968, alcoholics were ex-
cluded from 60 percent of the general hospitals, and 40 percent of the Blue Cross
and Blue Shield plans explicitly excluded coverage for alcoholism treatment
(NIAAA, 1974). NIAAA advocated for the inclusion of alcoholism treatment as
a benefit under health insurance and encouraged employers to support treatment
for alcoholic employees (IOM, 1990a). The agency  also contracted with the Joint
Commission on Accreditation of Hospitals to develop accreditation standards for
hospitals and specialty treatment services, supported counselor credentialing stan-
dards, and had Blue Cross and Blue Shield develop a model benefit package
(Regan, 1981). Resistance to the inclusion of alcoholism treatment benefits in
employer-sponsored health plans, however, was still strong.

Because a voluntary expansion of benefits appeared unlikely, states changed
insurance regulations and laws to mandate coverage for alcoholism treatment in
group health insurance plans (NIAAA, 1974; Scott et al., 1992). The first states
to require coverage for inpatient alcoholism treatment were Wisconsin (in 1972),
Illinois, Massachusetts, Minnesota, and Washington State (NIAAA, 1974; Scott
et al., 1992). Massachusetts also required coverage for outpatient care. The Na-
tional Association of Insurance Commissioners in 1981 adopted a model of ben-
efits for alcoholism treatment —30 days of inpatient care and 30 outpatient visits
per year (Scott et al., 1992). A 1991 review found that 41 states either require
coverage (23 states) or require that coverage be offered (18 states); most of the
states, however, have never altered the original benefit, so the value of the ben-
efits may have eroded (Scott et al., 1992).

Although insurance mandates were an important policy strategy and stimu-
lated the development of many private-sector alcoholism treatment services,
health care financing and reimbursement systems evolved to better control the
costs associated with alcoholism treatment. The Employee Retirement Income
Security Act of 1974 (ERISA) exempts self-insured employers from state insur-
ance mandates; thus, state insurance mandates have decreasing influence on the
structure of health care. Employer-purchased managed care plans therefore may
not need to be responsive to insurance mandates. As a result, managed care strat-
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egies are altering the organization and delivery of private- and public-sector ser-
vices.

Current Coverage for Behavioral Health

Currently, the vast majority of individuals who have health insurance also
have some coverage for behavioral health treatment (see Chapter 1). As has al-
ready been discussed, a substantial number of people with behavioral health dis-
orders—especially those with less acute or disabling conditions—receive some
care from their primary care practitioners.

Although most private health plans provide some coverage for care of behav-
ioral health problems, most of these plans and Medicare have coverage limits that
tend to be more restrictive than the coverage limits for treatment of physical
illnesses. Annual limits on the number of outpatient visits and inpatient hospital
days are common (IOM, 1993). Other limits in insurance coverage (low lifetime
coverage caps, restricted benefits, higher coinsurance) mean that most private
health care coverage does not offer protection against catastrophic mental or ad-
dictive disorders.

Service-Sector Boundaries

In thinking about health care in general, the special problems faced by unin-
sured individuals are usually recognized. Behavioral health care faces a distinct
problem: in addition to the substantial population of uninsured individuals, who
by definition have no coverage for specialty care, the limits described above cre-
ate gaps in coverage for the privately insured. This is where the public sector
comes in. Since the establishment of asylums for the treatment of mental illness
in the 19th century, the public system has specialized in the care and support of
indigent individuals with the most serious and protracted conditions. In fact, it
can be argued that the existence of this public safety net has mitigated against
improvements in private coverage.

Individuals who have severe mental illness thus are a group with special needs
under managed care, and advocates have identified specific concerns about how
well those needs will be met. Less frequently identified as having special needs are
those individuals who do not have severe mental illness but who have severe
personality disorders or post-traumatic stress disorder. These patients often use
extensive treatment resources with little clear improvement. If private coverage
for these patients is limited, they may leave the prepaid system or pay out of pocket
for their treatment. They do not usually qualify for public-sector services, but they
may need more than private coverage may provide.

The result of this counterproductive division of labor is that private coverage
tends to be available for the time-limited and traditional treatments for behav-
ioral health problems (e.g., benefits for limited inpatient treatment and limited
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counseling or psychotherapy). However, individuals with serious or prolonged
disorders or the parents of children with serious or prolonged disorders can easily
use up their private insurance coverage benefits, creating economic hardships for
them and their families. The end result is that the public system will pay for their
care. Table 3.6 provides the relative contributions of the private and public sec-
tors.

In a number of states we are seeing what we refer to as a
divided benefit. Managed care organizations are
responsible for the acute care benefit for children, while the
public sector retains responsibility for extended care for
those with serious emotional disorders.

Sybil Goldman
National Technical Assistance Center
Georgetown University
Public Workshop, April 18,1996, Washington, DC

Therefore, advocates have strong concerns that reforms could threaten this
system. On the other hand, the current divisions of labor between the public and
private sectors contribute to many consumers being stuck in a lifetime of public
care and unemployment. They find it necessary to remain poor to maintain their
Medicaid eligibility, which is needed to cover the costs of medication and other

TABLE 3.6 Uses of Funds for Mental Health and Substance Abuse: United
States, 1990

Total Amount
No of Subjects Amount per (billions of

Population Group (millions) Capita dollars)

Privately insured 160.4 $138 $22.2
Medicaid 22.1 430 9.5
Medicare 31.2 71 2.2
Uninsured 35.0 575 20.1
  SMIa 5.6 3,205 17.9
  Non-SMI 29.4 75 2.2

Total 248.7 217 54.0

aSMI, severe mental impairment.

SOURCE: Frank and McGuire (1996).
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treatments. The problem is compounded because they typically have not been
able to obtain private coverage because of their “preexisting condition.” Reform-
ing a system with these interrelated problems is extremely difficult, although the
Kassebaum-Kennedy bill of 1996 was aimed to ensure job-to-job coverage.

Drug and alcohol problems are pervasive in our society,
whether we address them or not. And I could sum it up this
way: they don’t just fade away. They go to another funding
stream.

Gwen Rubinstein
Legal Action Center
Public Workshop, April 18, 1996, Washington, DC

Cost Shifting

In both public- and private-sector service systems, financial arrangements
may promote cost-shifting—the cost of caring for untreated problems is shifted to
another service system. Untreated alcohol and drug dependency, for example,
leads to increased utilization of emergency rooms and acute care hospitals. Simi-
larly, men and women with serious mental illnesses may be more likely to be
incarcerated for public order offenses if community services and supports are not
provided. For individuals in need of long-term care, costs and responsibilities may
be shifted to the family and other support systems, and family members increas-
ingly provide relatively complicated medical care because patients with managed
care plans are discharged rapidly from acute care hospitals.

Although the fundamental dynamics associated with separate public and pri-
vately paid systems have been remarkably stable in recent years, the evolution of
financing and care in each sector has been remarkable. Understanding these dy-
namics is central to designing relevant accountability and consumer protection
systems, as the following section will show.

DEVELOPMENTS IN THE PRIVATE SECTOR

Since World War II there have been dramatic expansions of privately paid
behavioral health care. National data on patterns of care in the past 50 years
reveal that powerful trends have been at work. The expansion of employer-
financed group health insurance during and after World War II set the stage for
more accessible behavioral health care. The number of members in such plans
grew from 12 million in 1940 to more than 100 million by 1955, fueled by substi-
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tution of benefits for wages under wage and price controls and then by the prefer-
ential tax treatment of benefits (Bodenheimer and Grumbach, 1994).

Following this expansion of basic health care coverage, dramatic increases in
the use of behavioral health care occurred. In response to reduced stigma, better
evidence of treatment effectiveness, and consumer demand, many companies
added behavioral health benefits for their employees’ health plans during the
1980s.

Not surprisingly, the costs of these benefits increased rapidly and, in fact,
increased faster than the costs in the rest of the health care system. As a direct
result of these increased costs of employee benefits, companies and insurance plans
turned to specialty managed care firms to rein in the costs of care. By 1995, more
than 125 million Americans were enrolled in some form of managed behavioral
health care plan, running the gamut from utilization review plans to fully capitated
managed care plans, and the rate of increase in the penetration of managed care
versus indemnity plans in behavioral health care exceeded that of health care in
general (Oss, 1994).

Although there is variability in the performance of managed behavioral
health care plans and companies, several trends in this field are evident. First,
specialty behavioral managed care approaches have clearly demonstrated their
ability to contain costs, reducing the rate of growth in costs of behavioral health
care in all known instances and, in fact, actually reducing costs in the majority of
instances. Second, the primary strategy used by this sector has not been to limit
benefits per se but rather to limit or manage access to high-cost services, primarily
hospitalization. Generally, these plans have maintained and sometimes increased
access to outpatient treatment, whereas they have limited outpatient costs by
using selective provider contracting, fee discounts, and various utilization man-
agement activities. Third, the field is becoming more competitive, and competi-
tion is having several effects: price increases are small, larger companies are in-
creasingly dominating the market, and the use of a variety of sophisticated
methods are being introduced to manage access.

The strengths of the private-sector managed behavioral health care industry
include demonstrated competence at managing care for a privately insured popu-
lation and the development of management tools relevant to this task, for ex-
ample, information systems and provider credentialing approaches. The weak-
nesses of this sector include a lack of experience with managing comprehensive
treatment and providing support to the more disabled population served in the
public sector. More states are contracting with managed care firms to manage
Medicaid behavioral health care services, but this is a new trend: currently, Med-
icaid covers only a portion of the costs of mental health and substance abuse care
and support for individuals in the public sector.
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QUALITY AND CONSUMER PROTECTION CHALLENGES

The high degree of competition for behavioral health care contracts is itself a
factor regarding quality. Competition can drive prices down or quality up. There
is much evidence of intense price competition, but there is not much evidence
that contract decisions tend to be made primarily on the basis of quality. On the
other hand, it is clear that competition is encouraging adaptation and innovation
in the field and that the rapid development of new products and approaches is
occurring. This is a positive sign for the quality of care, but it is one that raises
challenges for accreditation and quality assurance approaches. These issues will
be discussed further in Chapter 6, Process.

The variability in the structure, funding, focus, and competency of public
mental health and substance abuse systems and the fact that they are primarily
directed by the 50 state governments creates challenges for behavioral health care
and for consumer protection, quality assurance, and accreditation. Solutions that
rely on the action of the federal government must recognize the limited, if perva-
sive, role of federal funding (e.g., Medicaid). Other approaches that are national
in scope, for example, recommendations on accreditation, must recognize that it
is not clear whether these approaches will be adopted at the state and local levels
and that their implementation may be variable from state to state.

VARIABILITY AT THE STATE LEVEL

Although there is much variability from state to state, public behavioral
health care services are coordinated and funded through state authorities for men-
tal health and substance abuse. Those authorities revolve around organized sys-
tems of care, are managed by designated not-for-profit agencies or units of county
governments, and provide broad and diverse services. Public behavioral health
care systems usually employ many elements of managed care, such as alternatives
to hospitalization, case management to coordinate services for needy individuals,
and crisis intervention services.

We have a public mental health system that helps us, that
delivers both care and services and helps us to be stable in
our own communities, despite having disabling mental
illnesses.

Ray Bridge
Northern Virginia Consumers Association
Public Workshop, April 18, 1996, Washington, DC
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Many who provide and receive care in the public mental health and sub-
stance abuse service systems believe that these systems generally have done well
in managing coordinated, long-term treatment and providing support for indi-
viduals who have chronic conditions.

The weaknesses of public mental health and substance abuse care systems
relate to their broad missions, limited resources, and governmental auspices. They
typically include poorly developed administrative infrastructures, including the
information systems needed to manage large amounts of clinical and outcomes
data, and a lack of experience with the managed care tools relevant to the needs
of a privately insured population (CSAT, 1994). In addition, the state-to-state
variability in public mental health and substance abuse care is a significant chal-
lenge, underlined by the lack of a broad federal commitment to financing care
and magnified by devolution, in which many responsibilities are shifting from the
federal government to the states.

Solutions to improving mental health and substance abuse care must build
on the recognition that these are complex clinical and social problems involving
medical, social, and disability factors manifested variably over time. Yet the ser-
vice systems that have evolved to deal with them are fragmented between private
and public responsibilities and among various levels of government. The juxtapo-
sition of these factors led Marmor and Gill (1989) to conclude that basic aspects
of U.S. political character and governance (e.g., suspicion of governmental solu-
tions, the separation of powers, and federalism) mitigate against adequate solu-
tions in the area of serious mental illness.

HISTORICAL PERSPECTIVE ON SYSTEMS

The historical development of services for the treatment of alcoholism, drug
abuse, and mental illness reflects prevailing political currents and a persistent
ambivalence toward full recognition of these illnesses as medical rather than moral
or criminal justice problems. Although alcoholics and drug addicts were frequently
admitted to mental health institutions and sought care from psychiatrists and
psychologists, poor-quality and ineffective services were the consequences of little
understanding of addiction, and after completing withdrawal, chemically depen-
dent patients were difficult to treat in the mental health system (IOM, 1990a, b).
Similarly, individuals with serious mental illnesses received poor care in alcohol-
ism and drug abuse treatment programs (IOM, 1990a, b).

As a result, the service systems evolved and matured relatively independently.
The history of tension between the service systems continues to inhibit full inte-
gration of the service systems. It is therefore important to understand how au-
tonomous service systems developed, the needs that they addressed, and the
unique role of public funding in the creation and delivery of services for individu-
als struggling with mental illness, alcoholism, or drug abuse. Box 3.2 provides a
timeline with highlights of the discussions presented in the following sections.
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BOX 3.2
Historical Perspective on the Development of Behavioral

Health Systems

1784 Dr. Benjamin Rush, a signer of the Declaration of Independence and
surgeon general of the Continental Army, publishes a pamphlet enti-
tled “An Inquiry into the Effects of Ardent Spirits on the Mind and
Body” and pioneers the view of alcoholism as a medical rather than
moral problem.

1820s Studies of public welfare and mental illness recommend a general
shift from home care by families to institutional care in asylums, and
in the next decade asylums come under state authority.

1840s Washingtonian Societies promote the potential for self-reform and
foster the first residential treatment programs for inebriation.

1845 New York City establishes a police force, in part to deal with chronic
inebriates causing public disorder problems in the Bowery.

1852 President Franklin Pierce vetoes legislation to establish a federal
land-grant program to aid in the construction of asylums, thus mov-
ing the responsibility for mental health care to the states.

1890s Rescue missions and shelters provide outreach to homeless inebri-
ates and offer programs based on prayer, food, shelter, and work.

Commercial insurance companies begin to offer policies for specific
diseases, disability, accidents, and death. Most sickness benefits are
provided by small immigrant benefit societies and local chapters of
fraternal orders and unions, and only about a third of industrial work-
ers have them.

1906 The American Association for Labor Legislation is formed and be-
gins to advocate for health insurance.

1908 Nobel Prize winner Elie Metchnikoff’s work helps to develop the the-
ory of “autointoxication” related to narcotic dependence.

1913 The Rockefeller Institute creates the Bureau of Social Hygiene to
study substance abuse and its impact and role in society and on
criminality.

1914 The Harrison Narcotic Act leads to U.S. Treasury Department regu-
lations that the maintenance of addicts on narcotics to prevent with-
drawal would not be legitimate medical practice. Physicians who is-
sue prescriptions for that purpose are prosecuted.

1919 Congress ratifies the 18th Amendment to the Constitution, also known
as Prohibition.

1926 An independent body, the Committee on the Costs of Medical Care
(CCMC), is formed by prominent economists, physicians, and public
health specialists. Over 5 years, CCMC conducts research and pub-
lishes 27 studies on the costs and utilization of medical care.

continues on next page
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1930 President Herbert Hoover creates the Federal Bureau of Narcotics
within the U.S. Treasury Department, under the leadership of Harry
Anslinger. Until his retirement in 1962 at age 70, Anslinger supports
prosecution and incarceration and opposes community-based ser-
vices for addiction treatment.

1932 CCMC releases its final report, which calls for reductions in econom-
ic barriers to medical care and endorses the promotion of group prac-
tice and group payment for care. Not all CCMC members agree; an
editorial in the Journal of the American Medical Association and an
article in The New York Times denounce the proposals as socialized
medicine.

1933 Congress passes the 21st Amendment to the Constitution, repealing
Prohibition.

1935 Alcoholics Anonymous begins in Dr. Bob’s kitchen in Akron, Ohio.

The first formal drug treatment program opens at a U.S. Public Health
Service Narcotic Hospital in Lexington, Kentucky, and becomes a
major research and teaching center for the treatment of opiate addic-
tion.

1942 Yale Center for Alcohol Studies is established.

1945 The Knickerbocker Hospital in New York becomes the first hospital
to open an Alcoholics Anonymous (AA) ward for the treatment of
alcoholics.

1949 The National Institute of Mental Health (NIMH) is established as the
successor to the U.S. Public Health Service’s Division of Mental Hy-
giene, and alcohol and narcotics become part of its responsibilities.

1956 The American Medical Association (AMA) issues a statement declar-
ing that alcoholism is a disease.

1958 Synanon is founded in California and becomes the first therapeutic
community to provide residential treatment for heroin addicts.

1961 The Joint Committee on Narcotic Drugs of the American Bar Associ-
ation (ABA) and the AMA releases a report criticizing prosecution
and enforcement strategies and recommending more research on
drug treatment.

1962 The U.S. Supreme Court decision in Robinson v. California holds
that a state can establish a compulsory treatment program for nar-
cotics addicts and that such treatment can involve periods of involun-
tary confinement with penal sanctions for failure to comply.

1963 The Community Mental Health Centers Act provides the first federal
assistance for local treatment of addiction under the rubric of mental
illness. Prevention services were declared essential and made man-
datory for such centers to qualify for federal funds. The Act also lead
to the deinstitutionalization of patients in state hospitals.

Daytop Village, a second-generation therapeutic community, opens
in New York City.

BOX 3.2 Continued
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1964 The U.S. Congress creates the Military Medicare Program, later
called the Civilian Health and Medical Program of the Uniformed
Services.

1965 In his Great Society speech to U.S. Congress, President Lyndon
Johnson announces “unconditional war on poverty in America.” Sev-
en months later, he signs Medicare and Medicaid into law.

1966 Decisions in two U.S. Circuit Courts (Easter v. District of Columbia
and Driver v. Hinnant) rule that public intoxication is an involuntary
consequence of the illness of alcoholism and that incarceration for
an involuntary behavior is not permissible.

The Narcotic Addict Rehabilitation Act is passed, allowing judges
and prison officials to refer narcotics-addicted probationers and pris-
oners to the Lexington and Ft. Worth treatment facilities as part of
their sentence.

1967 Reports from the U.S. and District of Columbia Crime Commissions
and the Cooperative Commission of the Study of Alcoholism con-
clude that criminal law is an “ineffective, inhumane, and costly de-
vice” for the prevention and control of alcoholism, including public
drunkenness.

1968 The U.S. Supreme Court decision in Powell v. Texas upholds a con-
viction for public intoxication, but a majority of justices hold that alco-
holism is a disease and that involuntary drinking is a symptom of the
disease.

Alcoholics are excluded from 60 percent of general hospitals, and 40
percent of Blue Cross plans explicitly exclude coverage for alcohol-
ism treatment.

Hospital chains and multihospital systems begin to appear.

1969 Senator Harold Hughes, a freshman senator and former governor of
Iowa who is in recovery, chairs public hearings on the extent and
effects of alcoholism.

The ABA and the AMA issue a joint statement, “Principles Concern-
ing Alcoholism,” that urges state governments to stop handling alco-
holism as a criminal offense.

1970 Congress adopts the Comprehensive Alcohol Abuse and Alcoholism
Prevention, Treatment and Rehabilitation Act (Hughes Act) authoriz-
ing federal funding for the treatment and prevention of alcoholism
and creating the National Institute on Alcohol Abuse and Alcoholism
within NIMH.

The Comprehensive Drug Abuse Prevention and Control Act of 1970
(Controlled Substances Act) authorizes the diversion of drug-involved
offenders from the criminal justice system into drug abuse treatment
and becomes the first legislation to specify a role for physicians in drug
treatment.

1971 President Richard M. Nixon declares “war on drugs” as a response

continues on next page
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to public concern about drug-related crime in urban areas and grow-
ing drug use among adolescents and young adults.

President Nixon announces “a new national health strategy” and calls
on the Congress to establish planning grants and loan guarantees
that would help increase the number of health maintenance organi-
zations (HMOs). At the time 30 HMOs were in operation, and the
administration’s goals were to create 1,700 HMOs by 1976 and to
see 90 percent of the population in HMOs by the end of the decade.

The RAND Corporation begins the Health Insurance Experiment,
which studies different ways of financing medical care until 1988.

1972 Wisconsin becomes the first state to require insurance coverage for
inpatient treatment of alcoholism. Illinois, Massachusetts, Minneso-
ta, and Washington State follow in 1974.

The Drug Abuse Office and Treatment Act of 1972 establishes the
Special Action Office for Drug Abuse Prevention (SAODAP) in the
Executive Office of the President. Headed by Jerome Jaffe, M.D.,
SAODAP coordinates the first federal funding for drug abuse treat-
ment through the TASC (Treatment Alternatives to Street Crime)
model with programs in Wilmington, Delaware, and Philadelphia,
Pennsylvania.

1973 The Drug Enforcement Administration is established to control sup-
ply and enforce the regulation of controlled substances.

The U.S. Congress passes the HMO Act, requiring businesses with
more than 25 employees to offer at least one qualifying HMO as an
alternative to traditional insurance. Uncertainty about which plans
would qualify leads to delays by employers in offering them, whereas
hospitals and physicians largely view HMOs as competitors and op-
pose them.

1974 Reauthorization of the Hughes Act supports a reorganization and the
development of separate and independent federal institutes for alco-
holism, drug abuse, and mental health within the Alcohol, Drug Abuse
and Mental Health Administration.

Model legislation known as the Uniform Alcoholism and Intoxication
Treatment Act (Uniform Act) calls for a coordinated network of servic-
es to ensure that service boundaries do not prevent access to needed
care. By 1981, 34 states have passed a version of the legislation.

The Employee Retirement Income Security Act is enacted, exempt-
ing self-insured employers from state mandates.

The National Health Planning and Resource Development Act es-
tablishes about 200 Health Systems Agencies to be run by boards
with consumer representatives.

1978 The U.S. Congress authorizes law enforcement agencies to seize the
assets of drug dealers, including money, real estate, and vehicles.

Congress amends the HMO legislation to increase federal aid for
HMO development after it is found that hospital expenses for federal

BOX 3.2 Continued
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employees in Kaiser HMO plans are one-third the national average.
By mid-1979 there are 217 HMOs with a total enrollment of 7.9 mil-
lion people, about 4 percent of the U.S. population.

The President’s Commission on Mental Health, chaired by Rosalynn
Carter, releases a report calling for a broader view of mental health
that would include social and community supports, attention to un-
derserved groups, change in the insurance structure to increase ac-
cess to care, and better measures of the prevalence of behavioral
health disorders in the United States.

1980 The U.S. Public Health Service releases measurable objectives for
improving national health status, risk reduction, and health services.
Now known as Healthy People 2000, this initiative helps to form a
national consortium of public agencies and professional organizations.

1981 The Omnibus Budget Reconciliation Act creates the Block Grant Pro-
gram, which combines federal funding streams in an attempt to im-
prove efficiency, reduce redundancy, and eliminate burdensome re-
porting requirements. The Alcohol, Drug Abuse, and Mental Health
Services Block Grant represents a cut of 26 percent, compared with
a 12 percent cut overall.

The National Association of Insurance Commissioners adopts a mod-
el benefit for alcoholism treatment with 30 days of inpatient care and
30 outpatient visits per year.

After several large mergers, three-quarters of the beds in for-profit
hospital chains are operated by three companies (HCA, Humana,
and American Medical International).

1984 The Crime Control Act increases federal mandatory minimum sen-
tencing provisions for drug-related crimes.

The Justice Assistance Act of 1984 is passed, authorizing a criminal
justice block grant program to encourage local and state govern-
ments to address problems of drug-related crime and substance-
abusing offenders.

Studies by John Wennberg at Dartmouth University and Robert Brook
and colleagues at the RAND Corporation begin to show regional vari-
ations in medical care practice patterns, revealing the lack of scientific
evidence for much of the practice of medicine.

Mid-1980s Spending by employers on behavioral health services begins in-
creasing at a rate of 50 percent a year, primarily because of inpatient
care of adolescents and substance abusers in private psychiatric
hospitals. Managed behavioral health companies begin to emerge
as cost-saving alternatives to fee-for-service plans.

1986 The RAND Corporation undertakes the Medical Outcomes Study, a
landmark 4-year longitudinal observational study that compares the
use of services, quality of care, and health outcomes of adult outpa-
tients in different practice settings, including a staff model HMO and
fee-for-service office-based practices.

continues on next page
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1988 The Anti-Drug Abuse Act mandates the creation of the Office of Na-
tional Drug Control Policy and stiffens penalties for drug possession.

Surgeon General C. Everett Koop issues a report stating that ciga-
rettes and other forms of tobacco are addictive.

1989 President George Bush appoints William J. Bennett as the first “drug
czar” of the new Office of National Drug Control Policy.

The first Drug Court is established in Miami. Also known as “Treat-
ment Court,” this is a program run by criminal justice programs to
treat addicted nonviolent offenders before trial. By 1996, more than
100 drug courts exist nationwide.

The Agency for Health Care Policy and Research is created by the
U.S. Congress as part of the U.S. Public Health Service, with a man-
date to conduct and fund research on the effectiveness of care and
treatment outcomes, to develop clinical practice guidelines, and to
disseminate research findings.

1992 The Alcohol, Drug Abuse, and Mental Health Administration (ADAM-
HA) Reorganization Act organizes its three research institutes (The
National Institute on Drug Abuse, the National Institute on Alcohol
Abuse and Alcoholism, and NIMH) under the National Institutes of
Health. The service components of ADAMHA are reorganized into
the Substance Abuse and Mental Health Services Administration, as
the Center for Substance Abuse Treatment, Center for Substance
Abuse Prevention, and Center for Mental Health Services.

1993 President Bill Clinton proposes The Health Security Act, which is
comprehensive health care reform with an emphasis on consumer
choice, report cards, outcomes research, and expanded coverage of
behavioral health. After a year of congressional hearings and other
legislative proposals, no legislation is passed.

1996 Congress debates legislative proposals for incremental health care
reform, and the Senate passes the Kassebaum-Kennedy bill on job-
to-job coverage with a provision advocating parity of mental health
coverage with medical coverage. The provision is dropped from the
final version of the bill passed by Congress and signed by President
Bill Clinton. House and Senate negotiators agree to a compromise
that requires parity for existing lifetime or annual limits, does not
mandate mental health services, does not include substance abuse
or chemical dependency, and exempts small businesses with 2 to 50
employees. The compromise version is passed as part of the annual
appropriations bill for the Departments of Housing and Urban Devel-
opment and Veterans Affairs.

SOURCE: Aaron and Musto (1981), Baumohl (1986, 1990), GAO (1995), Hewitt
(1995), Hutt (1967), Iglehart (1996), IOM (1990a), Kurtz and Regier (1975), Lewis
(1988), McCarty et al. (1991), Morrison and Luft (1990), Musto (1996), NIAAA
(1971, 1974); Pike (1988), President’s Commission on Mental Health (1978),
Room (1976), Scott et al., (1992), Smithers (1988), Starr (1982), and W. Bill (1957).

BOX 3.2 Continued
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Mental Health Services

Historical Overview

In 1996, when national legislation began to address parity of mental health
care coverage, the origins of mental health care in the United States seemed even
more distant. During the colonial era, however, individuals who had mental disor-
ders were jailed or placed in poorhouses (Hamilton, 1944). Dr. Benjamin Rush be-
gan a study of mental illness at Pennsylvania Hospital in 1800, and by the 1840s, 18
hospitals were exclusively devoted to caring for the mentally ill (Hamilton, 1944).

In 1834, at the urging of Dorothea Dix, the Massachusetts legislature voted
to make all indigent mentally ill individuals wards of the state. In 1890, the state
of New York passed a law requiring that all mentally ill individuals be moved out
of jails and poorhouses and into state hospitals, and other states passed similar
legislation (Bromet and Parkinson, 1992). By the turn of the century, most states
had established state-supported mental hospitals, and by the 1930s, nearly all state
mental hospitals had established outpatient clinics, partly to eliminate overcrowd-
ing and partly because of the growth in outpatient psychiatric services in those
years (Caton, 1984).

In 1946, Congress passed the National Mental Health Act, which created
the National Institute of Mental Health (NIMH), thus establishing the first fed-
eral responsibility for prevention, diagnosis, and treatment. In 1963, President
John Kennedy proposed the development of comprehensive community mental
health centers, which led to the passage of the Community Mental Health Cen-
ters (CMHC) Act of 1963. By 1980, there were more than 700 community men-
tal health centers across the country, reflecting a federal investment of more than
$1.5 billion (Bromet and Parkinson, 1992).

In 1977, President Jimmy Carter signed an executive order establishing the
President’s Commission on Mental Health. The commission made a total of 100
recommendations addressing community linkages, expanding services to
underserved populations, phasing down large state mental hospitals, and develop-
ing of a case management system (Bromet and Parkinson, 1992). One of the great
unintended consequences of the shift from state hospitals to community mental
health centers, given the lack of adequate resources, was an increase in the num-
ber of homeless mentally ill individuals.

Discredited and demoralized during the era of deinstitutionalization (dating
roughly from the 1963 CMHC Act and the 1965 enactment of Medicaid until
1980), public mental health and substance abuse systems have improved dramati-
cally in the past 15 years. Several forces and developments have contributed to
this change.

The Community Support Model and the Reagan Legacy

It is ironic that federal agency (NIMH) leadership during a time of presiden-
tial initiatives to limit the federal government was so crucial in improving public-
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sector mental health care. Yet this was clearly the case. The Community Support
Program (CSP) was a small demonstration effort in NIMH that had a significant
impact on improving public mental health care. CSP promoted guidelines that
urged a coordinated, community-based, long-term, and practical approach to car-
ing for serious mental illness and provided a new and relevant conceptual model
at a time when the field was searching for new solutions. Through a mix of na-
tional meetings and targeted demonstration grants aimed at implementing the
new model, CSP leveraged change in all the states.

President Ronald Reagan’s “new federalism” approach, emphasizing a dimin-
ished federal role in favor of state responsibility, was also a boon to the improve-
ment of public-sector programs. Mental health had fundamentally been a state
responsibility since the founding of asylums in the 19th century. Indeed, Presi-
dent Franklin Pierce’s veto of 1852 legislation to establish a land-grant program
aiding construction of asylums—as an unwarranted assumption of federal respon-
sibility—set the tone for the federal government’s role in mental health, and the
states picked up the slack.

Medicaid

An aggressive federal role had developed in the 1960s with CMHC and Med-
icaid legislation. Although both pieces of legislation would play a positive role in
improving public care in the long run, in the short term each undercut state re-
sponsibility. CMHC funding was channeled directly from the federal government
to local programs, bypassing state government and thus creating obstacles in the
way of states seeking to ensure community-based care for patients being discharged
from state hospitals. Sometimes, however, the CMHC was a state entity.

Medicaid was designed to be administered by the state welfare agency, since
at the time of its enactment this was the only relevant agency existing in every
state. This strategy also undercut the role of state mental health agencies, al-
though at first Medicaid had only a limited mental health benefit. But changes
around 1980 made both programs more relevant to the state mental health agen-
cies. President Reagan’s block grant approach gave the states control of the fed-
eral mental health block grant, albeit with a 26 percent cut in funding, and this
helped states better coordinate programs. At the same time, changes in Medicaid
to make it more relevant to the community-based care of seriously mentally ill
individuals—resulting from recommendations of the President’s Commission on
Mental Health in 1978—provided a viable source of funding for CSP programs.
As a result of the improved (CSP) service approach, better state coordination,
and targeted funding, public-sector care has steadily improved since 1980.

Alcoholism Services

In the United States, efforts to treat alcoholism began with the observations
of Dr. Benjamin Rush in 1785 (IOM, 1990a). The temperance movement grew in
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strength during the 19th century (Aaron and Musto, 1981; Rorabaugh, 1979),
and concern about inebriates led to informal and formal treatment systems. Wash-
ingtonian Societies, formed during the 1840s, promoted the potential for self-
reform and fostered the first residential treatment programs for inebriation
(Baumhol, 1986, 1990). In the 1850s and 1860s, formal publicly sponsored asy-
lums for the treatment of inebriation were proposed, but the few that opened were
frequently converted to institutions for the mentally ill (Baumhol, 1990). The
Massachusetts State Hospital for Dipsomaniacs and Inebriates, for example,
opened in 1893, but it was treating shell-shocked veterans of World War I by
1918 (Baumhol and Room, 1987). At the end of the 19th century, rescue mis-
sions and shelters provided outreach to homeless inebriates and offered programs
based on prayer, food, shelter, and work (Glaser et al., 1978; Stoil, 1987).

The most pervasive strategy for the treatment and control of inebriates, how-
ever, was arrest and jail (McCarty et al., 1991). New York City established a police
force in 1845, in part to deal with chronic inebriates causing public disorder prob-
lems in the Bowery (Murtagh, 1956). With the passage of the Volstead Act in 1919
and the imposition of Prohibition between 1920 and 1933, the control of alcohol
and alcohol abuse was fully relegated to the criminal justice system and the need for
formal treatment institutions dissipated (Aaron and Musto, 1981; IOM, 1990a).
Resources dedicated to alcoholism treatment were directed elsewhere.

Contemporary treatment systems for alcoholism and drug abuse therefore
began shortly after the repeal of Prohibition. In retrospect, the first programs were
more likely to be based on personal experience than scientific research. The
women and men who helped one another initiate and sustain a stable recovery
were guided primarily by trial and error. Born in June of 1935 in Dr. Bob’s kitchen
in Akron, Ohio, and gradually replicated in homes and meeting rooms all over
the United States (W., Bill, 1957), Alcoholics Anonymous (AA) meetings pro-
vided peer support for individuals seeking sobriety. The demonstrations of stable
recovery from alcohol dependence among individuals involved in AA encour-
aged a reevaluation of the social and medical processes used to intervene with
alcoholics and inebriates. Moreover, men and women in recovery began to advo-
cate for more humane treatment for alcoholics.

The scientific and medical basis for understanding and treating alcoholism
began with Jellinek’s work in the 1940s and the 1942 establishment of the Yale
Center for Alcohol Studies (IOM, 1990a). Formal treatment programs began to
develop in the 1940s and 1950s. Yale Plan Clinics tested outpatient strategies for
the treatment of alcoholism. AA meetings were held in mental health institu-
tions and prisons (W., Bill, 1957). The first hospital-based treatment services
were also developed. Bill W. (a co-founder of AA) recalled that in 1945 the
Knickerbocker Hospital in New York City became the first hospital to open an
AA ward for the treatment of alcoholics (W., Bill, 1957). In 1951, Boston estab-
lished a 300-bed rehabilitation program at Long Island Hospital for the treatment
of alcoholics; a 3-year follow-up study of 101 men found 12 of them to be sober
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and living independently (Myerson, 1956). Most hospitals were reluctant to ad-
mit alcoholics. Although the American Medical Association (AMA) recognized
in a 1956 policy statement that alcoholism was an illness that physicians and
hospitals could address (Committee on Alcoholism, 1956), an NIMH review dur-
ing the 1960s found that many hospitals actively discriminated against alcoholics
in admissions for health and psychiatric services (Plaut, 1967). Most chronic al-
coholics therefore were still cared for in the criminal justice system. The domi-
nant treatment intervention was arrest for public inebriation, detoxification in
the drunk tank, and a drying out period on the state farm.

Courts in major metropolitan areas were overwhelmed in processing arrests
for public intoxication (The President’s Commission, 1967). Advocates chal-
lenged state laws that permitted the arrest and incarceration of individuals for
chronic inebriation and appealed convictions for public intoxication. Decisions
in two U.S. circuit courts in 1966 (Easter v. District of Columbia and Driver v.
Hinnant) ruled that public intoxication was an involuntary consequence of the
illness of alcoholism and that incarceration for an involuntary behavior was not
permissible (Hutt, 1967; Kurtz and Regier, 1975; NIAAA, 1971; Room, 1976).

The stage was set for a U.S. Supreme Court decision in 1968 (Powell v. Texas).
Although the Court’s 5 to 4 decision upheld a conviction for public intoxication,
a reading of the majority and minority opinions indicated that a majority of jus-
tices held that because alcoholism is a disease, inebriation is an involuntary con-
sequence of the illness and, because homeless individuals cannot drink in private,
homeless alcoholics cannot be convicted of public intoxication (NIAAA, 1971).
The three court rulings drew attention to the lack of formal treatment systems for
alcoholism, encouraged the decriminalization of public intoxication, and stimu-
lated state and federal legislation that promoted the development of publicly
funded continuums of care for the treatment of alcoholism (McCarty, 1995).

At the federal level, Senator Harold Hughes, a freshman senator and former
governor of Iowa who was in recovery, chaired public hearings across the nation
during 1969 on the extent and effects of alcoholism; publicly recognized men and
women acknowledged their recoveries and testified to advocate for a national
program to address alcoholism and to develop more humane systems of care
(Hewitt, 1995). The Comprehensive Alcohol Abuse and Alcoholism Preven-
tion, Treatment, and Rehabilitation Act of 1970 (Hughes Act) was introduced
and sponsored by Senator Hughes and was signed into law by President Richard
M. Nixon as P.L. 91-616 after campaign supporters dissuaded his veto of the leg-
islation (Hewitt, 1995; Lewis, 1988; Pike, 1988; Smithers, 1988).

The Comprehensive Act is generally known as the Hughes Act and autho-
rized a federal infrastructure and federal funding for the treatment and prevention
of alcoholism. The act authorized the creation of the National Institute on Alco-
hol Abuse and Alcoholism (NIAAA) within NIMH, created a National Advi-
sory Council on Alcohol Abuse and Alcoholism to foster policy development,
required states to designate state alcoholism authorities, established federal for-
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mula grants for states to facilitate the creation of comprehensive state plans for
the treatment and prevention of alcoholism, mandated treatment and prevention
services for federal employees, encouraged hospitals to admit and treat alcoholics,
protected the confidentiality of patient records, and funded research.

Many credit the Hughes Act for the development of contemporary public and
private treatment systems for alcoholism and alcohol abuse (Hewitt, 1995; IOM,
1990a; Lewis, 1988). The 1974 (P.L. 93-282) and 1976 (P.L. 94-371) reauthoriza-
tions of the Hughes Act supported the development of independent institutes for
alcoholism, drug abuse, and mental health within the Alcohol, Drug Abuse, and
Mental Health Administration (ADAMHA) and authorized incentive grants to
encourage states to adopt the Uniform Act (Hewitt, 1995; Lewis, 1988).

The Uniform Alcoholism and Intoxication Treatment Act (Uniform Act)
was model legislation drafted to guide state reforms. The model act prohibited
prosecution of alcoholics solely because of alcohol consumption (i.e., it decrimi-
nalized public intoxication) and supported the development of a comprehensive
continuum of care to promote recovery from alcoholism; the initiative also cre-
ated a state authority to fund, regulate, and coordinate treatment and prevention
services and established a citizens’ advisory council (NIAAA, 1971). More than
two-thirds of the states (i.e., 34 states) fully implemented the provisions of the
Uniform Act (Finn, 1985). A review of the act’s implementation concluded that
the burden of public intoxication on the criminal justice system was dramatically
reduced and that a change in the health care delivery system occurred (Scrimgeour
and Palmer, 1976).

At the state level, the Uniform Act fostered the development of treatment
services and empowered a public authority to develop and regulate services
(McCarty, 1995). The legislation encouraged the development of community-
based treatment services and typically specified the creation of emergency detoxi-
fication services, short-term inpatient care, residential care in halfway houses,
and outpatient services. Voluntary treatment was emphasized. Implementation
differed in each state, and consequently, state systems for the treatment of alco-
holism vary substantially in structure, organization, and size.

In many states, men and women in recovery formed private, nonprofit, com-
munity-based organizations to operate the continuum of care specified in the
Uniform Act. State authorities used the grassroots activism to lobby for addi-
tional resources and build continuums of care that often relied on individuals
with personal histories of addiction and recovery to deliver care. Service systems
in many areas continue to reflect this history and highlight a persistent tension
between professional practitioners and experiential practitioners.

Drug Abuse Treatment

Passage of the Harrison Narcotic Act of 1914 marked a policy evolution from
reliance on informal social influences to the vigorous use of enforcement, pros-
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ecution, and incarceration to control the distribution, sale, and use of heroin and
cocaine in the United States (Courtwright et al., 1989; Musto, 1973). The act
requires legitimate manufacturers and distributors of narcotics to register, pay a
tax on transactions, and record all transactions. Federal enforcement agencies
interpreted the legislation as prohibiting the use of prescribed narcotics to main-
tain individuals dependent on opiates, and U.S. Supreme Court rulings in 1919
upheld the constitutionality of the legislation (King, 1953; Musto, 1973).

The unintended consequences were to inhibit the treatment of opiate and
cocaine abuse and dependence in medical settings, stifle development of treat-
ment services, and enhance the segregation of addiction treatment from medical
care (Jaffe, 1979; Schur, 1962). As a result, for much of the 20th century there
was little systematic effort to develop effective treatment options.

The only formal treatment programs for most individuals dependent on opi-
ates, cocaine, or marijuana were two U.S. Public Health Service Narcotic Hospi-
tals. Federal funding for programs for the isolation and rehabilitation of narcotic
addicts was authorized in 1929; the first hospital opened in Lexington, Kentucky,
in 1935, and a second, smaller program began in Fort Worth, Texas, in 1938
(Courtwright et al., 1989; Walsh, 1973). Most of the hospitalized individuals were
sentenced to the facilities for drug crimes, but individuals could also voluntarily
commit themselves. Lexington was the major research and training center for the
treatment of opiate addiction

Many individuals (perhaps 90 percent or more), however, relapsed quickly
after release (Courtwright et al., 1989; Schur, 1962). The poor outcomes were due
in part to a lack of community-based aftercare and follow-up services (Walsh,
1973). The institutions were maintained, despite high relapse rates, because the
hospitals were effective at removing and isolating addicts from their communi-
ties. Harry J. Anslinger, the director of the Federal Bureau of Narcotics from the
time of its creation in 1930 until his retirement at age 70 in 1962, strongly sup-
ported prosecution and incarceration for individuals with addictions and opposed
community-based services (Courtwright et al., 1989). Control of the two narcotic
hospitals was transferred to the Bureau of Prisons (Fort Worth in 1971 and Lex-
ington in 1974); elimination of the hospital function was consistent with in-
creased reliance on community-based services (Walsh, 1973).

Support for more humane policies and effective treatments emerged in the
late 1950s and early 1960s. The Joint Committee of the American Bar Associa-
tion and the American Medical Association on Narcotic Drugs (1961) released
an interim review of drug policies in 1958. The report critiqued prosecution and
enforcement strategies and recommended increased research, including establish-
ment of an experimental outpatient clinic that could potentially provide drugs to
addicts. A final report was released in 1961. In June 1962, the U.S. Supreme
Court ruled in Robinson v. California that prosecution of individuals simply be-
cause they were addicted to illegal drugs was cruel and unusual punishment; medi-
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cal treatment, not incarceration, was appropriate (Courtwright et al., 1989). New
treatment strategies also appeared during this embryonic period.

In 1958, Chuck Dederich, a recovering alcoholic, opened a residential treat-
ment program for heroin addicts known as Synanon (Courtwright et al., 1989;
Jaffe, 1979). Synanon did not accept public funds and was based to some extent
on the treatment strategies used by Maxwell Jones (1953), a British psychiatrist,
and on the AA model, using recovering addicts and group encounters to confront
residents to take responsibility and live without using drugs (Courtwright et al.,
1989; IOM, 1990b). Synanon demonstrated that recovery from heroin abuse was
possible and became the prototype for therapeutic communities.

Daytop Village, the first second-generation therapeutic community, began in
1963 with support from the city of New York and was designed to correct the
deficits that the founders identified in the Synanon model. Reentry to the home
community was planned, research on effectiveness was encouraged, staff included
professionally trained individuals, and many unorthodox practices were avoided
(interview with William B. O’Brien in Courtwright et al., 1989).

About the same time that Daytop Village opened, Vincent Dole and Marie
Nyswander began a program of research with heroin addicts at Rockefeller Uni-
versity. Dole and Nyswander administered various narcotics to addicts to assess
their effects. They found that individuals given methadone stabilized and that
their social and interpersonal functioning improved (interview with Vincent Dole
in Courtwright et al., 1989). Despite opposition from the Federal Bureau of Nar-
cotics, they continued their work and published their first research report in the
Journal of the American Medical Association (Dole and Nyswander, 1965). Metha-
done maintenance research programs began in 1965 with support from New York
City (Courtwright et al., 1989).

Replication and expansion of these early treatment initiatives were inhibited
until an infrastructure to support state and federal treatment systems developed
during the late 1960s and early 1970s. The Narcotic Addict Rehabilitation Act of
1966 (P.L. 89-793) created a federal program for the civil commitment to and
treatment of individuals dependent on narcotics and provided a framework for
the evolution of a federally funded drug treatment system during the early 1970s
(Besteman, 1992). NIMH consolidated the administration of research, training,
and treatment related to drug abuse in the Division of Narcotic Addiction and
Drug Abuse and funded community-based outpatient programs to provide assess-
ments and aftercare (Besteman, 1992). A 1968 census of drug treatment programs
identified 183 facilities (private and public) located primarily in urban areas of
the Northeast (Connecticut, Massachusetts, New Jersey, and New York), Mid-
west (Illinois), and the West Coast (California); most (77 percent) had opened
within the previous 5 years and reflected the influence of the Narcotic Addict
Rehabilitation Act (Jaffe, 1979).

The most important federal initiative was President Nixon’s declaration of a
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“war on drugs” (IOM, 1990b). Responding to concern about drug-related crime in
urban areas and to growing drug use among adolescents and young adults, Presi-
dent Nixon’s 1969 message to the U.S. Congress emphasized reduced access to
illegal drugs while supporting the need for treatment and prevention services
(IOM, 1995). The Comprehensive Drug Abuse Prevention and Control Act of
1970 (P.L. 91-513) legislatively clarified, for the first time since the passage of the
Harrison Act in 1914, the roles of physicians in the treatment of narcotic addic-
tion and authorized the secretary of the U.S. Department of Health, Education,
and Welfare to determine methods for treating addiction (IOM, 1995).

In June 1971, President Nixon issued an executive order creating the Special
Action Office for Drug Abuse Prevention (SAODAP) within the Executive Of-
fice of the President and appointed Jerome Jaffe, M.D., as the director (Besteman,
1992; IOM, 1990b; Jaffe, 1979). The Drug Abuse Office and Treatment Act of
1972 (P.L. 92-255) provided legislative authority for SAODAP; the legislation
also authorized direct funding for community-based treatment and formula grants
for state treatment systems if a state drug abuse treatment authority was desig-
nated and a state plan was submitted (Besteman, 1992). The legislation promoted
a coordinated federal strategy to reduce the incidence of drug abuse (IOM, 1995).

SAODAP implemented services quickly: the use of inpatient facilities was lim-
ited, unused inpatient capacity was converted to outpatient services, treatment
guidelines were issued, administrative costs were limited to 8 percent, and waiting
lists were purchased to dramatically improve access to community-based outpatient
and residential services (Besteman, 1992).

Under Dr. Jaffe’s leadership, the office participated in the development of
the 1972 federal methadone regulations and promoted the expansion of metha-
done treatment capacity (IOM, 1995). SAODAP purchased outpatient and resi-
dential services based on a “treatment slot” (i.e., “the projected utilization of ca-
pacity to deliver a given mix of services. . . to a population of clients” [Jaffe, 1979,
p.11]) rather than a more traditional fee-for-service model. Jaffe (1979) felt that
this approach encouraged flexible care for the clients based on their individual
needs and discouraged incentives to maximize revenues from each client through
the provision of more services. From the beginning, therefore, publicly funded
drug abuse treatment programs were organized and financed by using reimburse-
ment and administrative structures that differed from those used by the rest of
medical services.

The federal infrastructure evolved rapidly. In 1971, the creation of NIAAA
within NIMH and advocacy from the alcoholism treatment field for an identity
separate and distinct from that of mental health fostered interest in reorganiza-
tion of the federal authorities for mental health, alcoholism, and drug abuse.
ADAMHA was formed (P.L. 93-282) in 1974, and three separate institutes were
created: NIMH, NIAAA, and the National Institute on Drug Abuse (NIDA)
(Besteman, 1992; Lewis, 1988). The director of SAODAP, Robert DuPont, M.D.,
became the first director of NIDA (Besteman, 1992; IOM, 1990b).
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NIDA consolidated federal funding for services into grants to states rather
than direct funding for service providers, and the states were encouraged to de-
velop treatment systems (Besteman, 1992; IOM, 1990b). New federal awards re-
quired a transition of support to state funding and stimulated increased state ap-
propriations for the treatment of drug abuse (Besteman, 1992). Federal funding
and oversight declined throughout the 1970s, and NIDA increasingly emphasized
biomedical research (IOM, 1990b).

Federal funding and oversight for the treatment of alcoholism, drug abuse,
and mental illness declined most dramatically in 1981 when the Omnibus Budget
Reconciliation Act (P.L. 97-35) combined funds from direct project grants and
state formula grants into the Alcohol, Drug Abuse, and Mental Health Services
Block Grant (Lewis, 1988; McCarty, 1995). Total funding was reduced 26 per-
cent, but reporting requirements that were perceived as burdensome to the states
were eliminated (IOM, 1990a; GAO, 1995). Treatment advocates perceived the
reduction of federal support for the treatment and prevention of alcoholism, drug
abuse, and mental illness as a major retreat, and the administrator of ADAMHA
stated publicly that the federal government was unlikely to resume its role in the
treatment of alcohol and drug abuse (Lewis, 1982).

In a period of less than 20 years (1964 through 1981), alcohol and drug abuse
treatment services incubated in NIMH and community-based mental health cen-
ters. After brief developmental periods in separate federal institutes, they were
transitioned to states to grow into treatment systems that reflected the unique needs
and personalities of the states, and these services varied substantially among the
states. Three separate treatment systems evolved with federal support and incen-
tives, because (1) alcoholism and drug abuse treatment were not integrated with
medical or psychiatric care, (2) drug abuse and crime policies frequently overlapped,
and (3) there was strong advocacy for autonomy in the alcoholism treatment field.

Ultimately, the funding reductions associated with the implementation of
the Alcohol, Drug Abuse, and Mental Health Services Block Grant may have
facilitated integration of alcoholism and drug abuse treatment systems in many
states. The cutbacks required program consolidations and, even if it was not im-
mediate, created pressures that weakened many services and encouraged the even-
tual combination of treatment systems. At the same time, the men and women
seeking treatment were increasingly likely to report abuse of both alcohol and
other drugs.

Block grant requirements emphasized an increased capacity for the treatment
of drug abuse and priority access to treatment for pregnant women abusing drugs
and injection drug users (GAO, 1995). In many states, the best source of addi-
tional capacity was a strong alcoholism treatment system. Consequently, during
the 1980s, state authorities for alcoholism and drug abuse were combined, and
treatment services for alcoholism and drug abuse began to be fully integrated.
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Criminal Justice System

Background

As just described, a unique relationship has developed between the criminal
justice system and the public addiction treatment system. During the 1960s and
1970s the numbers of crimes related to illegal drug use increased dramatically.
The drug of abuse of most concern to politicians and policymakers was heroin,
which had been shown to be related to highly recidivistic criminal behavior, par-
ticularly income-generating property crimes. Thus, programs were born to inter-
rupt the drug-crime cycle.

During the 1980s the drug of abuse among offenders shifted from heroin to
cocaine, and by the late 1980s crack cocaine had become a major concern. Re-
search such as the National Institute of Justice’s Drug Use Forecasting (DUF)
project, begun in the 1980s, showed alarmingly high rates of substance abuse
among offenders nationwide (IOM, 1990b, 1996). With the simultaneous increase
in the human immunodeficiency virus infection rate among intravenous drug
abusers, efforts to direct treatment resources to the criminal justice population
intensified. At the same time, criminal penalties related to drug abuse increased
nationwide, mandatory minimum prison sentences were imposed and increased
for drug-related crimes, and many drug misdemeanors were upgraded to felonies
(IOM 1990b, 1996). By the end of the decade, the criminal justice system was
flooded with substance-abusing offenders.

Another factor that has added to the pressure on the treatment system is the
increasing interest of public policymakers in addressing the toll of drunk driving on
society. This has led to the development of specialized intervention and referral
programs that mandate drivers convicted for driving under the influence to invol-
untarily participate in treatment programs. Jurisdictions vary in the degree to which
courts use referrals for evaluation and treatment and in the use of treatment as a
sentencing option (IOM, 1990a).

Extent of the Problem

The National Institute of Justice’s DUF report on adult and juvenile arrestees
provides drug use information for those arrested or detained for committing crimes.
DUF data indicate that nationally in 1994, 69 percent of males and 72 percent of
females tested positive for an illicit drug at the time of arrest (NIJ, 1995). These
rates are significantly higher than the current use data reported in the National
Household Survey on Drug Abuse, which report 7.9 percent for males and 4.3
percent for females (SAMHSA, 1996).

The Center for Substance Abuse and Treatment (CSAT) has also provided
funding for technical assistance to individual states for studies of drug use by their
incarcerated populations. Recent studies conducted by the Criminal Justice Policy
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Council, State of Texas, and the Illinois Department of Alcoholism and Sub-
stance Abuse and Illinois Department of Corrections have found similar high
rates of illicit drug use among inmates entering state correctional systems. In
Texas, 34.7 percent of male inmates and 43.8 percent of female inmates reported
that they had used illicit substances in the month before being incarcerated. In
Illinois, 65.6 percent of male inmates and 62.4 percent of female inmates indi-
cated that they had used illicit drugs in the month before being incarcerated.

Treatment

The Bureau of Justice Statistics has reported that inmates sentenced for drug
offenses accounted for 54 percent of the federal prison population in 1990 and
over 20 percent of the total state prison population in 1991 (BJS, 1992). Treat-
ment programs based in prisons are most often therapeutic communities, which
operate in varying degrees of separation from the general prison population, and
12-step approaches are also found (IOM, 1996).

Because of the numbers of persons addicted to drugs who are arrested for
drug-related crimes, the public sector has developed a variety of treatment pro-
grams designed to serve addicted nonviolent offenders. These programs may be
operated as pretrial drug courts, the programs may be alternatives to incarcera-
tion, or they may be treatment programs operated within correctional institu-
tions. Funding for some of these programs is available through the Substance
Abuse Prevention and Treatment Block Grant, and for others through CSAT’s
discretionary funds. CSAT has also provided technical assistance to support the
development of state correctional treatment plans. The goal of these programs, in
addition to the treatment of addiction, is to remove a substantial number of people
from jails and prisons to relieve overcrowding, although an unintended conse-
quence is to increase the pressure on community-based programs.

Most of the treatment of drug-involved offenders takes place in community-
based settings as an alternative to incarceration or as a condition of parole or
probation (IOM, 1996). The best-known example is Treatment Alternatives for
Special Clients (formerly known as Treatment Alternatives to Street Crimes),
which is found in more than 25 states. In general, programs that link treatment to
parole and probation produce favorable results (Chavaria, 1992; IOM, 1996; Van
Stelle et al., 1994).

Researchers have found that drug treatment is less expensive than the alter-
natives, including incarceration, probation, and drug control strategies and costs
less than the costs of crime and lost productivity associated with untreated addic-
tion (Gerstein et al., 1994; IOM, 1996). A RAND Corporation study analyzed
the costs required to achieve a 1 percent reduction in cocaine usage by comparing
treatment (demand control) with three strategies for controlling the supply: do-
mestic enforcement, interdiction, and source country control. At a cost of $34
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million, treatment was the least expensive, with the costs of the other strategies
ranging from $250 million to $800 million (Rydell and Everingham, 1994).

Implications for Managed Care

The result of criminal justice system involvement with treatment for addic-
tions is that a number of people are mandated to attend treatment programs for a
specified amount of time. These models are consistent with a sentencing rather
than a medical or a clinical necessity approach. This situation places require-
ments on programs to serve clients for a minimum period of time, which is often
unrelated to the client’s medical need or clinical progress. Nonetheless, the re-
quirement exists, and compliance is necessary for the offender to complete his or
her obligation to the court.

Consistent with national trends, some health care in prisons is provided un-
der contract with independent managed care organizations. Although specialty
behavioral health companies are not yet contracting with prisons, the committee
believes that it should be possible to provide appropriate substance abuse treat-
ment within the criminal justice framework. Planning should involve the crimi-
nal justice and the addiction treatment experts and must address the lack of fit of
the managed care principles with the current structure of the criminal justic sys-
tem.

Employee Assistance Programs

The field of employee assistance programming began in the mid-1930s, coin-
ciding with the founding of AA. Major corporations such as the New England
Telephone Company, Western Electric Company, E. I. DuPont de Nemours &
Company, Eastman Kodak Company, and Illinois Bell Telephone Company rec-
ognized the negative impact that alcoholism had on employee productivity
(Presnall, 1981). These companies chose to develop programs that encouraged
the use of AA, which was at that time referred to as occupational alcoholism
programming or occupational programming. In the beginning of the field of em-
ployee assistance programming, the primary focus was on dealing with the em-
ployed alcoholic; however, employers such as Caterpillar Tractor Company and
DuPont also addressed mental health problems (Presnall, 1981).

Several events over the next 20 years began to establish a foundation for the
field. The Yale (later Rutgers) Center for Alcohol Studies was founded in 1942, and
in the 1950s, along with the National Council on Alcoholism, collected and dis-
seminated information on effective programs in different companies (IOM, 1990a).
The passage of the Hughes Act in 1970 created the single most important influence
on the growth of the field of employee assistance programming. The Hughes Act
established NIAAA, which included the Occupational Programs Branch. In 1972,
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the Occupational Programs Branch provided funding for each state in the country
to hire two professionals known as occupational program consultants.

The occupational program consultants received extensive training and were
charged with influencing the growth of employee assistance programs (EAPs)
within the states that they represented. As a result, hundreds of EAPs were formed,
typically with public agencies providing services to employers. The first profes-
sional association for those working within the field was founded during this pe-
riod of growth. The Association of Labor-Management Administrators and Con-
sultants on Alcoholism later became the Employee Assistance Professionals
Association (EAPA), as it is known today (EAPA, 1996).

The 1980s brought about the evolution of the private-sector side of the EAP
field. Individuals who had been trained in the public sector began moving to the
private sector and established private companies to serve employers. The number
of employers contracting for EAP services grew at a rapid pace during this decade
as employers realized that they had to deal effectively with mental health and
substance abuse problems to be competitive in the marketplace. During the 1980s,
EAPA led an effort to establish the principal credential for professionals within
the field, called the certified employee assistance professional. By 1996, the num-
ber of certified employee assistance professionals had grown to more than 4,000
(EAPA, 1996).

In the 1990s, the EAP field experienced the same kinds of transitions as other
sectors in the health care industry. The public-sector EAP effort began to dimin-
ish as public funding decreased, and employers began to debate whether to have
internal programs or to contract those services out to external vendors. The ac-
quisition of local and regional companies offering EAPs began to take place as
delivery systems began consolidating. Employers began to ask for “integrated ser-
vices,” referring to the linkage of EAPs  with managed care services. This integra-
tion creates system efficiencies and avoids the potential for overlap of services.
Employers also began seeking the consultation of employee assistance profession-
als on a multitude of issues such as stress, violence, change, child and elder care,
disability management, regulatory compliance, financial and legal matters, and
critical incidents (EAPA, 1996).

For more than 60 years, the EAP field has grown from a simple approach of
assisting major employers in dealing with their employees with alcohol problems
to a sophisticated approach of servicing the employer as a consultant in the work-
place on a wide array of behavioral issues. EAPs  maintain a set of core technolo-
gies, and on this foundation, it has become recognized as a critical component in
the effective management of difficulties of employees and reducing the impact of
these problems on workplace productivity.

SUMMARY: SYSTEM INTEGRATION

Currently, state and federal budget reductions are again creating pressures
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and incentives to integrate services. By now, many states have initiated integra-
tion of the state authorities for mental health and substance abuse. Although
state agency integration is primarily an issue of merging staff and reducing dupli-
cation, in most states, the mental health and substance abuse treatment systems
are still distinct and separate. Thus, differences in patient populations, organiza-
tional cultures, programmatic philosophies, and funding mechanisms will con-
tinue to inhibit full integration for some time.

We are in the process of moving ultimately toward
integrated delivery systems. We have a long way to go to
get there. It may take seven to ten years for that to occur.

Robert Valdez
Deputy Assistant Secretary for Health, Department of Health
and Human Services
Public Workshop, April 18, 1996, Washington, DC

The IOM (1996) report on the future of primary care has called for the devel-
opment of models of coordinated, integrated care, including better integration
among mental health and primary health care professionals. Studies of existing
models would help to identify the best practices in the coordination of all care,
particularly primary and behavioral health care. Carved-out behavioral health
services do not necessarily lead to poor coordination of care or to coordination
poorer than that in a fee-for-service system. However, the separation of primary
care and behavioral health care systems brings risks to coordination and integra-
tion that may not be in the best interest of patients and consumers.
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4

Structure

Structural measures of quality refer to the resources and capacity of a delivery
system to deliver care, including the qualifications of practitioners, the na-

ture of the services and facilities, and certain organizational factors. For practitio-
ners, structural information concerns specialty, licensure, and certification, as well
as practice style and setting. The chapter begins with a discussion of these practi-
tioner issues. For facilities and institutions, structural measures include services,
size (e.g., number of patients served), location (e.g., number of clinics), licensure
and accreditation status, and physical characteristics, such as computer capacity.
Traditionally, structural information provides the foundation for quality assur-
ance and accreditation programs.

Analysis of the structure of the behavioral health care service systems re-
quires a review of both public and private service systems for both substance abuse
and mental illness. As discussed in Chapter 3, the behavioral health delivery sys-
tems involve a complex combination of public and private financing as well as
public and private practitioners of care. Public-sector services are financed either
with state and federal appropriations or through Medicaid and Medicare cover-
age, which are discussed first. Next, the public service systems for substance abuse
and mental health are examined. Private systems of care have different structures
but coexist and often overlap with public-sector services. Workplace service sys-
tems (e.g., employee assistance programs [EAPs]) and managed behavioral health
care strategies, which have had a stronger influence in the private sector, are also
reviewed.

Federally supported service systems developed by the U.S. Department of De-
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fense (DOD) and the U.S. Department of Veterans Affairs (VA) share characteris-
tics of both the private- and public-sector systems of care but represent separate and
distinct service systems. Finally, service systems for distinct populations are exam-
ined: children, the elderly, Native Americans, and consumers in rural areas.

PRACTITIONER ISSUES

In the field of mental health, training tends to follow a professional, medical
model, and state licensing, formal advanced education, and other credentials are
typically required for reimbursement. The field consists of several types of profes-
sionals, including psychiatrists, psychiatric nurses, psychologists, clinical social
workers, and marriage and family counselors. Many mental health treatments
(e.g., marital and family counseling, treatment of eating disorders or depression,
and group therapy) are offered by more than one type of professional. Medication
can only be prescribed by psychiatrists and other physicians, so they sometimes
provide medication management while other practitioners provide therapy and
counseling. Relatively few health professionals are cross-trained as substance abuse
treatment professionals, although this is beginning to change (Josiah Macy Jr.
Foundation, 1995).

Substance abuse practitioners include individuals in all of the mental health
practitioner categories, as well as substance abuse counselors. Originally, most
substance abuse counselors were former substance abusers, because counseling
others was seen as an integral part of the recovery model and process. Over the
years, many people who are not in recovery have also entered the field. Currently,
there is a growing emphasis on credentialing for all substance abuse counselors,
and the number of hospital-based treatment units has increased substantially
(SAMHSA, 1993). In general, the counseling approach relies on a recovery model
and community-based self-help. Counselors are discussed further in a later section
of this chapter, Drug Treatment.

Table 4.1 provides an overview of the credentialing involved for all practitio-
ners involved with mental health and substance abuse problems. In managed care
networks, an estimated 20 percent of practitioners are psychiatrists, 40 percent
are psychologists, and 40 percent are social workers (Iglehart, 1996). The com-
mittee is aware of competition and tension among these types of practitioners for
philosophical reasons that are largely beyond the scope of this report. However,
the committee is not aware of any evidence from outcomes research that any one
category of behavioral health practitioner is more or less effective than any other
type of practitioner. Moreover, treatment philosophies and strategies vary sub-
stantially within professions, as well as across practitioner types, so research would
need to take these differences into account.
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TABLE 4.1 Profiles of U.S. Practitioners in Behavioral Health Care

Professionals  Responsibilities Workforce Population

Employee Assistance
Professionals (EAPs)
(EAPA, 1996)

Marriage and Family
Therapists (AAMFT, 1996)

Nurses (ANA, 1996a, b)

Physician Assistants (AAPA,
1996; NCCPA, 1996)

Primary Care and Other
Physicians  (AAFP, 1996;
ASAM, 1994)

Counsel employees on personal
issues such as health, marital
and emotional stress, and
drug abuse, which can
adversely affect job
performance

Counsel people with marital and
family issues, as well as those
with anxiety, depression, and
conduct disorders

Provide care, treatment, and
other services, including
prevention services, to all
patients, including those with
mental illnesses or substance
abuse problems

Provide support and assistance
in the medical care of
patients, ranging from
surgical assistance to minor
diagnostic services

Provide diagnostic, treatment,
and prevention services for
patients with substance abuse
problems and addiction,
depression, anxiety disorders,
and other behavioral
problems

Approximately  30,000-35,000
EAPs

More than 4,000 have become
certified employee assistance
professionals

Approximately 50,000 marriage
and family therapists

Approximately 2.2 million
registered nurses (RNs)

An estimated 1.9 million RNs
An estimated 19,145 RNs are

state-certified psychiatric and
mental health nurses

Approximately 25,700 certified
physician assistants (PAs)

Approximately 2,790 American
Society of Addiction
Medicine (ASAM)-certified
physicians in addiction
medicine; most physicians
certified by ASAM are
psychiatrists, with a few from
family and internal medicine
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Licensing and Credentialing Practice Settings Additional Information

Employee Assistance
Professional Association
(EAPA) provides
certification of EAPs

Various states (37) offer
licensing, but there is no
standardized licensing exam
or certification

American Association for
Marriage and Family Therapy
(AAMFT) is lobbying all 50
states to establish
standardized licensing and
certification regulations for
marriage and family
therapists

National Council of State
Boards of Nursing licenses
RNs and licensed practical
nurses (LPNs) administered
through state licensing
boards

American Nurses Credentialing
Center certifies nurses in
approximately 20 different
areas, including addiction
and mental health

Each state licenses PAs through
the certification examination
offered by the National
Commission on Certification
of Physician Assistants

ASAM offers a non-American
Board of Medical Specialties
(ABMS) board certification
in addiction medicine to its
members; encourages other
ABMS boards and the
American Medical
Association to consider
offering certification in
addiction medicine

American Academy of Family
Physicians offers training in
substance abuse treatment
and prevention

Workplace

Hospital, private (solo or group)
practice, public clinic, and
academia

Hospital, private (solo or group)
practice, public clinic,
managed care, military,
Veterans’ Affairs (VA),
correctional facility,
academia, and home care

Hospital, private (solo or group)
practice, public clinic,
managed care, military, VA,
correctional facility,
academia, and home care

Hospital, private (solo and
group) practice, public clinic,
managed care, military, VA,
correctional facility, and
academia

EAPs have no prescription-
writing privileges

20,000 EAP training programs

No prescription-writing
privileges granted

AAMFT has 76 accredited
training centers

Prescription-writing privileges
granted by state; only nurse
practitioners (MNS) are
usually granted such
privileges

Prescription-writing privileges
granted by state

Prescription-writing privileges
granted to all physicians
(MDs and DOs)

continues on next page
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TABLE 4.1 Continued

Professionals  Responsibilities Workforce Population

Psychiatrists (ABPN, 1996;
American Psychiatric
Association, 1996)

Psychologists (American
Psychological Association,
1995, 1996)

Social Workers (AASSWB,
1996)

Substance Abuse Counselors
(NAADAC, 1996)

Provide diagnostic, treatment,
and prevention services to
patients with mental illnesses
and disorders, including
substance abuse, through
counseling and medical
interventions

Provide assessment, treatment,
and prevention services to
patients with mental illnesses
and disorders and other
individuals seeking
counseling for a variety of
problems, including substance
abuse

Counsel people with marital and
family issues and behavioral
health problems and promote
access to social and
community-based services

Provide diagnoses, guidance, and
treatment for people addicted
to drugs, with an emphasis on
treatment of specific
addictions

Approximately 30,000 certified
psychiatrists

An estimated 1,067 are certified
in addiction psychiatry

An estimated 1,579 are certified
in child and adolescent
psychiatry

Approximately 69,800 licensed
and clinically trained
psychologists

An estimated 950 are certified
in substance abuse
psychology

Approximately 300,000 social
workers

Approximately 40,000-50,000
substance abuse counselors

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


STRUCTURE 127

Licensing and Credentialing Practice Settings Additional Information

National Board of Medical
Examiners licenses all
physicians through written
examinations taken three
times over the course of
medical school and residency
training

American Board of Psychiatry
and Neurology (ABPN) of
ABMS board certifies
psychiatrists

Certification of added
qualifications in addiction
psychiatry and child and
adolescent psychiatry is
offered through ABPN

Association of State and
Provincial Psychology Boards
licenses psychologists through
state licensing boards

American Psychological
Association offers
certification in several areas,
including substance abuse

American Association of State
Social Worker Boards
licenses social workers
through state licensing
boards

National Association of Social
Workers offers national
certification in various areas
of social work

Only six states and the District
of Columbia license alcohol
and drug abuse counselors

National Association of
Alcohol and Drug Abuse
Counselors offers
certification for those with
no undergraduate- and
graduate-level education;
beginning in 1997, all
counselors must have at least
a baccalaureate degree to be
certified

Hospital, private (solo or group)
practice, public clinic,
managed care, military, VA,
correctional facility, and
academia

Hospital, private (solo or group)
practice, public clinic,
managed care, VA,
correctional facility, and
academia

Hospital, private (solo or group)
practice, public clinic,
managed care, military, VA,
and  correctional facility

Hospitals, private practice,
public clinic, military, VA,
and correctional facility, and
home visits

Prescription-writing privileges
granted to all physicians
(MDs and DOs)

No prescription-writing
privileges granted, but
initiatives are under way to
granted limited privileges

No prescription-writing
privileges granted

No prescription-writing
privileges granted
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MEDICAID

Background

Medicaid is a public health insurance program jointly funded and adminis-
tered by federal and state governments. The Medicaid program was created in
1965 as part of the Social Security Act of 1965 to provide medical assistance for
eligible poor and low-income populations. Between 1967 and 1995 the number of
Medicaid recipients expanded from about 10 million to approximately 36.2 mil-
lion people, which represents a 262 percent increase (NIHCM, 1996). Depen-
dent children under age 21 accounted for almost half (17.6 million) of the total
Medicaid recipients in 1995, an increase of 80 percent since 1985. As of June
1995, 32.1 percent of the 36.2 million Medicaid recipients were enrolled in man-
aged care plans (HCFA, 1996a).

States administer the Medicaid program with guidelines and oversight by the
federal Health Care Financing Administration. Financing comes from state funds,
with the federal government providing a financial match based on a state’s per
capita income; the federal share ranges from 50 to almost 80 percent of the total
for individual states (GAO, 1991). State Medicaid funding has doubled since
1988 and by 1993 represented 20 percent of many states’ budgets (National Asso-
ciation of State Budget Officers, 1995).

Within federal guidelines, states can determine the type, amount, duration,
and scope of services and establish eligibility requirements and rates of payment.
To be eligible for federal funds, states must provide Medicaid coverage for most of
the individuals who receive federally assisted income maintenance payments, in-
cluding Aid to Families with Dependent Children (AFDC), Supplemental Secu-
rity Income (SSI), and for some Medicare beneficiaries. States also can choose to
provide Medicaid coverage for other “categorically needy” groups, such as aged,
blind, or disabled individuals and certain infants and women. Medicaid-eligible
children are covered by early and periodic screening, diagnosis, and treatment
program (EPSDT), which emphasizes preventive and primary care and which re-
quires comprehensive, periodic health assessments of physical and mental health
development.

States can expand Medicaid eligibility to include “medically needy” groups
such as children under age 18 or relatives of children other than parents caring for
Medicaid-eligible children. Another Medicaid eligibility option addresses those
individuals who have medical needs and expenses but may have too much in-
come to qualify as “categorically needy.”  In this eligibility option, medical or
remedial care expenses can offset excess income, allowing individuals or families
to “spend down” to Medicaid eligibility.

Medicaid costs depend on many factors, including the size of the eligible and
enrolled population, the utilization and availability of services, and the needs of
the population. Mandatory Medicaid services that cover mental health and sub-
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stance abuse care include inpatient and outpatient hospital services, home health
care services, nursing facility services, physician services, and EPSDT (Frank and
McGuire, 1996; Manderscheid and Henderson, 1995; NIHCM, 1996). An esti-
mated 15 percent of Medicaid funding goes to treatment for mental illness, in-
cluding skilled nursing facilities, intermediate care facilities, state psychiatric hos-
pitals, and general hospital psychiatric care (Taube et al., 1990). Medicaid
supports nearly one-third of community-based mental health programs and is
sometimes the only source of funding for community-based support and rehabili-
tation services (AMBHA and NASMHPD, 1995).

Administration of state Medicaid programs can be based in the health de-
partment or social service agency or in a separate agency, depending on whether
the state emphasizes eligibility, medical services, or financial accountability. Cost-
containment as the Medicaid agency’s primary goal can clash with the goals of
the public mental health and substance abuse treatment agencies as they seek to
maximize access to appropriate care for eligible individuals. Payment practices
and the level of collaboration among agencies vary across the states, but Medicaid
reform in the 1990s emphasizes managed care. A primary goal of Medicaid man-
aged care is to control the growth in Medicaid expenditures while extending ben-
efits to individuals who are uninsured.

Medicaid Reform Through Managed Care

The Congressional Budget Office estimates that Medicaid expenses will con-
tinue to increase at an annual rate of about 10 percent, reaching $260 billion by
the year 2000 (CBO, 1995). Faced with increases in the number of recipients and
the costs of their care, state and federal Medicaid officials have increasingly turned
to managed care to control costs, estimating a 2 to 10 percent savings over fee-for-
service care. The savings are projected to come from better coordination of care,
shifts from inpatient to outpatient care, and increased emphasis on preventive
care.

In 1991, 2.7 million (9.5 percent) of the 28.3 million Medicaid recipients
were enrolled in managed care plans. As of June 30, 1995, almost one-third of
Medicaid beneficiaries were enrolled in managed care plans (11.6 million of a
total of 36.2 million beneficiaries) (HCFA, 1996a). Table 4.2 shows the increase
in enrollments in Medicaid, as well as Medicare, from 1991 to 1995.

To implement Medicaid managed care initiatives, states can apply for one of
two waivers: 1115 waivers allow program flexibility to research health care deliv-
ery alternatives, and 1115(b) “freedom-of-choice” waivers allow managed care
delivery systems within specific guidelines. As of August 1996, 49 states have
received approval for waivers ranging from small-scale pilot programs to major
Medicaid managed care programs, as well as welfare reform projects (HCFA,
1996a). Most of the state initiatives offer acute care, limited benefits for a basic
plan and a carve-out for individuals with more intensive needs.
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To ensure the quality of Medicaid managed care, a Medicaid version of the
Health Plan Employer Data Information Set (HEDIS) was developed in coopera-
tion with the National Committee for Quality Assurance. Medicaid HEDIS was
released in February 1996, and it adapted the performance measures used by more
than 300 plans in the private sector. Medicaid HEDIS was incorporated into the
draft version of HEDIS 3.0, which was released for public comment in October
1996, and which integrates measures that are relevant to both publicly and pri-
vately insured populations.

MEDICARE

The Medicare program was created by the 1965 Social Security Act as a form
of universal health care coverage for all individuals who are age 65 and over and
who are eligible for Social Security. In 1972, Medicare was extended to cover
disabled individuals, who currently represent about 10 percent of the total Medi-
care population. Approximately 22 percent of the disabled individuals left the
workforce because of mental illness (Lave and Goldman, 1990).

All elderly and disabled Medicare beneficiaries are enrolled in Part A (hospi-
tal insurance), which is financed mainly through a payroll tax on earnings that
are covered under the Social Security Act (IOM, 1990). Beneficiaries may also
voluntarily enroll in Part B (supplementary medical insurance), which covers
physician services, including visits in the home, office, and hospital. Part B is
financed through a monthly premium that is deducted from the beneficiary’s So-
cial Security payment. The division between hospital and physician service cov-
erage is due to historical and political factors in the mid-1960s, and the Medicare
program was based on practices and structures in the private sector at that time,
particularly Blue Cross and Blue Shield (IOM, 1993).

TABLE 4.2 Medicaid and Medicare Total Populations and Number
Enrolled in Managed Care (MC) Plans, 1991–1995

Medicaid Medicare
Total MC Total
population population population MC population

Year (in millions) (in millions) (in millions) (in millions)

1991 28.3 2.7 34.9 2.2
1992 30.9 3.6 35.6 2.4
1993 33.4 4.8 36.3 2.6
1994 33.6 7.8 36.9 3.1
1995 36.2 11.6 37.6 3.8

SOURCES: HCFA (1991, 1992, 1993, 1994, 1995, 1996a) and HIAA (1996).
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Medicare has always paid for the evaluation of mental health problems, but it
has strict limits on the level of coverage and on the specialty practitioners eligible
for reimbursement (Lave and Goldman, 1990). Less than 3 percent of Medicare
spending goes to mental health (Frank and McGuire, 1996), and this does not
include the social support services and wraparound and enabling services such as
employment counseling and child care that other public-sector programs support.
However, expenses for mental health services have been rising faster than other
Medicare expenses (Frank and McGuire, 1996).

The total costs of the Medicare program approached $185.6 million in 1995
(HCFA, 1995), and federal policymakers have turned to managed care as a means
of controlling the increases in costs. As of December 1995, more than 10 percent of
Medicare recipients (4 million of a total of 37.6 million recipients) were enrolled in
managed care plans (HCFA, 1995) (see Table 4.2). During 1995, the number of
managed care plans serving Medicare recipients grew at a rate of more than 25
percent (HCFA, 1995). Nationally, 74 percent of beneficiaries have a choice of one
managed care plan, and 53 percent have a choice of two or more managed care
plans. The majority of Medicare beneficiaries who are enrolled in managed care
plans live in California, Florida, Oregon, New York, and Arizona (HCFA, 1995).

A Medicare version of HEDIS is under development by the Health Care
Financing Administration (HCFA) and the Kaiser Family Foundation. The new
system will adapt an existing reporting system that will minimize reporting bur-
dens and also standardize the measurement of quality across plans. Beginning in
1997, managed care plans serving Medicare beneficiaries will be required by
HCFA to submit data on the HEDIS measures that are relevant to Medicare.

SUBSTANCE ABUSE SERVICE SYSTEMS

Services for the treatment of alcoholism and drug abuse are provided in mul-
tiple settings: primary care and acute care facilities, mental health clinics, office-
based practices by individual practitioners, and specialty substance abuse treat-
ment programs (see Table 4.3). The National Drug and Alcohol Treatment
Utilization Survey (NDATUS) (recently renamed the Uniform Facility Data Set
[UFDS]) provides descriptive data on public and private specialty treatment pro-
grams. NDATUS began in 1976 as a census of publicly funded drug abuse treat-
ment programs and expanded to include alcoholism treatment services in 1979
(SAMHSA, 1995a). Currently, all public and private programs licensed or ap-
proved to provide treatment for alcoholism and drug abuse are surveyed, includ-
ing units in general hospitals, community mental health centers, and freestanding
residential and outpatient addiction treatment services; private practitioners and
group practices are generally not included in the census. The National Facility
Register was updated and expanded for the 1995 version of UFDS. At present
(August 1996), however, the most recent reports are based on data from the 1992
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TABLE 4.3 Types of Care in Substance Abuse Treatment

Type of Care Description

Detoxification services Detoxification services are designed to guard against
medical emergencies that often accompany withdrawal.
They frequently serve as the client’s introduction to the
rest of the publicly funded treatment system.

Inpatient hospital Inpatient hospital detoxification services are provided in a
 detoxification 24-hour, supervised medical (hospital) setting. Hospital

programs are generally more expensive than traditional
programs in a social setting, and research indicates such
programs are not generally necessary for less severe
cases. Therefore, these services are generally available to
publicly funded clients only when they have very
serious, life-threatening situations.

Freestanding, residential Inpatient social setting (nonhospital) detoxification
(nonhospital) detoxification services are provided in a 24-hour, supervised

(nonhospital) setting. This type of service is used most
frequently with publicly funded clients.

Outpatient detoxification Detoxification services provided in a day (rather than 24-
hour, supervised) setting. Infrequently used in the public
setting; research indicates that this service may be both
clinically effective and cost-effective for many clients.
However, this type of service may be too risky for
severely addicted patients.

Residential services Residential services are provided in a 24-hour non-acute
care setting. Each residential service setting may provide
a variety of clinical services such as individual and group
counseling.

Short-term residential services Short-term services are typically for 30 days or less. Short-
term services are usually provided to clients with
moderate to severe addiction levels.

Long-term residential services Long-term services are typically more than 30 days and
may include recovery homes or transitional living
arrangements such as halfway houses. Long-term services
are generally geared to men but are also used for special
populations, such as pregnant women and youth, who
are considered to be more difficult to treat.

Outpatient/ambulatory services Outpatient services generally include individual, family,
(non-intensive) and group counseling. Pharmacological therapies, such a

methadone treatment, may be used as an adjunct to
outpatient services.

Intensive outpatient services Services last 2 or more hours per day for three or more
days per week.

Methadone services Prescribed pharmacological services combined with
traditional outpatient counseling services. Methadone
clients are generally enrolled in programs for
considerable (multiple-year) lengths of stay.
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NDATUS and estimate that 944,880 men, women, and adolescents were in care
in 11,316 treatment programs on September 30, 1992 (SAMHSA, 1995a).

The 9,307 facilities that responded to the 1992 survey included 1,650 (17.7
percent) privately funded programs and 332 (3.6 percent) programs within vari-
ous federal entities (Bureau of Prisons = 73, DOD = 59, VA = 128, and Indian
Health Service = 108) (SAMHSA, 1995a). The majority of the respondents were
community-based agencies that receive funding from federal, state, or local gov-
ernment (n = 7,325, 78.7 percent). An additional 2,009 agencies were reported as
nonrespondents and may include a disproportionate share of private agencies.
Nonetheless, it is clear that publicly funded service practitioners predominate in
the specialty system for the treatment of alcohol and drug dependence.

More than half of the facilities (56.2 percent) were either freestanding outpa-
tient programs (n = 4,923; 43.5 percent of the respondents) or community-based
mental health centers (n = 1,440; 12.7 percent). These two types of outpatient
services reported treating 69.2 percent of the patients in care (freestanding =
506,774; community mental health center 146,941). About 15 percent of the re-
spondents were general hospitals (n = 1,181) or specialized hospitals (n = 547),
and together these served 118,598 patients (12.5 percent). Residential programs

TABLE 4.3 Continued

Type of Care Description

Outreach services The goal of outreach programs is to get clients into
treatment. Most programs are aimed at special identified
populations such as court-adjudicated clients or clients
with small children.

Prevention services Prevention services are aimed at the general population.
Some programs are targeted at high-risk groups, such as
low-income youth or school dropouts. Programs include
a broad range or services such as education, self-esteem
enhancement, and the provision of alternative activities.

Wraparound or enabling Wraparound or enabling services are loosely defined as
ancillary services that make it easier for the client to
access and stay in treatment or to obtain better
outcomes upon discharge from treatment. Examples may
include housing assistance, child care, transportation,
and employment counseling. In many cases the services
are provided within the treatment agency.

EAPs EAPs attempt to solve alcohol- and other drug-related
problems in the workplace. EAPs contain five elements:
(1) detection of decrements in job performance, (2)
constructive confrontation, (3) referral process, (4)
ongoing contact with treatment facility, and (5)
intolerance to drug abuse in the workplace.

xxx
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(halfway houses, recovery homes, and residential treatment in therapeutic com-
munities) included 2,474 facilities (21.9 percent) and provided care to 87,494
individuals (9.2 percent). The remainder of the facilities were either correctional
programs (n = 312) with 30,658 clients or unknown practitioner types (n = 439)
serving 54,413 individuals. Most of the facilities were small, independent agen-
cies; nationally, the mean caseload per facility was 83.5 clients.

The extensiveness of the treatment systems varies substantially from state to
state; more than 500 separate services in each of 4 states with large urban centers
responded (California = 1,186; New York = 1,001; Michigan = 583; and Florida =
560) and less than 50 programs in each of 13 smaller states responded (Vermont =
17; Idaho = 25; Montana = 29; Alaska = 34; New Hampshire = 40; West Virginia
= 40; Wyoming = 40; North Dakota = 41; South Dakota = 43; Delaware = 44;
Alabama = 47; Arkansas = 48; and Hawaii = 48). A calculation of the number of
clients per capita suggested that nationwide there were 432 clients per 100,000
population; nine states and the District of Columbia had rates that exceeded 600
clients per 100,000 population (Washington, Oregon, California, Alaska, Colo-
rado, New Mexico, Washington, D.C., Maryland, New York, and Rhode Island),
and the rate was less than 200 per 100,000 population in nine states (Minnesota,
Iowa, Arkansas, Mississippi, Tennessee, Alabama, Georgia, Hawaii, and New
Hampshire).

The 1992 NDATUS (SAMHSA, 1995a) analysis suggested that 29 percent
of the individuals in care were women. One in 10 were 20 years of age or younger,
and less than 1 percent were 65 years of age or older; most (75 percent) were
between the ages of 21 and 44 years. Analysis of racial and ethnic characteristics
found that 60 percent were white, 22 percent were African American, and 15
percent were Hispanic. Both alcohol and drug dependence was reported by 38
percent of the clients in care, whereas 37 percent were dependent only on alcohol
and 25 percent were dependent only on drugs. Private practitioners were more
likely to treat white men who were abusing alcohol.

More detail on the men and women treated in publicly funded alcohol and
drug abuse programs is provided in the analysis of the Treatment Episode Data Set
(TEDS). The Substance Abuse and Mental Health Services Administration
(SAMHSA) in collaboration with the state authorities for substance abuse col-
lects and maintains a database (TEDS) on the admissions characteristics of indi-
viduals admitted to publicly funded substance abuse treatment services. TEDS
provides information on the primary drug of abuse, client characteristics (gender,
race or ethnicity, education, and employment status), the presence of health in-
surance, and the type of treatment service. (Many of the states collect more de-
tailed information, but the national data set is limited to key variables.)

The most recent report from SAMHSA examines admissions during federal
fiscal year 1993 (October 1992 through September 1993) and compares current
data with data from previous years to speculate about trends in client admissions
(SAMHSA, 1995b). The SAMHSA (1995b) report counts 1.4 million admis-
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sions to programs in 45 states plus Puerto Rico and the District of Columbia. The
admissions included women (28 percent), adolescents (19 years of age and
younger, 8 percent), adults (20 to 29 years of age, 30 percent; 30 to 39 years of age,
39 percent; and 40 to 49 years of age, 16 percent), older individuals (50 years of
age and older, 6 percent), whites (59 percent), African Americans (28 percent),
Hispanics (11 percent), Native Americans (2 percent), and Asian Americans
(0.6 percent). Two-thirds (67 percent) were unemployed at admission, 15 per-
cent were homeless, and 63 percent had completed high school. One third (33
percent) of the admissions to publicly funded services were involved with the
criminal justice system, and only 1.5 percent were referred by an EAP. Most of the
clients (61 percent) were admitted to outpatient services, but 23 percent were in
detoxification programs and 16 percent were in short-term (9 percent) or long-
term (8 percent) residential services. Alcohol was the primary drug of abuse (58
percent), but cocaine (19 percent) and heroin use were common (13 percent).

Client characteristics vary by drug of choice (SAMHSA, 1995b). Nearly
three of four (73 percent) individuals admitted to care for only alcohol abuse were
white; 14 percent were African American and 9 percent were Hispanic. Among
individuals seeking treatment for heroin abuse, 43 percent were white and more
than one in four were African American (27 percent) or Hispanic (28 percent).
Clients who reported that crack cocaine was their primary drug of abuse were
most likely to be African American (70 percent); one in four (24 percent) were
white and about 5 percent were Hispanic. Stimulant (amphetamine) users, on the
other hand, were predominantly white (82 percent) or Hispanic (9 percent); only
4 percent were African American. Public treatment programs therefore need to
have much sensitivity to racial and cultural patterns of abuse and must be respon-
sive to different cultural needs.

Funding for publicly supported substance abuse treatment services comes from
state, local, and federal appropriations. Analysis of data from the 1994 State Al-
cohol and Drug Abuse Profile (NASADAD, 1996) suggests that for fiscal year
1994 total public funding for substance abuse prevention and treatment services
reached nearly $4 billion. State appropriations made up 38 percent ($1.5 billion),
the federal Substance Abuse Prevention and Treatment Block Grant added 28
percent ($1.1 billion), other federal funds provided an additional 10 percent ($378
million), local county and municipal governments contributed 6 percent of the
total funds ($247 million), and other sources accounted for 18 percent ($723
million) (NASADAD, 1996). Between 1989 and 1994 state funding increased 24
percent, whereas funding from the federal block grant increased 139 percent. In
total, state appropriations, however, were still in excess of the funding level from
the federal block grant.

MENTAL HEALTH TREATMENT

Mental health services are provided in multiple settings: primary care and
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acute care facilities, outpatient clinics, office-based practices by individual practi-
tioners and by groups of primary care and specialty practitioners, and nonmedical
settings such as the workplace, schools and universities, and community-based
settings. Thus, the continuum of care ranges from the most restrictive settings
(inpatient hospitalization and residential treatment) to the least restrictive set-
tings (community-based programs and outpatient counseling). Typically, sub-
stance abuse treatment is considered a part of mental health treatment because of
the similarities in treatment and financing. In this section, the focus is on the
treatment of mental health problems.

We have a pluralistic system, and we have great diversity
in our service delivery system, which I think is one of its
strengths.

Judith Hines
Council on Accreditation of Services

for Families and Children
Public Workshop, May 17, 1996, Irvine, CA

Traditionally, states fund a large proportion of mental health treatment, domi-
nated by inpatient hospitalization. States historically have operated with categori-
cal budgets, with public funds earmarked for specially defined populations, such as
runaways or other homeless individuals. Over the years, state mental health agen-
cies have begun to contract with an array of practitioners, including community
mental health centers and non-profit community based service agencies (Essock
and Goldman, 1995). As discussed in Chapter 3, the public system delivers care for
individuals who are uninsured and underinsured and serves a safety net function.

Tables 4.4 and 4.5 display the range of mental health treatment settings,
including those in both the public and private sectors.

Because community-based services play an integral part in the delivery sys-
tem, the next section describes them in more detail.

WRAPAROUND SERVICES

In the public sector, federal and state policies have promoted the develop-
ment of a coordinated continuum of care. Wraparound or “enabling” services such
as transportation to treatment, child care, employment services, legal assistance,
and other services have traditionally been an integral part of publicly funded treat-
ment systems for two primary reasons (Institute for Health Policy, 1995). First,
the historical evolution of treatment systems for alcoholism and drug dependence
has taken place largely outside of medical systems and medical models of care,
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TABLE 4.4 Mental Health Treatment Settings

Setting Description

General Hospital
Emergency rooms Evaluation and referral services, most often to psychiatry

department. Staffed by nurses, residents, and attending
physicians. Paid for by private or public insurance or is
uncompensated.

Inpatient psychiatry Short-term, acute care. Evaluation and referral to long-
term or outpatient care. Staffed by psychiatric nurses,
psychiatric residents, and psychiatrists. Paid for by
private and public insurance. Referrals from emergency
room staff, medical staff, private practitioners, and
outpatient clinics.

Outpatient psychiatry Ambulatory care provided by psychiatrists, social workers,
psychologists, and psychiatric nurses. Long- and short-
term care paid for by private and public insurance.

Specialty Care
Private psychiatric hospital Short-term acute care; may specialize in chemical

dependency, rehabilitation, children and adolescents.
Referrals to outpatient and residential treatment.

State psychiatric hospital Diagnosis and stabilization for seriously and chronically
mentally ill individuals who are experiencing highly
symptomatic illnesses. Paid for primarily with state
funds.

Community mental health Short-term and long-term care for the full range of
center psychiatric disorders, including rehabilitation, residential

treatment, and vocational supports.
Day hospital High-intensity outpatient treatment for individuals who

are symptomatic but who do not need 24-hour inpatient
care; may include intensified medication management,
treatment, and vocational rehabilitation.

Private practice Psychiatry, psychology, social work. Solo private practice,
preferred provider organization network, or other office-
based arrangement.

Nursing homes Long-term specialty care for individuals with severe
disorders and organic mental illness

Community-Based, Nonmedical
Crisis center Shelters for those affected by domestic violence, runaways,

and individuals who are homeless or need rape
counseling. Often staffed by volunteers in donated
space, with volunteer professional staff (physicians,
nurses, social workers, psychologists, counselors). Funded
primarily by donations from charitable organizations and
grants. Provide referrals.

Family/social services Child welfare, foster care, and family reunification programs
agencies and case management. Typically staffed by social

workers.  Include public agencies and private not-for-
profit groups.

continues on next page
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TABLE 4.5 Comparison of Public and Private Sectors of Care in Mental
Health

Public-Sector Private-Sector
Characteristics Mental Health Care Mental Health Care

Population served Mostly uninsured, emphasis on the Those with coverage
seriously mentally ill

Funding of care State general funds, Medicaid and Insurance premiums
Medicare revenues, local and other
funds

Locus of treatment Local authority (e.g., county government), Insurance plan and/or
 responsibility community mental health provider

center
Predominant services Case management, medications, housing Outpatient therapy,

support, rehabilitation, crisis medications, and
intervention, and hospitalization hospitalization

xxx

relying instead on social services agencies, self-help recovery groups, community-
based practitioners, and other nonmedical programs. Second, federal and state
policies have supported and encouraged the development of comprehensive pro-
gram models that facilitated entry to care and support for continued care. These
services were identified as “enabling” services in the health plan proposed by Presi-
dent Bill Clinton (White House Domestic Policy Council, 1993).

A portion of the state-managed substance abuse treatment services is funded
through the Substance Abuse Prevention and Treatment Block Grant adminis-
tered by SAMHSA. The block grant and other discretionary funding streams

TABLE 4.4 Continued

Setting Description

Community-Based, Nonmedical
Schools and universities Elementary and high school clinics staffed by nurses.

Campus counselors include social workers, psychologists,
and psychiatrists. Private insurance or free to students,
sometimes to families.

Religious organizations Counseling by ministers, rabbis, and other clerical
personnel

Peer counseling Social support groups sponsored by hospitals, human
services agencies, practitioners, and other volunteers.

Halfway house, transitional In combination with outpatient psychotherapy, can help
living  avoid relapse.

xxx
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emphasize comprehensive program models. Moreover, state dollars (added to these
systems through general revenue funds) often permit case management and other
supportive services. Most states also use Medicaid funds, although the proportion
of Medicaid funds supporting alcohol and drug abuse treatment services is rela-
tively small compared with that from other funding sources.

Diagnosis is really an inadequate predictor of the need for
services. We need to look both at the functional level at the
client, as well as the support system in the environment.

Rita Vandivort
National Association of Social Workers
Public Workshop, April 18, 1996, Washington, DC

If the goal of treatment is long-term recovery from alcohol and other drug
abuse, as well as from severe mental illness, wraparound services are often needed
to sustain the progress made through medical and psychosocial treatment. Table
4.6 displays many of the wraparound and enabling services used to help individu-
als with substance abuse and mental health problems. In the movement to man-
aged care, treatment services may be limited to the most essential medical ele-
ments; for example, wraparound services that have been developed to support
recovery may be eliminated because they are considered “not medically neces-
sary.” It is important to recognize that recovery from addiction is not simply a
medical issue: complex behavioral factors are intertwined with the medical as-
pects. Chapter 5, Access, discusses these issues further.

We think we can bring a more comprehensive focus to the
ideas of what is necessary—looking beyond narrow
definitions of medical necessity to areas of human
necessity, which could include having basic income, having
help in getting housing, and ongoing support services.

Elizabeth Edgar
National Alliance for the Mentally Ill
Public Workshop, April 18, 1996, Washington, DC
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THE MANAGED BEHAVIORAL HEALTH CARE INDUSTRY

Background

The organization and financing of mental health and substance abuse treat-
ment have changed dramatically since 1980. The costs of mental health and sub-
stance abuse treatment increased faster than both the general rate of inflation and
the increases in the costs of the rest of health care in the mid-1980s (about
15 percent a year). By 1991, behavioral health care costs represented 10 to 25
percent of all health care expenditures and became a prime target for cost-
containment strategies (Sharfstein and Stoline, 1992; Shore and Beigel, 1996;
Sullivan and Miller, 1991).

Psychiatry was excluded from the diagnosis related grouping system in 1983
when it was not clear how to compare mental health services in an equitable way,
resulting in a rapid expansion in the number of psychiatric hospitals and the num-
ber of inpatient psychiatric beds (Sullivan and Miller, 1991). Between 1980 and
1986 the number of admissions to private psychiatric hospitals increased by 400
percent for adolescents, the average length of stay increased, and per diem costs
rose more rapidly than costs in the general medical sector (Jellinek and
Newcombe, 1993). Approximately one-third of the increase covered substance
abuse treatment (Sullivan and Miller, 1991). Thus, treatment for adolescents and
substance abusers was the main component of the cost increases; however, these
hospitalizations were not always clinically justified and the results for patients
were mixed (England and Goff, 1993).

One consequence of these developments was an increase in for-profit compa-
nies contracting to manage behavioral health care benefits. As of January 1995,
the combined annual revenue of these companies was estimated to be $2.1 bil-
lion; more than half of the amount came from contracts in which the companies
were at financial risk (Iglehart, 1996; Oss, 1995). A 1995 survey found that 21.7
million people were enrolled in capitated programs in which behavioral health
companies were paid an average of $60 per individual per year (Oss, 1995).

Although managed behavioral health care companies have demonstrated cost
savings in the area of behavioral health (Iglehart, 1996), the effects on quality of
care are less clear. The trend toward consolidation, mergers, and integrated systems
means that there is increasing pressure within the industry to standardize treatment
and information systems (CBGP, 1995). There is also more pressure from consum-
ers and other purchasers to demonstrate that appropriate-quality care is being pro-
vided efficiently.

Performance Measurement

Two main organizational forces develop standards and measure quality in the
behavioral health care industry. One is the American Managed Behavioral
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Healthcare Association (AMBHA), the industry membership organization founded
in 1995. AMBHA member organizations currently manage mental health and sub-
stance abuse care for more than 80 million Americans (AMBHA, 1995). AMBHA
works closely with the National Association of State Mental Health Program Di-
rectors in developing joint health care policy statements and other collaborative
efforts (e.g., AMBHA and NASMHPD, 1995).

In 1995, AMBHA released its first report card, Performance-Based Measures
for Managed Behavioral Healthcare Programs (PERMS 1.0). The measures are cho-
sen to be “meaningful, measurable, and manageable” and are classified into three
domains: access to care, consumer satisfaction, and quality of care. Measures are
based on available data systems, primarily based on existing administrative and re-
porting data bases. AMBHA has begun field testing of PERMS, and all AMBHA
members have agreed to participate (Bartlett, 1996). In Chapter 6, PERMS mea-
sures are compared with other current performance measures for behavioral health
care.

The Institute for Behavioral Healthcare (IBH) is also influential in the indus-
try, publishing a journal, conducting conferences, and sponsoring other professional
development activities in managed behavioral health care. In 1996, IBH released
the results of a survey of members of its Leadership Council, a coalition of more
than 170 behavioral health care organizations throughout the behavioral health
care industry. The survey was completed by 47 percent of these organizations,
with representation from four segments of the industry: (1) mental health facili-
ties and integrated delivery systems, (2) community mental health centers and
social and rehabilitation service agencies, (3) behavioral group practices, and (4)
managed care organizations. The purpose of the survey was to evaluate the cur-
rent use of a variety of performance indicators and their appropriateness and va-
lidity for measuring performance and the feasibility of using these indicators to
measure performance (IBH, 1996).

The different segments of the industry, however, varied significantly in types
of indicators used to measure access for their clients. For example, the availability
of telephone access is frequently used to indicate access to managed care compa-
nies but is not used by other organizations that do not possess electronic tele-
phone monitoring systems. The most frequently used indicators of outcomes were
symptom reduction, improved functioning, and readmissions to treatment.

Efforts to standardize services and measure performance in managed behav-
ioral health care organizations seem to be a priority for the industry. However,
these efforts are in the preliminary stages, and it still is difficult for consumers,
employers, and other purchasers of care to compare value and quality across plans.

WORKPLACE SERVICES

The workplace is a primary point of access for health care. An employee’s be-
havior, style, and habits become well known and recognized by coworkers. Changes
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are frequently recognized in the workplace through declines in the quality of or
other changes in work performance. Many times these changes are noticed in the
workplace even before they are recognized in the home. Attention to workplace
performance can be one of the best means of identifying behavioral problems.
Then intervention can occur and the individual can be provided with the help
and assistance he or she needs to resolve behavioral health problems. Through
prevention, wellness, and early intervention efforts, attention to performance at
the workplace facilitates access to health care, contributes to improved health
status, and contains costs.

The employee assistance programming field was developed for and has
evolved services to assist employers with identifying and resolving behavioral
problems and to provide them with a means of intervention (Roman, 1988). His-
torically, EAP staff worked almost exclusively with individual workers. Organiza-
tions now provide assistance with issues related to the productivity, safety, health,
and well-being of the entire workforce. This section discusses EAPs, consultation
with management, disability management, integrated services, wellness and pre-
vention efforts, training and education, regulatory compliance, demand manage-
ment, and services for those with special needs, such as those affected by violence
and downsizing.

Employee Assistance Programs

An EAP is a worksite-based program designed to assist in the identification
and resolution of productivity problems associated with employees impaired by
personal concerns including, but not limited to, health, marital, family, financial,
alcohol, drug, legal, emotional, stress, or other personal concerns that may ad-
versely affect employee job performance. An EAP is designed to identify prob-
lems at an early stage, motivate an employee to seek help, and provide the re-
sources needed to assess and resolve the problem. The program is both a
supervisory tool and an employee benefit. An individual can access the service
through a referral made by a manager, supervisor, or labor representative, or
through self-referral.

EAPs also assist family members. They maintain high levels of confidential-
ity, focus on early intervention, and are available to employees and family mem-
bers 24 hours a day. Well-designed EAPs have produced significant outcomes for
employers and those that use the services. EAPs are usually evaluated on the basis
of the number of employees who use the services as well as the types of problems
addressed and the outcomes achieved. Typically, outcomes are defined as improve-
ments in identified problems, access and experience with the resources that were
needed, and improved levels of functioning in the individuals who were serviced.
Studies have shown that employers, on average, receive a $3 return for every $1
invested in the service (Winslow, 1989). Anecdotal evidence suggests that indi-
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viduals who use these services realize up to an 80 percent resolution of their pre-
senting problems (Burke, 1996).

The specific core activities of EAPs include the following:

• expert consultation and training to appropriate persons in the identifi-
cation and resolution of job performance issues related to an employee’s personal
concerns;

• confidential, appropriate, and timely problem-assessment services;
• referrals for appropriate diagnosis, treatment, and assistance;
• the formation of linkages between workplace- and community-based

resources that provide such services; and
• follow-up services for employees who use those services.

Enhanced program services include wellness and health promotion, critical
incident (crisis) services, disability management, behavioral health case manage-
ment, and organizational change management.

Typical program models include the following:

1. internal: worksite based and staffed by employees of the organization,
with or without professional credentialing;

2. external: may or may not be worksite based and is staffed by outside
(outsourced) practitioner or vendor;

3. mixed: utilizes a combination of both internal and external models.

EAPs have a multitiered relationship with the managed behavioral health
care system. They assist with prevention through health promotion and risk re-
duction activities. They promote the early identification of problems through eas-
ily accessed assessment and referral services. They facilitate effective treatment by
assisting with the coordination of care, treatment, and workplace support. They
assist in controlling costs by addressing gaps or duplication in services, helping
deal with barriers to treatment compliance, facilitating return-to-work plans, pro-
viding support, advocacy, and follow-up for clients, and serving as liaisons be-
tween the treatment community and the workplace.

Management Consultation and Regulatory Compliance

Federal regulations influence the management of employees with behavioral
problems, and behavioral health management consultants often assist in the de-
velopment and implementation of plans for regulatory compliance. The regula-
tions with the most direct impact on the workplace are the Americans with Dis-
abilities Act, the U.S. Department of Transportation, DOD, and Nuclear
Regulatory Commission regulations on drug-free workplaces, and the Family
Medical Leave Act.
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Each set of regulations gives the clearly defined roles and responsibilities re-
lated to managing specific behavioral problems. An employer is obligated to es-
tablish a plan for implementing each set of regulations and is monitored in its
compliance with these regulations. These regulations force employers to pay at-
tention to many problems that affect employees and also increase the likelihood
that employees who choose to comply will be given access to well-designed treat-
ment plans.

Workplaces have the potential for violent situations, critical incidents such
as a an industrial accident, the sudden death of an employee, or a natural disaster,
and increased stress due to change, downsizing, or plant closings. Behavioral con-
sultants with specialized training are becoming more available to managers and
supervisors to develop programs that can be used to address these issues. Consult-
ant services include case-by-case consultations, policy design, definition of action
plans, proactive planning, and organizational change management (e.g., the or-
chestration of awareness efforts and other types of training for supervisors, manag-
ers, and labor representatives).

Behavioral Health Disability Management

Management of a behavioral disability is an area that has not received much
attention. Disability management involves the management of an employer’s
workers’ compensation plan (occupational disability) along with its short-term
and long-term disability benefit (nonoccupational disability). Because only a lim-
ited number of states allow a behavioral health claim through workers’ compensa-
tion, the areas that are generally managed are nonoccupational disabilities.

Disability management involves a variety of service components that focus
on getting an employee the most appropriate care necessary to enable the em-
ployee to return to the workplace in a timely fashion. A behavioral health disabil-
ity management service is composed of a plan design, specially trained disability
case managers, assessment instruments, a specialized practitioner network, and
return-to-work protocols.

Behavioral health disability management services are delivered through in-
teractions with the employee, the employer, and the practitioner. Because of the
nature of the service provided, the behavioral health disability management ser-
vice is backed by an appeals process, physician advisers, and an independent medi-
cal evaluator network. To minimize the extent of exposure from disability claims,
employers implement preventive measures and link the disability program to an
EAP.

Integrated Services

Many behavioral health care services overlap and begin to duplicate existing
or potentially available services (e.g., the existence of a behavioral managed
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health care service and an EAP). The existence of these stand-alone services re-
sults in the potential for duplication in accessing a practitioner and in the deliv-
ery of care. Significant movement, however, has been made toward integrating
managed care with EAPs to allow for the blending of the strengths of each ser-
vice, thus enhancing the overall service delivered in the workplace.

Another motivator for the integration of the two service components is the
financial efficiencies that come from managing one rather than two systems. To
create financial efficiencies, employers are looking for opportunities to link ser-
vices and for a “one-stop shopping” opportunity. In an integrated system, the
managed care entity focuses on the user of the service and the practitioner. The
EAP focuses on the employee and the employer. The linkage of the employee, the
employer, and the practitioner enhances the opportunity for the successful treat-
ment of an individual. The EAP can become part of the continuum of care and
can provide problem resolution or short-term counseling. Often, the EAP is posi-
tioned as the entry point (gateway) to the behavioral health care benefit by pro-
viding the assessment and referral to the practitioner network, with ongoing case
management provided by the managed care entity.

As purchasers of health care, employers are demanding higher levels of effi-
ciency and cost-effectiveness. These expectations may increase the integration of
behavioral health, primary care, and EAP services.

Health Promotion, Wellness, and Prevention

Worksite health promotion is an organized effort supported by an employer
to improve employee health, fitness, and well-being. Programs can include health
education, behavioral change, occupational health (e.g., workers’ compensation
and ergonomic training and evaluation), fitness, and recreation services. Most
worksites offer health promotion programs because of the possibility of reduced
employee health risks, reduced absenteeism, improved employee morale, and con-
trolled costs for health care. At least one-third of employers offer specific health
promotion programs, such as smoking cessation, weight control, cholesterol
screening, stress management, and exercise programs (EBRI, 1991; Foster Higgins,
Inc., 1994).

An employee’s use of prevention programs can reduce his or her risk of devel-
oping behavioral health problems. Computerized health risk appraisals might be
used to identify areas in which an employee might benefit and be interested. Be-
havioral change programs include programs in such areas as stress management,
depression recognition, relationships counseling, assertiveness training, commu-
nications skills, and other areas. Programs can be managed through the EAP, with
programs held on-site or outsourced to local consultants. Programs also may be
associated with health maintenance organizations (HMOs) or managed care
plans; for example, health clubs may offer reduced membership rates to enrollees
in particular health plans.
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Employers implement health promotion programs to enhance employees’
quality of life and well-being. In turn, employers can realize savings in corporate
health care costs. Some employers reward their employees for healthy behavior by
offering discounted health care premiums or rebates or through credits or coupons
(IOM, 1993). Employers and health care delivery systems must continue to inno-
vate in areas of prevention and wellness to reduce the prevalence of chronic ill-
ness and minimize the financial impacts of these illnesses.

Demand Management

Increasingly, demand management programs are used to educate consumers
and prevent serious illness. Demand management provides an array of services
including a variety of training and educational programs, ready access to informa-
tion through toll-free lines that connect an individual to health care profession-
als, and programs of early detection and self-care. Demand management empow-
ers consumers to be better users of the health care system and to monitor and
manage their own health.

Training and Education

Management and labor have valued training and education as a means of
providing employees with information that not only assists in self-improvement
but that also assists an individual in being more productive in the workplace.
Training and education have a proven value and are used frequently. Employers
are asking behavioral health care specialists to assist in better informing employ-
ees and their family members on areas such as stress, parenting, relationship build-
ing, alcohol and drug use, AIDS, caring for the elderly, and communications skills.
Behavioral health care specialists conduct training programs so that employees
not only gain information but also, many times, use this information as a motiva-
tor for accessing the health care delivery system.

Summary of Workplace Issues

The workplace provides one of the best means of accessing health care in the
United States. To take full advantage of this potential, it is important that both
the employer and the health care industry recognize the power of the workplace.
The workplace provides a means of informing and educating the consumer, it
provides the financial means for many to access the necessary care, and it serves as
a means of early intervention for problems that hold the potential to develop into
chronic and costly illnesses.

The field of behavioral health care must recognize the gains that have been
made through workplace services and build on that capability. Through the work-
place, the potential to gain access to health care will be maximized for the benefit of
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employees and their family members, employers, and the health care delivery sys-
tem.

U.S. DEPARTMENT OF DEFENSE AND U.S. DEPARTMENT OF VETERANS
AFFAIRS

Background

The federal government has long provided acute and rehabilitative medical
services, including mental health care services, for its military personnel. Before
World War II, mental health services were limited for active-duty members and
were not provided to retirees and their families. With the growth of federally-
funded programs during the Depression and World War II, the federal role in
providing assistance to state and local governments and its citizens was expanded.
The departments of the Navy, Army, and Air Force sustained their medical de-
partments following World War II by building several large tertiary care facilities
and obtaining funding for health care programs and personnel. With a large num-
ber of injured veterans returning from World War II and the Korean War, the
Office of Veterans Affairs (now the Department of Veterans Affairs [VA]) simi-
larly expanded from a modest program providing disability compensation and re-
habilitation services to a national system of hospitals and rehabilitation facilities
during the 1950s.

With the concurrent growth of other federal programs, both the VA and DOD
expanded the scope of their services to include acute and chronic mental health
and substance abuse conditions. They aimed to promote professionalism and qual-
ity of care through affiliations with medical schools, instituted accredited profes-
sional training programs, and made commitments to medical research. With a
steady stream of physicians and dentists obligated to military service under the
1933 Selective Services Act, the military was able to medically staff its global
system of hospitals and clinics.

Surveys of military personnel leaving the services for civilian work in the
1950s consistently revealed that a major reason for resigning was the limited avail-
ability of specialized military or civilian medical services for the families of service
members. To bridge this gap, the U.S. Congress enacted in 1964 the Military
Medicare Program, later called the Civilian Health and Medical Program of the
Uniformed Services (CHAMPUS), to provide health benefits and reimburse-
ments for military family members seeking civilian health care, as well as for retir-
ees and their families. This program was expanded to cover certain health care
benefits for disabled veterans under a related program, the Civilian Health and
Medical Program of the Veterans Administration (CHAMPVA).

With these new programs in place and a new war in Vietnam that would
require even more resources for DOD and VA, the third generation of military
health care was under way. With these direct and compensated care systems pro-
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viding increasing benefits, each program grew substantially in funding and cover-
age during the next 30 years, and they now cover approximately 20 million eli-
gible citizens.

Mental Health and Substance Abuse Programs

To meet its peacetime and war-related missions, the military provides mental
health and substance abuse services to a heterogeneous population that has largely
been representative of younger adults in the United States. Although the recruit-
ing and early training processes allow some screening out of individuals who would
have difficulty functioning in a military environment because of a mental disor-
der, many individuals require treatment as the result of biological factors, com-
mon life stresses, and the unique and sometimes extraordinary traumas associated
with the dangers of military operations.

The families of military personnel are subjected to frequent moves, separa-
tions, and threats to the life  of the parent or spouse who is a service member. The
special needs of military families has resulted in historically high CHAMPUS
expenditures for mental health care for family members of active duty and retired
personnel. Although some have received “space-available” care by military men-
tal health professionals, the very nature of military family life and the existence of
different systems of care (DOD direct care and CHAMPUS), as well as civilian
care for spouses with private insurance, complicates the coordination of treat-
ment. An unknown number of these individuals receive care through Medicaid,
Medicare, and local charitable and uncompensated sources. Epidemiological stud-
ies of this population are incomplete, preventing any meaningful conclusions
about the longer-term social impact or health outcomes resulting from this un-
even and uncoordinated approach to care.

Special Risk Populations in the Military

Children and Adolescents

Although the Army, Navy, and Air Force have a substantial number of fam-
ily physicians and pediatricians providing primary care for children, they provide
a limited amount of specialized mental health services for children and adoles-
cents. A small number of social workers, especially in the Army and Air Force,
provide a core of therapeutic services, especially in remote settings.

Children with special psychiatric and developmental needs are referred to
U.S. civilian communities where CHAMPUS-supported residential treatment,
special education, and other needed services can be obtained for these “excep-
tional” family members. When families have children with such needs, they fre-
quently find themselves considering several options: ending their military affilia-
tion to settle in a community that can provide long-term program assistance,
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accepting the periodic long absences of the service member spouse or parent who
can only receive a time-limited special assignment, or accepting an assignment to
an area where special services might not be available for the child. The reluctance
of many civilian communities to extend public services to military children and
the limited military resources available to the family makes this group particularly
high risk.

Adults With Chronic Relapsing Conditions

When a service member manifests a chronic relapsing mental health or sub-
stance abuse problem, he or she is provided a medical discharge and referred to
the VA for follow-up. It is unclear how many drop out of VA care over time
because of choice, which may or may not be affected by their perception of need.
Many military occupations do not readily convert to civilian work, which creates
a barrier to returning to a stable civilian setting. When a spouse is impaired, the
service member’s absence means a loss of day-to-day support. Although statistics
are not available, anecdotal evidence indicates that many of these families dis-
solve. Ultimately, local communities inherit the responsibility for caring for the
single-parent family, which frequently is without health insurance or other eco-
nomic resources.

Older Adults

Depending on service availability, preferences, and financial abilities, retired
military personnel may receive treatment in a military, VA or civilian program,
both before and after age 65. Their family members, who are not eligible for care
in the VA, may receive some limited care in a military facility, but they generally
must count on CHAMPUS, private insurance, or, when eligible, Medicare to
support their treatment needs. This multiplicity of sources, which may be vari-
ously elected during the course of an illness or even an episode of illness, can
make it difficult to coordinate care.

Diversity

The culture of the military population reflects the diversity of cultures of the
U.S. population and the cultures of citizens from other countries married to ser-
vice members. Ethnic and cultural minorities find many opportunities for educa-
tional, occupational, and economic advancement in the military, and many con-
sider military work and community life more egalitarian than life in their own
communities of origin. Despite the services’ successes in equal opportunity, how-
ever, cultural factors can result in unique stresses and problems in diagnosis and
treatment, particularly when there are language barriers and different cultural
approaches for treatment.
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A System In Transformation

Recognizing that there are many unique psychological challenges for military
personnel and their families, DOD and VA have looked carefully at alternatives
to the traditional costly and disconnected systems of care that they provide. The
economic forces that have caused such significant restructuring of the private
health care financing and delivery systems have also had an effect on public health
care budgets, resulting in less money to fund staff and facilities and to provide
reimbursements for fee-for-service care under CHAMPUS and CHAMPVA. Like
Medicare and Medicaid, DOD and VA have looked at managed care alternatives
in recent years. Given the leadership and political sensitivities of the DOD mis-
sion, it has been important that federal forays into utilization management and
managed care be structured with attention to quality of care and service.

A first major initiative in managing DOD mental health care services quality
occurred in 1974, when the U.S. Congress investigated problems associated with
residential treatment of children and adolescents. Over the ensuing 7 years,
CHAMPUS collaborated with a number of organizations (e.g., the American Psy-
chiatric Association, the American Psychological Association, and the National
Institute of Mental Health) to develop residential treatment center certification
standards, accreditation, and admission and treatment criteria. These were fol-
lowed by targeted programs in San Diego, California, and the tidewater area of
Virginia, that structured care for persons with depressive disorders and schizo-
phrenia.

In 1981, CHAMPUS launched a national peer review program with the
American Psychiatric Association and the American Psychological Association
to better account for quality and costs in inpatient and outpatient settings through
structured record reviews. This program migrated to commercial insurers and
eventually promoted the development of a number of private managed behav-
ioral health care companies during the mid-to-late 1980s. During this same pe-
riod, DOD established contracts for a targeted mental health demonstration
project in the Tidewater area and for a comprehensive managed care program in
California and Hawaii, the CHAMPUS Reform Initiative.

These and a number of other pilot programs and demonstrations, such as a
joint DOD and state of North Carolina child mental health project at Ft. Bragg,
provided a mounting case for structured managed care arrangements to meet DOD
goals of reducing avoidable costs and accounting for quality of care. During this
same period, VA was considering various complementary managed care ap-
proaches, but it was constrained by political concerns about reducing veterans’
access to centralized care in VA medical centers.

With the experience of several years of experimenting with options and con-
sidering cost and quality issues in contracting with private managed care firms,
DOD has now embarked on a major initiative, termed “TriCare.” DOD is using a
combination of pooling of Army, Navy, and Air Force personnel and facilities
with local targeted contracting to provide regional systems of care. Consumers
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(beneficiaries) are given the option of choosing direct military care when avail-
able, a point-of-service option, and where available, HMO and preferred provider
organization options, with variable cost-sharing for beneficiaries of different sta-
tus (i.e., active duty versus retired). Copayments are comparable for primary care
and behavioral health care.

DOD will be accounting for quality in these systems through a combination of
licensing, accreditation, certification, reporting and auditing, and grievance and
appeal requirements. Since this initiative is so new, it is unclear whether it will
solve DOD’s problems, create new ones, or begin to address the problems in discon-
nected care that has plagued the military health care system for so long. In the mass
of uncertainty is how mental health and substance abuse services for both active
duty personnel and active and retired military families will be affected.

CARE AND SERVICES FOR CHILDREN AND ADOLESCENTS

Different Needs

Children and adults have different health care needs, and this becomes espe-
cially important in mental health and substance abuse services. Children are
continually growing, developing, and changing, sometimes with unpredictable
results. The pace of physical, emotional, mental, and social development during
childhood and adolescence requires ongoing assessment within the context of
what is culturally appropriate for the family.

Children with emotional disorders are in all kinds of
families—wealthy, middle class, poor, some with insurance,
some with no insurance, some eligible for public sector
financing and programs.

Sybil Goldman
Georgetown University
Public Workshop, April 18,1996, Washington, DC

Children are dependent on adults for protection and promotion of their well-
being, including having the ability to recognize and seek assistance for health
problems. Parents and other caregivers provide access to care through insurance
coverage and other means, so children from low-income families can be at risk of
being uninsured or underinsured and, thus, of having less access to care. Similarly,
children whose parents or caregivers are impaired by substance abuse or other
problems require additional supports and may be at higher risk of developing simi-
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lar problems themselves. More than three-fourths of all foster children have par-
ents who are addicted to drugs or alcohol or both (Children’s Defense Fund, 1994).

One of the best indicators of children’s health status is performance in school,
which is also one of the more consistent ways in which children are assessed and
provided with care. In a recent population-based survey known as the Great
Smoky Mountains Study of Youth, approximately 20 percent of the children met
the criteria for a diagnosis of a mental health problem. Of those who had received
care, most (70 to 80 percent) received services from practitioners who worked in
schools, primarily guidance counselors and school psychologists. Approximately
12 percent had received services in the general medical sector, usually in combi-
nation with other kinds of services (Burns et al., 1995).

Child and Adolescent Service Systems

Nature and Extent of the Problem

An estimated 12 million children—20 percent of all children—experience
some mental health or substance abuse problems while they are growing up, in-
cluding attention deficit hyperactivity disorder, severe conduct disorder, depres-
sion, and alcohol and other drug abuse and dependence problems (CMHS, 1996;
DHHS, 1991; IOM, 1989; OTA, 1986). An estimated 3.5 million children have
serious emotional disturbances (CMHS, 1996). In 1990, state agencies fielded
more than 1.7 million reports of child abuse affecting approximately 2.7 million
children (National Center for Child Abuse and Neglect, 1992). By the age of 11,
1 in 5 children has smoked cigarettes and 1 in 11 children has had their first drink
of alcohol (AMA, 1994; Johnston et al., 1995).

Pediatricians and other primary care practitioners are often the first health
care professionals to be consulted when behavioral problems and emotional dis-
turbances are noticed by parents or teachers. Guidelines have been developed to
assist in the evaluation and treatment of mental health and substance abuse prob-
lems in adolescents, including psychosocial adjustment, eating disorders, use of
alcohol and other drugs, depression, learning disorders, and emotional, physical,
and sexual abuse (AMA, 1994). In Medicaid’s early and periodic screening, diag-
nosis, and treatment program for Medicaid-eligible children under age 21, states
are required to provide or arrange for “comprehensive, periodic assessments of
their physical and mental health and follow-up services to diagnose and treat any
problems discovered as part of the screening process” (NIHCM, 1996, p. 3). The
extent of implementation of the guidelines, however, is not known.

Fragmentation in Financing

Once a problem has been identified, publicly financed care for children and
adolescents comes from a variety of categorical programs, including Medicaid, the
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Maternal and Child Health Block Grant (part of Title V of the Social Security
Act), mental health programs, social services, foster care, substance abuse ser-
vices, school-based clinics, special education, recreation programs, and the juve-
nile justice system. Given the multiplicity of funding streams and fragmentation
of responsibilities among these agencies, the coordination of care across all sys-
tems is almost impossible (Burns et al., 1995; England and Cole, 1995; Newacheck
et al., 1995). Studies have shown that only about one-third of children with se-
vere problems get the needed services (Brandenburg et al., 1990; DOE, 1993;
Knitzer, 1982; Stoul et al., 1994).

Managed behavioral health care plans serving children and
their families face the added challenge of providing family-
centered services that need to interface with the multitude
of systems that serve children.

Michael Faenza
National Mental Health Association
Public Workshop, April 18, 1996, Washington, DC

National policy for children’s mental health services promotes “systems of
care,” based on principles and values of the Child and Adolescent Service System
Program (CASSP). Initiated in 1984 through the National Institute of Mental
Health, CASSP was the first federally funded initiative responding to the needs
of children and adolescents with serious emotional disturbances. Although in
1993 it was renamed the Planning Systems Development Program, the CASSP
principles have wide support among state agencies, professional organizations, and
advocacy groups concerned with children and adolescents. These principles in-
clude (SMHRCY, 1995):

• case management;
• coordination of care;
• individualized treatment on the basis of need;
• culturally competent services;
• active involvement of families and surrogate families (e.g., foster care)

in the development of treatment plans;
• commitment to providing the least restrictive, most normative envi-

ronment that is clinically appropriate.
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Adolescent Treatment Issues

A unique challenge exists in providing developmentally appropriate services
to adolescents with alcohol and drug abuse problems. Because of the historic frag-
mentation of public services to children, a comprehensive approach to serving
the needs of adolescents has not evolved. Adolescent clients are served in a vari-
ety of settings, with treatment paid for by a variety of funds. Often, clients are
served simultaneously in several systems or are referred from one system to an-
other until they reach adulthood. In the absence of clinically coordinated treat-
ment, the severity of the addiction often progresses.

During the 1970s, models of early intervention for alcohol- and drug-abusing
youth evolved simultaneously in different locales. Private insurance often paid for
traditional 28-day inpatient treatment for adolescents. Programs supported by a
variety of funds attempted to develop unique approaches to intervening at the
early-onset stages of substance abuse. With cutbacks in funds, many of these early
efforts were ended, despite their promising results. There is a need to further evalu-
ate what services should appropriately be developed to address adolescents with
problematic substance abuse. Perhaps models from other adolescent interventions
could be applied, for example, peer counselors, who are an important part of many
teen pregnancy prevention models.

There was a young person who was not successful on any
kind of inpatient treatment or intensive outpatient treatment
or any of the programs. And we finally got him into a group
home situation. The health plan paid for it and then they did
a cost-benefit analysis. And they found that not only was it
clinically effective, but it was incredibly cost effective.

Susan Goldman
John Hancock
Public Workshop, April 18, 1996, Washington, DC

The 1994 Institute of Medicine study Reducing Risks for Mental Disorders rec-
ommended further research on the effectiveness of interventions for children and
adolescents and also recommended that the research efforts be coordinated. There
is little research on the structural characteristics and components of interven-
tions that serve children and adolescents, that is, child-serving and teen-friendly
interventions, and that seem to produce the most favorable results (IOM, 1994).
Much remains to be learned.
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CARE AND SERVICES FOR SENIORS

Contrary to stereotypes, most senior citizens view their health status in a
positive way. A 1987 survey found that close to 70 percent of older adults living in
the community viewed their health as excellent, very good, or good compared
with the health of others their own age; the percentage reporting poor health was
about 30 percent (NCHS, 1989). However, the incidence and prevalence of
chronic illness do increase with age. More than four of five older persons have at
least one chronic medical condition, although they do not necessarily experience
significant limitations in their daily activities because of that condition (U.S.
Senate, 1988).

An estimated 15 percent of older persons have symptoms of primary depres-
sion (U.S. Senate, 1988). This estimate does not include secondary depression,
which can result from medication side effects or physical causes. Thus, depression
may be far more prevalent than suggested by these estimates. Suicide is a more
frequent cause of death among elderly individuals, particularly among elderly men,
than among individuals in any other age group (IOM, 1990).

For seniors with multiple problems, such as medical and mental health prob-
lems, there is a great need for coordination of care. Demonstration programs such
as the social HMO programs and the Program for the All-Inclusive Care of the
Elderly pool Medicare and Medicaid funding and funding from private sources to
coordinate medical and other services (IOM, 1995). These programs build on a
team approach with primary care physicians, nurse practitioners, social workers,
nutritionists, and others who participate in the joint planning and delivery of
care.

With the increasing movement of Medicare populations into managed care
plans, the Health Care Financing Administration has undertaken a project with
the United Seniors Health Cooperative to help seniors become more informed
consumers. In the words of Sarah Gotbaum (1996), a sociologist who directs the
project:

Whether or not to join a Medicare HMO, which one to join, whether to
remain in one, transfer to another, or return to fee-for-service—these are among
the overwhelming concerns of millions of older Americans faced with entering
the foreign world of managed care. The elderly, burdened with the aging pro-
cess, increased illnesses, decreased incomes, decreasing family supports, chang-
ing lifestyles and security, are even more unprepared to identify what they must
know in judging a plan, what questions to ask, whom to go to for unbiased,
relevant information, whom to trust, what offering is best suited to their per-
sonal needs. Most health care choices made today are made on the basis of
benefits and price. Consumers know little or nothing about the internal work-
ings of managed care plans with respect to access, appeals, complaints, service
denials, benefit restrictions, disenrollments, consumer satisfaction, quality of
care. Consumers shopping for a plan should be able to compare HMOs on
these dimensions (Gotbaum, 1996).
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In 1996, more than 37 million Americans over the age of 65 were enrolled in
the Medicare program, and about 10 percent of these individuals were in managed
care plans (HCFA, 1996b). Many of the concerns of Medicare-covered individuals
entering managed care plans are unique to the concerns of the elderly. As Dr.
Gotbaum pointed out in her testimony to the committee, however, many of the
concerns are shared by other purchasers: how to balance costs and benefits with the
quality of services provided.

INDIAN HEALTH SERVICE

The Indian Health Service (IHS) was established in 1787 under Article I of
the U.S. Constitution. An agency of the U.S. Public Health Service, IHS is re-
sponsible for providing health care to approximately 1.4 million American Indi-
ans and Alaska Natives residing in remote, isolated areas in 34 states. Services are
provided through either IHS- or tribally-operated hospitals and clinics or through
urban Indian projects. Only members of federally recognized Indian tribes and
their descendants are eligible to receive the services provided by IHS (IHS,
1996a).

With a current annual appropriation of approximately $2.2 billion, IHS, like
other public and private health care practitioners, must address the soaring costs of
delivering health care. This mission is compounded by the lack of a health care
infrastructure in the remote areas being served and by the fact that the overall health
status of American Indians and Alaska Natives lags far behind that of other Ameri-
cans (IHS, 1996a). For example, among American Indians and Alaska Natives the
infant mortality rate in 1990-1992 was 9.4 per 100,000, compared with a rate of 7.3
per 100,000 among all other races in the United States (IHS, 1996b). For 1990-
1992, the mortality rate from accidents among American Indians and Alaska Na-
tives was nearly 2.7 times the age-adjusted rate among all races in the United States
(83.2 compared with 31.0 per 100,000), and age-adjusted mortality from alcoholism
was nearly six times that for the rest of the U.S. population (37.2 compared with 6.8
per 100,000) (IHS, 1996b).

To serve the American Indian and Alaska Native populations better, IHS
has formed partnerships with tribal governments and other Indian organizations.
As of March 1996, 64 health centers, 50 health stations, 37 hospitals, 34 urban
health projects, and 5 school health centers formed the basis of the IHS system.
The total clinical staff consists of approximately 2,580 nurses, 840 doctors, 380
dentists, and 100 physician assistants (IHS, 1996a).

Following the national trend, IHS is increasingly becoming an outpatient
care delivery system, with ambulatory care visits increasing and hospital admis-
sions declining. In 1993, outpatient visits totaled more than 5.5 million, com-
pared with total IHS and tribal hospital admissions of 69,000 (IHS, 1996b). As
patients become sicker and have more complex problems, such as complications
from diabetes, IHS hospitals are seeking to develop referral relationships with
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non-IHS tertiary care facilities. For example, in some locations, IHS hospitals
have developed cooperative agreements with Veterans Administration hospitals
(Cedar Face, 1996).

As of January 1995, all IHS- and tribally-operated hospitals and eligible IHS-
operated health centers were accredited by the Joint Commission on Accredita-
tion of Healthcare Organizations (IHS, 1995). In combination with the accredi-
tation process, total quality management guidelines are requiring IHS facilities to
restructure the ways in which they are organized and deliver services. Staffing
patterns and the ratios of health professionals to patients at some clinics are being
reevaluated to improve efficiency and cost-effectiveness.

With escalating health care costs, a growing population requiring services,
and declining resources, IHS and its partners have committed themselves to the
concept of managed care to ensure the delivery of cost-effective and high-quality
health care. Although no comprehensive system has been established among the
IHS- and tribally-operated hospitals and clinics, several communities have en-
acted aspects of managed care that have reduced costs, expanded services, and
improved the quality of care. Some communities have established pharmaceuti-
cal cost-containment programs, day hospitals for mentally ill individuals, clinical
prevention programs, practice management initiatives, telemedicine, and quality
improvement programs (IHS, 1995).

One example of the role that managed care is having on IHS involves
California’s 1992 Managed Care Expansion Plan, which would bring managed
health care to an additional 13 counties, including counties that serve thousands
of American Indians. In 1993, the California Indian Managed Care Task Force
was established to work with the state of California in expanding managed care
into American Indian populations. Working with tribal leaders and 638 contract
and urban Indian clinic administrators, the task force agreed to the following:

• recognition of the concept of Indian tribal sovereignty, allowing In-
dian clinics to negotiate directly with the state on the extension of managed care;

• acknowledgment, under P. L. 102-573, of the Indian clinics’ right to
provide health care first and foremost to American Indians and Alaska Natives;

• recognition of the need of Indian clinics to provide culturally sensitive
health care; and;

• acknowledgment of the Indian clinics’ federally qualified health center
status—and, therefore, agreement to reasonable-cost reimbursement to the clin-
ics—and acceptance of the automatic enrollment of Indian patients into Indian
health clinics (IHS, 1995).

This task force has also begun negotiations with the state of California con-
cerning managed care reform plans in the areas of dental and mental health.
Working closely with the Health Care Financing Administration, the task force
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is addressing the issues of Native American health care rights and the way in
which the state or managed care plan will be reimbursed in these and other areas
(IHS, 1995). Managed care and the role of quality assurance and accreditation
guidelines have certainly become an integral part of IHS in providing both qual-
ity and cost-effective care to American Indians and Alaska Natives.

CULTURAL COMPETENCE

The United States is becoming increasingly multicultural: racial and ethnic
minorities are the fastest-growing groups in the population of the United States.
In 1990, Hispanics, Asians, and Pacific Islanders made up 19.7 percent of the
total population, and by the year 2000 it is estimated that the proportion will
have increased to 25 percent of the population (BOC, 1990). Thus, cultural dif-
ferences between patients and practitioners are becoming more common, and
these differences can have crucial implications for the quality and outcomes of
care. For example, studies have indicated that there are ethnically based differ-
ences in treatment for pain (Todd et al., 1993) and disparities in health status
between racial and ethnic minorities and the rest of the U.S. population (DHHS,
1991).

The literature, the science, and the body of knowledge
about the effect of culture in providing mental health
services or in being able to diagnose mental health
problems is very important.

Raphael Metzger
National Coalition of Hispanic Health and Human Services

Organizations
Public Workshop, April 18, 1996, Washington, DC

Cultural competence is a term that refers to the sensitivity, cultural knowl-
edge, skills, and actions of practitioners that meet the needs of patients from di-
verse backgrounds (AMA, 1994). Cultural competence can be demonstrated in
many ways, for example, by including cultural factors in history-taking and diag-
nosis, addressing language barriers by having multilingual staff or interpreters,
and changing communication patterns to recognize cultural beliefs, practices, and
roles, such as deference to elders (Oösterwal, 1994).
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We put on the referral form the numbers the staff could call
so we could provide translation while the patient was there. I
realize these things are mundane, but this is the level you
have to think at if you are talking about being able to provide
for diverse patients.

Grace Wang
Association of Asian Pacific Community Health

Organizations
Presentation to the Committee, June 29, 1996

Washington, DC

Several models and guides have been developed to promote cultural compe-
tence in service delivery to particular racial and ethnic groups. For example, the
Association of Asian Pacific Community Health Organizations developed a manual
on culturally competent managed care for Asians and Pacific Islanders, with sup-
port from the Bureau of Primary Health Care (AAPCHO, 1994). The manual de-
scribes the Language Access Project, a model that has been developed in commu-
nity health centers serving predominantly Asian and Pacific Islander populations.
The emphasis is on helping individuals with limited English proficiency to access
health care services.

The National Coalition of Hispanic Health and Human Services Organiza-
tions has developed a manual for practitioners in the delivery of preventive ser-
vices to Hispanic groups (COSSMHO, 1990), with funding from the U.S. Office
of Disease Prevention and Health Promotion in the Office of the Assistant Secre-
tary for Health. The manual provides background on general health characteris-
tics of the Hispanic population, describes beliefs and practices that influence
health status, and offers strategies for effective interactions between practitioners
and patients.

Managed care raises issues regarding the determination of when steps need to
be taken to provide culturally competent care. Known operationally as the
“threshold” issue, these determinations can be made on the basis of the number of
individuals who have language barriers or the percentages in the population
(AAPCHO, 1994). In communities in which particular racial and ethnic groups
are concentrated, the threshold issue may need to be approached differently than
in multicultural communities, but there are no standards in this area.
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In cities like New York or Los Angeles, there are up to 150
language groups. Requiring each health care entity to be
responsible for all of those languages is a real problem.
Seattle has created a community interpreter service program
for a variety of different languages, and interpreters can be
dispatched to hospitals on scheduled or on-call basis. They
hire Spanish-speaking providers or interpreters as staff, and
then rely on the interpreter pool for the less frequently used
languages.

Julia Puebla Fortier
Resources for Cross-Cultural Health Care
Presentation to the Committee, June 29, 1996

Washington, DC

A culturally-competent system of care values diversity, has
the capacity for cultural self-assessment, is conscious of
the dynamics inherent when cultures interact, has
institutionalized cultural knowledge, and has developed
adaptations to diversity.

Grace Wang
Association of Asian Pacific Community Health

Organizations
Presentation to the Committee, June 29, 1996

Washington, DC

California’s MediCal managed care system moved from determining thresh-
olds on a percentage basis to using absolute numbers (AAPCHO, 1994). One
guide for California’s strategic plan for the MediCal conversion to managed care
was a study supported by the Health Resources and Services Administration,
which identified the ways in which bilingual and bicultural practitioners change
their practice patterns when they serve non-English-speaking Latino and Chi-
nese patients (Tirado, 1995). The study distinguished between cultural compe-
tence, “a level of knowledge and skills to provide effective clinical care to patients
from a particular ethnic or racial group” and cultural sensitivity, “a psychological
propensity to adjust one’s practice styles to the needs of different ethnic or racial
groups” (Tirado, 1995, p. 1).
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In some communities, community-based racial and ethnic groups form coali-
tions to develop resource networks. For example, the Latino Coalition for a
Healthy California, the Asian Pacific Islander Health Forum, and the California
Black Health Network are part of California’s Multi-Cultural Health Information
Project, which is developing a database of health care experts and resources. The
desire for contact with a practitioner of similar racial and ethnic background is
difficult to satisfy, since racial and ethnic minorities are underrepresented among
health care professionals (COSSMHO, 1990).

We are hearing more and more now that managed care
organizations are really seeing linguistically and culturally
diverse populations as a niche they can approach within
the marketplace.

Julia Puebla Fortier
Resources for Cross-Cultural Health Care
Presentation to the Committee, June 29, 1996

Washington, DC

A general discussion such as this one cannot begin to capture the richness
and variation among and within this country’s racial and ethnic groups. However,
it is clear that the diversity provides a significant challenge to managed care orga-
nizations in being responsive to cultural preferences among the populations that
they serve.

RURAL HEALTH AND MANAGED CARE

According to the U.S. Bureau of the Census, a rural area is defined as a county
without a central city or two cities of 50,000 or more in population or as a county
or town with areas of open country or fewer than 2,500 people. Nearly 23 percent
of the U.S. population live in rural areas (BOC, 1988, 1989). Health care delivery
and financing in these areas are often confronted with low numbers of physicians,
financially fragile hospitals, low incomes, and low population densities. Although
the extent and number of managed care delivery systems in place in rural areas is
unknown, that number is growing. Managed care plans in rural areas are hoping
to help improve health care availability and affordability.

Managed care plans in rural areas appear to be more successful when they are
built around physicians instead of hospitals, since practitioners usually control
both the hospital and specialist referrals in such an area. Physicians often feel
overworked and underpaid in rural areas, but they will enroll in managed care
networks to maintain their patient base. Point-of-service plans and HMOs may
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provide rural physicians with the greatest market share benefits, because managed
care plans offer additional benefits to employees to use their designated primary
care physicians (NRECA, 1991).

Managed health care plans in rural areas provide communities with opportu-
nities to reduce health care costs, enhance the financial viability of practitioners,
and overcome distances and isolation that can reduce the quality of health care in
these areas. Within managed care plans, health professionals are selected on the
basis of their credentials and ongoing performance, ensuring that the outcome
and the impact of care on the patients indicate that the care is of the highest
quality (Christianson, 1989; NRECA, 1991).

However, other factors, such as the enhanced role of primary care physicians,
the focus on the cost-effectiveness of care, and the changes that have been made
at both the state and federal levels, have also led the way in fostering changes in
rural medical practice. Issues surrounding the uninsured, the relative scarcity of
practitioners, low population densities, and low incomes still need to be addressed
in relation to rural health care. Such factors do not generally restrict the useful-
ness of managed care, but managed care can provide opportunities and alterna-
tives to overcome those problems (Korczyk, 1989; NRECA, 1991.)

SUMMARY OF STRUCTURAL ISSUES

This review of system structures illustrates the complex organization and fi-
nancing systems required to provide mental health and substance abuse services,
documents the presence of multiple autonomous but overlapping systems of care
(public, private, DOD, and IHS), and recognizes the fragmentation inherent in
developing services for distinct populations (e.g., children, adults with chronic
problems, various cultural groups, and consumers in both urban and rural areas).

Standards of care, accreditation guidelines, and quality improvement mecha-
nisms that address system integration are one way to overcome fragmentation in
the delivery of care. Integrated delivery systems are transforming the delivery of
care in the public and private sectors in different ways and are also creating new
needs for quality measurement systems that keep pace with evolving structures
and other new developments in the delivery of care.
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168

5

Access

Donabedian’s (1966, 1980, 1982, 1984, 1988a, b, c) approach to quality as-
sessment examines structure, process, and outcome. Access is typically con-

sidered part of the structural component of quality measurement. The committee,
however, has special concerns about access to managed care, particularly for vul-
nerable and high-risk populations, and believes that a separate discussion about
access is warranted.

Managed care reduces the expense of health care, in part, by restricting the
use of some services. Gatekeeping, utilization management, and treatment guide-
lines are designed to ensure that the levels and amounts of care are appropriate for
the severity of the clinical condition and to inhibit the delivery of unnecessary
amounts or types of services (IOM, 1989, 1992). Sometimes, however, the proce-
dures used to manage costs are perceived as barriers to access rather than as mecha-
nisms that facilitate efficient care. Plans may restrict the choice of providers to
only those practitioners who are willing to accept discounted fees and may imple-
ment copayments to discourage the overuse of services. Capitated practitioners
and health plans, moreover, may have financial incentives to avoid the use of
expensive services and to limit the amount of care provided. Access to care there-
fore becomes a critical issue in the analysis, evaluation, and management of man-
aged care plans.

Managed behavioral health care produces savings in several ways, including
paying lower prices to providers; reducing the use of inpatient care, especially for
substance abuse treatment; and reducing the length of outpatient treatment. A
study of mental health and substance abuse in the Massachusetts Medicaid pro-
gram found that utilization of care changed in accordance with an incentive struc-
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ture that was designed to reduce costly inpatient admissions while allowing more
use of less expensive outpatient treatment (Callahan et al., 1994). Typically, how-
ever, such incentives are not in place, and there are no protections to ensure that
individuals are able to receive the most appropriate care that is available to them.
The committee believes that access to care must be monitored carefully to ensure
that individuals in need of mental health and substance abuse services receive
prompt and appropriate care. Because private insurance and health plans often
limit benefits for mental health and substance abuse services and because public
systems of care serve individuals with high levels of disability and vulnerability,
access to services must be monitored in both systems.

The reasons for monitoring access to care within managed care plans are
outlined in this chapter. Current approaches to the measurement of access are
also reviewed. Finally, the need for a broader approach to the measurement and
evaluation of access is examined.

IMPORTANCE OF ASSESSING ACCESS

Historically, either a lack of coverage for mental health and substance abuse
services or limited benefits restricted access to and the utilization of treatment for
mental health and substance abuse problems (Frank and McGuire, 1996;
McGuire, 1981, 1989; Rogowski, 1992, 1993; Scott et al., 1992). Although some
states passed legislation that required that commercial group health care plans
include coverage for mental illness and alcoholism, the benefits were limited and
many states simply required that coverage be offered (Scott et al., 1992). Services
for drug abuse and dependence were rarely specifically included in health plans
(Rogowski, 1993), although plans tended to extend coverage for alcoholism treat-
ment to other drugs of abuse.

Even in the public sector, Medicaid coverage for mental health and substance
abuse treatment tends to be limited (Horgan et al., 1994; Larson and Horgan,
1994; Solloway, 1992). Copayments have also been used to discourage service
utilization. Moreover, a large portion of the population and a disproportionate
number of individuals with mental health and substance abuse problems are unin-
sured and dependent on publicly funded services. Public systems of care limit ac-
cess through the use of strict eligibility criteria: individuals must be categorically
eligible for Medicaid and must usually meet “most-in-need” criteria for serious
mental illness to receive care in state mental health systems. Access to mental
health and substance abuse benefits was therefore problematic even before the
introduction of managed care.

Even more threats to limit access may exist within a managed care environ-
ment. Self-insured employers can design benefits packages without regard to state
mandates for mental health and substance abuse coverage. Capitated health plans
and practitioners may have incentives to deny access to expensive levels of care
and even to deny care (Woolhandler and Himmelstein, 1995). Utilization man-
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agement procedures can be used to restrict access to certain levels and types of
care and to pressure practitioners to limit lengths of stay (Schlesinger et al., 1996).
These practices and incentives not only reduce expenses but also exert both subtle
and overt pressures on individuals with mental health and substance abuse prob-
lems to leave or disenroll from the plan. Critics of managed behavioral health
care plans often focus on the potential for reduced access and undertreatment
(Boyle and Callahan, 1995; NCQA, 1996).

The stigma associated with mental illness and substance abuse also contrib-
utes to the potential for undertreatment and insufficient access to care (Mechanic
et al., 1995). Individuals with mental health and substance abuse problems may
be reluctant to publicly acknowledge their illnesses and seek care. In addition,
when they seek care for other medical problems, the relevance of mental health
and substance abuse problems may not be evaluated. As discussed in Chapter 2,
primary care practitioners in general are not trained to identify the need for men-
tal health and substance abuse treatment and may not be comfortable making
interventions and referrals if they suspect a problem. Thus, the characteristics of
these illnesses increase the susceptibility of individuals with mental health and
substance abuse problems to being underdiagnosed and undertreated.

Men, women, and children who suffer from mental illness and substance
abuse tend to be vulnerable in several ways. Individuals who have a serious men-
tal illness or a dependence on alcohol and other drugs are likely to have inad-
equate economic and social supports, may have difficulty in advocating for their
own health care needs, and are at high risk of disease, injury, and death. A lack of
access to behavioral health services can aggravate their needs for acute and
chronic medical care and may increase the cost of health care. More generally,
mental illness and substance abuse problems and the costs associated with treat-
ing those problems also place large burdens on families, communities, and the
criminal justice system (Mechanic et al., 1995). Inadequate care for mental ill-
ness and substance abuse increases the strains that families and employers experi-
ence and shifts the burden of intervention from the medical system to the crimi-
nal justice system and may affect public safety. Access to treatment for mental
health and substance abuse treatment therefore has direct implications for em-
ployers, communities, and the public authorities for the Medicaid, mental health,
substance abuse, and criminal justice systems.

The issue of parity of coverage for mental health and medical care achieved
widespread national attention during the summer and fall of 1996, when Con-
gress debated amendments to the Kassebaum-Kennedy bill on job-to-job cover-
age. The Senate version of the bill included a provision advocating parity of men-
tal health coverage with medical coverage but the provision was dropped from the
final version of the bill passed by Congress and signed by President Bill Clinton.
House and Senate negotiators later agreed to a compromise version that requires
parity for existing lifetime or annual limits but does not mandate mental health
services. The provision does not include substance abuse or chemical dependency,
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and it exempts small businesses with 2 to 50 employees. The compromise version
was passed as part of the annual appropriations bill for the Departments of Hous-
ing and Urban Development and Veterans Affairs in October 1996 and addi-
tional parity proposals are likely in the future.

In 1993, the Institute of Medicine went on record supporting universal access
to insurance and health care (IOM, 1993, p. 7) by saying, “All or virtually all per-
sons—whether employed or not, whether ill or well, whether old or young—must
participate in a health benefits plan.” The present committee agrees with this goal
and recognizes that the absence of a national strategy for universal coverage means
that the responsibility lies with the states.

The committee therefore adopted a broad perspective on access to mental
health and substance abuse treatment and prevention services. The committee
defines access as the extent to which those in need of mental health and substance
abuse care receive services that are appropriate to the severity of their illness and
the complexity of their needs. Too often indicators of access reflect merely the
availability of services or the delivery of any service rather than the delivery of
services that respond effectively to the needs. In fact, an analysis of the measures
used to assess access suggests that they often merely reflect prompt attention rather
than the amount and level of care delivered.

MEASURES OF ACCESS

Managed behavioral health care organizations, purchasers, and accreditation
organizations are using a variety of measures of access. Box 5.1 compares some of
the existing measures.

A survey of performance indicators used in mental health facilities, commu-
nity mental health centers, behavioral group practices, and managed care organi-
zations examined 11 measures of access and assessed current use, appropriateness
of use, perceived validity, and measurement feasibility (IBH, 1995). The assess-
ment found that the organizations were most likely to monitor access using utili-
zation and penetration rates: (1) days and number of visits per 1,000 population,
(2) average length of stay, and (3) number of sessions per episode of care. More
than 90 percent of the respondents rated measures of patient satisfaction with
access, waiting time for emergency visits, and geographical convenience as useful
measures. Patient satisfaction, however, was perceived as the least valid measure,
and only 55 percent of the respondents monitored geographical convenience;
waiting time was rated as useful by 70 percent of the respondents. Finally, man-
aged care organizations rated telephone access highly. The overall impression is
that relatively little attention has been given to the development of systems and
measures to monitor access.

Analysis of the access standards proposed for the National Committee on
Quality Assurance’s Health Plan Employer Data and Information Set version 3.0
(HEDIS 3.0), and of those currently used by Digital Equipment Corporation and
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BOX 5.1
Sample Access Standards and Measures for

 Behavioral Health Care

HEDIS 3.0 (NCQA, 1996)

Waiting time

• Waiting time (in hours) for an appointment for mental health care and chem-
ical dependency care for routine, nonurgent, urgent, and emergency or crisis care;
plans report their standard and the percentage within the standard.

• Waiting time (in seconds) for the telephone to be answered within clinical
services (separate reports for mental health and substance abuse), claims, and
customer service departments; plans report their standard and the percentage
within the standard.

Availability of mental health and chemical dependency providers

Plans report:
1. the number and percentage of mental health and chemical dependency

providers who serve commercial patients, Medicaid patients, and Medicare pa-
tients;

2. the number and percentage of providers who accept new members in each
category with no restrictions;

3. the number and percentage of providers who accept new members in each
category with some restrictions; and

4. the number and percentage of providers who do not accept new members
in each category.

AMBHA (1995)

Penetration rate

• Overall: The percentage of enrollees who have a mental health or chemical
dependency claim within a 1 year period.

• By age and diagnostic category: The percentage of enrollees with a claim
by age and diagnostic category.

• By treatment setting, age, and diagnostic category: The percentage of en-
rollees with a claim by treatment setting (place of service), age, and diagnostic
category.

• By clinician type: The percentage of enrollees with a claim by type of clini-
cian (psychiatrist, psychologist, master’s-level clinician, or chemical dependency
or alcohol counselor other than one of the above).

Utilization

Outpatient
1. average number of outpatient visits per patient with a claim by age and

diagnostic category; and
2. average number of outpatient visits per 1,000 covered lives by age and

diagnostic category.

Inpatient
1. inpatient discharges by age and diagnostic category;
2. average length of stay by age and diagnostic category; and
3. inpatient days per 1,000 covered lives by age and diagnostic category.
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Intensive alternatives to inpatient care

Patient encounters per 1,000 covered lives for intensive alternatives to inpa-
tient care by age and diagnostic category.

Cost data for severely and persistently mentally ill (for patients with psychotic
or bipolar diagnoses only)

1. inpatient expenses divided by total expenses;
2. outpatient expenses divided by total expenses;
3. intensive alternatives expenses divided by total expenses; and
4. residential expenses divided by total expenses.

Call abandonment rate

The average call abandonment rate.

National Association of County Behavioral Health Directors
(The Evaluation Center@HSRI, 1996)

Cultural competence

• Percentage of staff who have attended training on cultural competency in
the last two years.

• Percentage of service recipients who reported not seeking services be-
cause of perceptions of incompatibility related to ethnicity, language, culture, and
age.

• Degree to which direct service staff characteristics represent enrollee char-
acteristics (number of services recipients belonging to each ethnic category per
100,000 population of that same ethnic group).

Geographic access

Percentage of individuals receiving services who live within a 15-mile radius or
a 30-minute travel time.

Waiting time for appointments

Percentage of individuals referred for mental health services who are seen
within a specified period of time, given the urgency of the request (emergent = 8
hours, urgent = 48 hours, routine = 7 days).

Perceived access

Percentage of individuals indicating that services were easily obtainable in a
self-report interview or survey.

Convenience

• Percentage of individuals indicating that service sites were convenient in a
self-report interview or survey.

• Percentage of individuals indicating that the time of day or evening for their
appointments was convenient in a self-report interview or survey.

Responsiveness

Program provides 24-hour access to professional help.
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the American Managed Behavioral Healthcare Association (AMBHA) confirm
that initial impression. Prompt attention is measured and assessed more often
than the fit between the service provided and the level of need. HEDIS 3.0, for
example, only requires monitoring of appointment waiting time, telephone access
time, and the number of mental health and chemical dependency providers avail-
able to plan members (NCQA, 1996). Digital Equipment Corporation’s (1995)
standards reflect HEDIS 3.0 but specify the performance expected. AMBHA’s
(1995) Performance-Based Measures for Managed Behavioral Healthcare
(PERMS 1.0), perhaps because the AMBHA membership specializes in the man-
agement of mental health and substance abuse services, disaggregate penetration
and utilization rates by age and diagnostic category but do not assess the overall
need for services and whether the services are appropriate for the needs. Thus, the
current measures of access used in commercial arenas appear to be insufficient for
monitoring access in a more comprehensive fashion.

The National Association of County Behavioral Health Directors recom-
mended a broader set of access measures in their review of performance outcome
indicators (The Evaluation Center@HSRI, 1996). Their measures reflect the
broader mission of public systems of care and include cultural competencies train-
ing for staff, consumer reports of language and cultural barriers to using services,
cultural similarities between staff and consumers, geographic access to care, and
consumer reports that services were accessible and convenient, in addition to
measures of waiting time. These measures of access begin to monitor some of the
more subtle barriers to care and should be more widely disseminated and adopted.
There is still no information, however, on the level of need for care in the en-
rollee population and the degree to which the need is being met.

NEED AND ACCESS

The committee believes that purchasers and plan managers should be en-
couraged to expand their monitoring of access. The indicators promoted for use in
county behavioral health programs illustrate strategies for monitoring more subtle
influences on access. Population measures of need, however, must still be devel-
oped and integrated into the access monitoring systems. A managed care pro-
gram, for example, might be satisfied with a penetration rate of 10 percent for
mental health and substance abuse services. If information on need, however,
suggested that 20 percent of plan members were in need of services, a 10 percent
penetration rate would be less satisfactory.

Population-based measures of health status and needs assessment, in fact, are
major components in the development of effective integrated systems of care
(Shortell et al., 1994). Close linkages are required with public health and social
service systems so that health status can be assessed and monitored. Managed
systems of care must improve their ability to assess the needs of their enrollees and
collect primary data on the populations that they serve, especially those at great-
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est risk for health and mental health and substance abuse problems: individuals in
poverty, racial and ethnic groups, and others with special needs (Shortell et al.,
1994).

The measurement of access is an extremely important area of concern for
purchasers and for consumers. No valid and reliable technology exists to measure
access, which is assessed in a variety of ways: access to clinicians, to initial and
follow-up appointments, to appointments with clinicians of choice, at time of day
of choice, and so on. Satisfaction with access is one important source of informa-
tion, but additional measures need to be conceptualized, developed, tested, and
implemented.

NEEDS OF SPECIAL POPULATIONS

Gender Differences

Considering the fit between service need and access also means taking into
account variations in need among different groups, particularly differences associ-
ated with gender and race or ethnicity. The issue of fitting special services to
special needs is particularly relevant to ethnic and gender subgroups. Utilization
of services in general and of particular types of services varies by gender and eth-
nic groups according to treatment and national survey data, but it is not known if
this is due to discrimination (e.g., selective screening at admission, including in-
surance criteria that exclude those without proper health profiles), to a lack of
interest and denial of the problem, or to the fact that appropriate services that
would attract such groups are not made available to them.

Different population groups have different problem profiles, are differentially
represented, and have different treatment needs and issues related to access. For
example, women’s substance abuse treatment needs often differ from men’s (De
Leon et al., 1982; Reed, 1987), particularly because of their higher rates of child-
hood sexual and physical abuse and victimization (Wallen, 1992) and also because
women may have fewer economic resources and social supports available (Anglin et
al., 1987; Harrison and Belille, 1987; Weisner, 1993; Weisner and Schmidt, 1992).
Drug addicts who are pregnant have been identified as a group that could become
involved in the prevention of chronic medical conditions in children (Weisner,
1996).

Ethnic and Racial Differences in Substance Abuse

It is also important to consider ethnic and racial differences when examining
availability and access to services. Ethnic minorities are overrepresented in the
public system and are underrepresented in the private system, and this poses spe-
cial considerations as the public system increasingly contracts with managed care
organizations. Rates of need for services differ by age, socioeconomic status, and
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gender within ethnic groups (Anglin et al., 1988; Caetano and Herd, 1988). For
example, African American men have higher rates of drug problems than do Af-
rican American women, and the men and women also differ with regard to type of
drug used (McNagny and Parker, 1992; NIAAA, 1990; NIDA, 1991).

Studies of Hispanic populations have found similar important differences by
gender and type of drug (Caetano and Mora, 1988; De La Rosa et al., 1990; Hser
et al., 1987). For example, use of illegal drugs and the utilization of drug treatment
facilities varies widely with the type of drug used across and within the subgroups
of the Hispanic population (De La Rosa et al., 1990). To underline the vast het-
erogeneity within ethnic groups, the rates of drug use are also affected by factors
such as acculturation for Hispanics (Caetano, 1983, 1987, 1993a; De La Rosa et
al., 1990) and by migration patterns and urban versus rural location for African
Americans (Herd, 1989, 1990, 1994).

As with health care in general, differences in the availability of mental health
and substance abuse treatment, as well as type of program, are affected by the
geographic distribution of services, particularly urban versus rural status (IOM,
1990). There is also evidence that availability differs by state, since the balance
between private and public sectors in the services that they provide, need levels,
general availability, and program type vary greatly by state (IOM, 1990; Weisner
et al., 1995a).

In addition to different courses of service in the public- and private-sector
systems, large disparities have been found in the type of service provision across
the states, especially in the allocation of services; per capita funding (public and
federal combined) ranges from $23.54 to $2.36 across the states (IOM, 1990).
The extent of private services across the states is not well correlated with the
amount of public services. Neither is there any relationship between need in a
state (measured by cirrhosis mortality or per capita consumption) and the amount
of service provided (IOM, 1990).

There is some variation across states in terms of program philosophy and the
type of public substance abuse treatment program that is funded (e.g., the use of
28-day programs by the public sector in Minnesota and the support of social model
programs in the public sector of California). It has also been suggested that the
merging of alcohol and drug treatment programs may affect access to treatment in
that the balance of treatment capacity for primary alcohol abuse treatment com-
pared with that for a drug problem may shift (Weisner, 1992). Similar concerns
have been expressed with regard to the merging of alcohol and drug treatment
within mental health systems.

Combined drug and alcohol use is increasingly characteristic of substance
abusers (Clayton, 1986; Hubbard, 1990). In addition, many chronic substance
abusers use more than one drug and also have diagnosable mental health prob-
lems. In this regard, the Epidemiologic Catchment Area data found the propor-
tion of individuals who met the criteria for a lifetime prevalence of alcohol de-
pendence to be 24 percent of those meeting the criteria for schizophrenia, 52
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percent of those with antisocial personalities, 12 percent for those with any anxi-
ety disorder, 12 percent for those with phobia disorders, 22 percent for those with
panic disorders, and 17 percent for those with obsessive-compulsive disorders
(Regier et al., 1993). For these individuals, the entry point to the specialized alco-
hol and drug treatment system is often through the mental health system or emer-
gency rooms and sometimes the criminal justice or welfare systems.

Although young drug and alcohol users are at risk for chronic problems, their
problematic use patterns are appropriately addressed through prevention or early
intervention treatment services. Although rates of substance abuse are greatly
affected by type of substance, gender, and ethnicity (Anglin et al., 1987; Hser et
al., 1987; Kandel and Yamaguchi, 1985), roughly 30 to 40 percent of those who
begin using alcohol or drugs early continue the use past adolescence and become
chronic users (Robins and Przybeck, 1985). Those who do continue are at great
risk of developing future problems. They are most likely to enter the specialized
treatment system through the criminal justice or educational systems or emer-
gency rooms rather than through the primary health care system. A system moni-
toring chronicity might track high-risk status for adolescents (ages 12 to 17) with
alcohol and drug use problems coming into contact with the systems listed above.

Young and middle-age adults who are at risk for chronic problems often be-
gan using drugs or alcohol during adolescence and are currently dependent. Oth-
ers begin using drugs or alcohol later as adults, but meet the criteria for severe
dependence. Both groups are most likely to enter the treatment system through
the workplace and employee assistance programs, the criminal justice system for
alcohol or drug-related arrests, the mental health system (for comorbid problems),
or emergency rooms for alcohol- and drug-related injuries. They can be identified
by screening for long use or the severity of their dependence and the frequency of
their polydrug use. Medical complications may or may not be present.

Middle-age or elderly individuals who have substance abuse disorders gener-
ally have long drinking and/or drug use histories and meet the criteria for severe
dependence. The symptoms of individuals in this group also are often character-
ized by the presence of chronic medical conditions and often by repeated admis-
sions for alcohol or drug abuse treatment. This group may also enter treatment
programs through the criminal justice system through a variety of alcohol- or drug-
related arrests, including arrests for public intoxication. They may also enter the
system through workplace programs, although many may no longer be employed,
or through emergency rooms and the primary health care system. Relapse man-
agement for chronic abusers is an important part of treatment as well as the reha-
bilitation and aftercare stages of treatment (Curry et al., 1988; Leukefeld and
Tims, 1986, 1990; Marlatt and Gordon, 1985).

A range of services needs to be available for these groups of individuals and
treatments may need to be repeated. Longer or more intensive treatment stays
may also be required for chronic substance abusers. Ideally, individuals would be
assessed, and appropriate levels and modalities of services could be provided. These
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services are likely to involve the specialized treatment system as well as the pri-
mary health care system. Different assessment tools are available, including the
Addiction Severity Index (McLellan et al., 1992) and the Patient Placement Cri-
teria developed by the American Society on Addiction Medicine (CSAT, 1994).

MEASURING ACCESS TO SERVICES WITHIN MANAGED CARE
ORGANIZATIONS

National data sets and data sources available at the community level can be
used to assess the prevalence of substance abuse problems and the services needed
within health plans. Information on the chronic medical conditions resulting from
alcohol and drug use or abuse is mainly available from hospital discharge surveys
and death certificates (NIAAA, 1990). The major strength of these measures is
their availability at the county level. The causes of death that the National Insti-
tute on Alcohol Abuse and Alcoholism (NIAAA) argues are actual measures of
chronicity are cirrhosis (including chronic liver disease and cirrhosis and portal
hypertension), alcohol dependence syndrome, and alcohol-related psychoses.

Data are also available on the deaths due to alcohol-related incidents, such as
drunk driving. In using such alcohol-related mortality measures, NIAAA notes
that factors in addition to mortality rates should be considered (NIAAA, 1991).
Such indicators include the size of the population; the existing treatment capac-
ity, including the geographic dispersal of that capacity; the amount of financial
support per treatment modality; the level of urbanization; the sociodemographic
characteristics of the population, such as ethnicity and age; and the existence of
waiting lists for treatment programs. NIAAA claims that the data can be used to
project population estimates of need by linking data on current resources with
these types of data listed above in multivariate models (NIAAA, 1991). The major
usefulness of adapting large data systems to measure chronicity is their potential
usefulness in providing ratios of the number of cases to the overall prevalence,
adapted for differences in population characteristics.

It is important to note the differences between the results drawn from data
collected from the general population and those collected from populations in treat-
ment systems (Corty and Ball, 1986; Rounsaville and Kleber, 1985; Weisner et al.,
1995b). Although both data sources are crucial to estimating need and to develop-
ing systems for monitoring the care of chronic substance abusers, they cannot an-
swer the same questions. Systems that track the prevalence of substance abuse in
the general population provide both prevalence estimates and the need for services
in the population as a whole. Data from treatment agencies provide information on
trends in the group receiving the services and the needs of the individuals in that
group.

The preferred data for measuring prevalence and monitoring the effective-
ness of managed care organizations in responding to substance abuse problems
involves epidemiologic surveys. However, these are expensive, and it is not fea-
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sible for many managed care organizations to conduct such surveys. However,
with managed care organization membership data on age, sex, and basic socioeco-
nomic status, it is possible to make reasonable estimates of need for services within
the membership from several surveys conducted every few years. The rates of al-
cohol and drug abuse problems by age, sex, and socioeconomic status are quite
consistent, particularly when they are adjusted by region of the country.

SUMMARY

Managed behavioral health care organizations define access and accessibility
using utilization (e.g., penetration rates and the use of specific services) and tele-
communication (e.g., on-hold time and call abandonment rates) measures
(AMBHA, 1995; Digital Equipment Corporation, 1995; NCQA, 1996). Purchas-
ers, however, may prefer to view access more broadly and include reductions in
barriers to care and improvements in benefits (e.g., reductions in copayments,
increases in hours of service, reductions in travel time, and expanded eligibility
for specific services or populations) (IOM, 1990).

The nature of managed care and the nature of mental health and substance
abuse problems combine to make access a critical issue. Well-developed public
and private health care and behavioral health care plans will promote access to
mental health and substance abuse services. Enrollees who access the available
care promptly and early in their illness episodes may require less intensive care,
and with appropriate continuing support, they may be less likely to experience
relapses.

Access enables quality, which is a treatment plan focused
on recovery. Quality informs innovation, reducing to the
irreducible minimum the time between the discovery of a
treatment or service that works and the implementation of
that service in the field.

Donald Galamaga
State of Rhode Island
Public Workshop, April 18, 1996, Washington, DC

Measures of access, however, must go beyond telephone answering time and
must begin to reflect the real and perceived barriers to care, including cultural
differences, geographic distance, inconvenient locations and times, and care that
is less intensive than needed. Moreover, the purchasers of health care plans and
plan administrators must begin to assess the adequacy of current access to their
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plans. Information on the ambient level of need in a health plan is required to
truly assess the adequacy of the plan in meeting the demand and need for care.

REFERENCES

AMBHA (American Managed Behavioral Healthcare Association).1995. Performance Measures for
Managed Behavioral Healthcare Programs. Washington, DC: American Managed Behavioral
Healthcare Association.

Anglin MD, Hser YI, Booth MW. 1987. Sex differences in addict careers. 4. Treatment. The Ameri-
can Journal of Drug and Alcohol Abuse 13(3):253-280.

Anglin MD, Booth MW, Ryan TM, Hser YI. 1988. Ethnic differences in narcotics addiction. II.
Chicago and Anglo addiction career patterns. The International Journal of Addictions
23(10):1011-1027.

Boyle PJ, Callahan D. 1995. Managed care and mental health: The ethical issues. Health Affairs
14(3):7-22.

Caetano R. 1983. Drinking patterns and alcohol problems among Hispanics in the U.S.: A review.
Drug and Alcohol Dependence 12(1):37-59.

Caetano R. 1987. Acculturation, drinking and social settings among U.S. Hispanics. Drug and
Alcohol Dependence 19(3):215-226.

Caetano R. 1993a. Priorities for alcohol treatment research among U.S. Hispanics. Journal of Psy-
choactive Drugs 25(1):53-60.

Caetano R. 1993b. The association between severity of DSM-III-R alcohol dependence and medical
and social consequences. Addiction 88:631-642.

Caetano R, Herd D. 1988. Drinking in different social contexts among white, black, and Hispanic
men. The Yale Journal of Biology and Medicine 61(3):243-258.

Caetano R, Mora ME. 1988. Acculturation and drinking among people of Mexican descent in
Mexico and the United States. Journal of Studies on Alcohol 49(5):462-471.

Callahan JJ, Shepard DS, Beinecke RH, Larson M, Cavanaugh D. 1994. Evaluation of the Massachu-
setts Medicaid Mental Health/Substance Abuse Program. Submitted to the Massachusetts Divi-
sion of Medical Assistance, Mental Health Substance Abuse Program. Waltham, MA: Insti-
tute for Health Policy, Brandeis University.

Clayton RR. 1986. Multiple drug use: Epidemiology, correlates, and consequences. Recent Develop-
ments in Alcoholism 4:7-38.

Corty E, Ball JC. 1986. What can we know about addiction from the addicts we treat? The Interna-
tional Journal of Addictions 21(9-10):1139-1144.

Curry SJ, Marlatt GA, Gordon J, Baer JS. 1988. A comparison of alternative theoretical approaches
to smoking cessation and relapse. Health Psychology 7(6):545-556.

CSAT (Center for Substance Abuse Treatment). 1994. Treatment Improvement Protocol: The Role
and Current Status of Patient Placement Criteria in the Treatment of Substance Abuse Disorders.
Rockville, MD: Center for Substance Abuse Treatment.

De La Rosa MR, Khalsa JH, Rouse BA. 1990. Hispanics and illicit drug use: A review of recent
findings. The International Journal of Addictions 25(6):665-691.

De Leon G, Wexler HK, Jainchill N. 1982. The therapeutic community: Success and improvement
rates 5 years after treatment. The International Journal of the Addictions 17(4):703-747.

Digital Equipment Corporation. 1995. HMO Performance Standards: 1995. Maynard, MA: Digital
Equipment Corporation.

Donabedian A. 1966. Evaluating the quality of medical care. The Milbank Quarterly 44:166-203.
Donabedian A. 1980. Explorations in Quality Assessment and Monitoring: The Definition of Quality and

Approaches to its Assessment. Vol. 1. Ann Arbor, MI: Health Administration Press.
Donabedian A. 1982. Explorations in Quality Assessment and Monitoring: The Criteria and Standards of

Quality. Vol. 2. Ann Arbor, MI: Health Administration Press.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


ACCESS 181

Donabedian A. 1984. Explorations in Quality Assessment and Monitoring: The Methods and Findings of
Quality Assessment and Monitoring, An Illustrated Analysis. Vol. 3. Ann Arbor, MI: Health
Administration Press.

Donabedian A. 1988a. Quality assessment and assurance: Unit of purpose, diversity of means. In-
quiry 25:173-192.

Donabedian A. 1988b. The quality of care: How can it be assessed? Journal of the American Medical
Association 260:1743-1748.

Donabedian A. 1988c. Monitoring: The eyes and ears of healthcare. Health Progress 69:38-43.
Frank RG, McGuire TG. 1996. Introduction to the economics of mental health payment systems.

In: Levin BL, Petrila J, eds. Mental Health Services: A Public Health Perspective. New York:
Oxford University Press.

Harrison PA, Belille CA. 1987. Women in treatment: Beyond the stereotype. Journal of Studies on
Alcohol 48(6):574-578.

Herd D. 1989. The epidemiology of drinking patterns and alcohol-related problems among U.S.
blacks. NIAAA Research Monograph No. 18. Rockville, MD: National Institute on Alcohol
Abuse and Alcoholism.

Herd D. 1990. Subgroup differences in drinking patterns among black and white men: Results from
a national survey. Journal of Studies on Alcohol 51(3):221-232.

Herd D. 1994. Predicting drinking problems among black and white men: Results from a national
survey. Journal of Studies on Alcohol 55(1):61-71.

Horgan C, Larson MJ, Simon L. 1994. Medicaid funding for drug abuse treatment: A national
perspective. In: Denmead G, Rouse BA, eds. Services Research Monograph No. 1: Financing
Drug Treatment Through State Programs. NIH Publication No. 94-3543. Rockville, MD: Na-
tional Institute on Drug Abuse.

Hser YI, Anglin MD, McGlothlin W. 1987. Sex differences in addict careers. 1. Initiation of use.
The American Journal of Drug and Alcohol Abuse 13(1-2):33-57.

Hubbard RL. 1990. Treating combined alcohol and drug abuse in community-based programs. Re-
cent Developments in Alcoholism 8:273-283.

IBH (Institute for Behavioral Healthcare). 1995. Performance Indicators in Behavioral Healthcare:
Measures of Access, Appropriateness, Quality, Outcomes, and Prevention. Tiburon, CA: Institute
for Behavioral Healthcare.

IOM (Institute of Medicine).1989. Controlling Costs and Changing Patient Care? The Role for Utiliza-
tion Management. Washington, DC: National Academy Press.

IOM. 1990. Treating Drug Problems. Vol 1. Washington, DC: National Academy Press.
IOM. 1992. Guidelines for Clinical Practice: From Development to Use. Washington, DC: National

Academy Press.
IOM. 1993. Employment and Health Benefits: A Connection at Risk. Washington, DC: National Acad-

emy Press.
Kandel DB, Yamaguchi K. 1985. Developmental patterns of the use of legal, illegal, and medically

prescribed psychotropic drugs from adolescence to young adulthood. NIDA Research Mono-
graph No. 56. Rockville, MD: National Institute on Drug Abuse. Pp. 193-235.

Larson MJ, Horgan C. 1994. Variations in state Medicaid program expenditures for substance abuse
units and facilities. In: Denmead G, Rouse BA, eds. Services Research Monograph No. 1: Financ-
ing Drug Treatment Through State Programs. NIH Publication No. 94-3543. Rockville, MD:
National Institute on Drug Abuse.

Leudefeld CG, Tims FM. 1986. Relapse and recovery: Some directions for research and practice.
NIDA Research Monograph No. 72. Rockville, MD: National Institute on Drug Abuse. Pp. 185-
190.

Leukefeld CG, Tims FM. 1990. Compulsory treatment for drug abuse. The International Journal of
Addictions 25(6):621-640.

Marlatt GA, Gordon JR, eds. 1985. Relapse Prevention: Maintenance Strategies in the Treatment of
Addictive Behaviors. New York, NY: The Guilford Press.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


182 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

McGuire TG. 1981. Financing Psychotherapy: Costs, Effects, and Public Policy. Cambridge, MA:
Ballinger Publishing.

McGuire TG. 1989. Financing and demand for mental health services. In: Taube C, Mechanic D,
Hohmann A, eds. The Future of Mental Health Services Research. DHHS Publication No.
(ADM) 89-1600. Rockville, MD: National Institute on Mental Health.

McLellan AT, Cacciola J, Kushner H, Peters R, Smith I, Pettinati H. 1992. The fifth edition of the
Addiction Severity Index: Cautions, additions, and normative data. Journal of Substance Abuse
Treatment 9(5):461-480.

McNagny SE, Parker RM. 1992. High prevalence of recent cocaine use and the unreliability of
patient self-report in an inner-city walk-in clinic. Journal of the American Medical Association
267(8):1106-1108.

Mechanic D, Schlesinger M, McAlpine DD. 1995. Management of mental health and substance
abuse services: State of the art and early results. The Milbank Quarterly 73:19-55.

NCQA (National Committee for Quality Assurance). 1996. HEDIS 3.0: Health Plan Employer Data
and Information Set. Washington, DC: National Committee for Quality Assurance.

NIAAA (National Institute of Alcohol Abuse and Alcoholism). 1990. Alcohol and Health: Seventh
Special Report to the U.S. Congress. DHHS Publication No. (ADM) 90-1656. Washington, DC:
U.S. Department of Health and Human Services.

NIAAA. 1991. U.S. Alcohol Epidemiologic Data Reference Manual: County Alcohol Problem Indicators,
1979-1985, 3rd Edition. Vol. III. DHHS Publication No. (ADM) 91-1740. Washington, DC:
U.S. Department of Health and Human Services.

NIDA (National Institute on Drug Abuse). 1991. Drug Abuse and Drug Abuse Research: The Third
Report to Congress from the Secretary, Department of Health and Human Services. DHHS Publica-
tion No. (ADM) 91-1704. Washington, DC: U.S. Department of Health and Human Ser-
vices.

Reed BG. 1987. Developing women-sensitive drug dependence treatment services: Why so difficult?
Journal of Psychoactive Drugs 19(2):151-164.

Regier DA, Narrow WE, Rae DS, Manderscheid RW, Locke BZ, Goodwin FK. 1993. The de facto
U.S. mental and addictive disorders service system: Epidemiologic catchment area prospective
1-year prevalence rates of disorders and services. Archives of General Psychiatry 50:85-94.

Robins LN, Przybeck TR. 1985. Age of onset of drug use as a factor in drug and other disorders.
NIDA Research Monograph No. 56. Rockville, MD: National Institute on Drug Abuse. Pp. 178-
192.

Rogowski JA. 1992. Private versus public sector insurance coverage for drug abuse. Health Affairs
11(3):137-148.

Rogowski JA. 1993. Private Versus Public Sector Insurance Coverage for Drug Abuse. Santa Monica,
CA: RAND Drug Policy Research Center.

Room R, Greenfield T. 1993. Alcoholics anonymous, other 12-step movements and psychotherapy
in the U.S. population, 1990. Addiction 88(4):555-562.

Rounsaville BJ, Kleber HD. 1985. Untreated opiate addicts: How do they differ from those seeking
treatment? Archives of General Psychiatry 42:1072-1077.

Schlesinger M, Dorwart RA, Epstein SS. 1996. Managed care constraints on psychiatrists’ hospital
practices: Bargaining power and professional autonomy. American Journal of Psychiatry 153:256-
260.

Scott JE, Greenberg D, Pizarro J. 1992. A survey of state insurance mandates covering alcohol and
other drug treatment. Journal of Mental Health Administration 19:96-118.

Shortell SM, Gillies RR, Anderson DA. 1994. New world of managed care: Creating organized
delivery systems. Health Affairs 13(4):46-64.

Solloway MR. 1992. A Fifty-State Survey of Medicaid Coverage of Substance Abuse Services. Washing-
ton, DC: Intergovernmental Health Policy Project, The George Washington University.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


ACCESS 183

The Evaluation Center@HSRI. 1996. Candidate Indicators for County Performance Outcomes Project.
Rockville, MD: Center for Mental Health Services.

Wallen J. 1992. A comparison of male and female clients in substance abuse treatment. Journal of
Substance Abuse Treatment 9(3):243-248.

Weisner C. 1992. A comparison of alcohol and drug treatment clients: Are they from the same
population? The American Journal of Drug and Alcohol Abuse 18(4):429-444.

Weisner C. 1993. The epidemiology of combined alcohol and drug use within treatment agencies: A
comparison by gender. Journal of Studies on Alcohol 54:268-274.

Weisner C. 1996. Social indicators of chronic alcohol and drug abuse. In: Chronic Care Social
Indicator Project Monograph. Princeton, NJ: Robert Wood Johnson Foundation.

Weisner C, Schmidt L. 1992. Gender disparities in treatment for alcohol problems. Journal of the
American Medical Association 268(14):1872-1876.

Weisner C, Greenfield T, Room R. 1995a. Trends in the treatment of alcohol problems in the U.S.
general population, 1979 through 1990. American Journal of Public Health 85(1):55-60.

Weisner C, Schmidt L, Tam T. 1995b. Assessing bias in community-based prevalence estimates:
Towards an unduplicated count of problem drinkers and drug users. Addiction 90(3):391-405.

Woolhandler S, Himmelstein DU. 1995. Extreme risk: The new corporate proposition for physi-
cians. The New England Journal of Medicine 333:1706-1708.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


184 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

184

6

Process

In general terms, measurement of the quality of health care is driven by different
forces in the private and public sectors. In the private sector, quality measure-

ment is a reflection of the requirements of the accreditation process and, increas-
ingly, is also a response to the demands of employers and other purchasers through
contracting, report cards, and other means. In the public sector, performance mea-
surement is the primary tool of accountability for spending public funds on health
care (DHHS, 1995; IOM, 1989a).

This chapter begins with a general discussion of quality and accountability in
the private sector, an overview of methods of quality improvement, and a com-
parison of current quality improvement methods in managed behavioral health
care. Next is a discussion of performance measurement, model standards, and re-
lated developments in the public sector. The chapter then provides an overview
of the accreditation process, including the development of standards and descrip-
tions of five organizations currently in the accreditation industry. The chapter
concludes with a discussion of the role of government in quality assurance.

QUALITY AND ACCOUNTABILITY

Background

Health care purchasers are caught in a dilemma created over the past 50 years
and for which there is no easy resolution. Following World War II, the U.S.
economy was strong and its industry dominated the world marketplace. Jobs were
plentiful, and employers competed for skilled workers. The American ethic of a
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benevolent employer was firmly reinforced by years of unions’ struggles with man-
agement and by a healthy economy under which employers could afford to offer
generous health benefits.

For years, the health insurance contract offered ever-increasing benefits, free-
dom of choice, and first-dollar coverage (few copayments or deductibles). Em-
ployers trusted their employees and providers. Although consumers and providers
struggled for many years to develop more adequate mental health and substance
abuse benefits, most people were happy with the health care system. Furthermore,
the U.S. Congress initiated the Community Mental Health Centers Act, Medi-
care, Medicaid, Hill-Burton, and other programs (see Chapter 3), which contrib-
uted greatly to the growth of the health care industry. With these investments,
the public and private sectors created health care access and resources that were
unparalleled in world history.

Fueled by scientific prowess and expanding financial commitments, the
health care system appeared to have no limits in its potential capacities to provide
health care. However, unlimited growth could not continue. With the rising costs
of health care services threatening the financial stability of their budgets, private
and public payers increasingly turned to methods that make health care account-
able and affordable and that prevent cutbacks in previously reimbursed health
benefits. The widespread initiation of utilization management, health mainte-
nance organizations (HMOs), and other managed care methods during the past
quarter century has emphasized cost accountability (IOM, 1989a).

These programs have cumulatively evolved into an industry and have become
a strong force in the health care system. Consumers and providers who believe that
autonomous health resource decisions on the basis of tradition and the health care
contract are consequently in conflict with such policies. The tensions over cost
controls have increasingly focused concerns about cost-containment efforts on qual-
ity issues such as the following:

• qualifications of and consumers’ geographic access to a comprehensive
range of providers;

• prevention of avoidable illness and provision of timely and focused
treatment interventions;

• availability of services, on the basis of urgency of need;
• courtesy, convenience, and comfort of services;
• compassion and kindness of care;
• competence of providers to institute most appropriate evaluations and

treatments, which would result in services that would result in the least risk to the
patient and with the best health status outcome; and

• administrative efficiencies of health care services that promote quality
through effective communications, consumer and provider education, decision
support, and quality management, treatment coordination, and other systems.
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The interest in quality is reinforced by consumer demand and empowerment,
professional ethics, legal and regulatory interpretation of citizens’ rights, and at-
tempts by businesses to satisfy and keep customers in a competitive health care
marketplace. For public purchasers who are accountable for public funds, it is
important to demonstrate that health care has good value and is worth the invest-
ment. The next section will give an overview of different methods for assessing
quality.

Methods for Quality Assessment

Accreditation

One of the more traditional methods of quality assessment, accreditation of
hospitals and managed care organizations, has evolved over the past 60 years to
include highly specialized and involved accreditation of facilities, programs, and
systems by numerous national accrediting entities, both voluntary and govern-
mental. In addition, many managed behavioral health care organizations have
developed “certification” methods based on various quality parameters and sources
to establish the qualifications of various institutional and professional providers
that are contracted into their networks. Managed care accreditation has become
increasingly popular for public- and private-sector health programs because it is
viewed as the best current system for creating accountability and quality, even
though there is limited evidence to support the relationship between adherence
to quality standards and improvements in patients’ health status. Accreditation
will be discussed more fully in a later section of this chapter.

Professional Review of Care

Review of care by peers or other qualified health professionals has been prac-
ticed extensively, especially in professional case conferences and for granting cre-
dentials and privileges. Peer review has become more institutionalized, detailed,
and systematically applied in recent years with the evolution of the utilization
management and quality assurance movements. Concerns by payers, courts, and
facilities about the medical appropriateness of care have led to broader applica-
tions of professional review to prospectively, concurrently, and retrospectively
validate clinical decisions made by clinicians for individual patient care and care
for populations of patients.

Licensing

States have licensed physicians and nurses for many of the past 75 years
through examinations and the recognition of professional training in accredited
programs. Licensing has expanded substantially to other health care practitioners
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and has become more prescriptive regarding the scope of practice limits in many
jurisdictions. In addition, it has been tied in recent years to continuing education
requirements, proof of competence, and both sanctions and supervision in in-
stances in which impairment is established. Licensing of facilities has likewise
become a major state function, involving monitoring of numerous and varying
requirements established by state legislatures and regulatory agencies.

Credentialing and Privileging

Health care programs provide risk and quality management through a num-
ber of approaches. They and accreditation organizations have established stan-
dards of practitioner competence based on such factors as training in accredited
health professional programs, possession of a current state license, professional
certification, demonstration of specific technical skills under expert supervision,
evidence of liability coverage and acceptable prior malpractice experience, and
attestation to the existence of no current health conditions that would expose
patients to risks. Programs now commonly have dedicated resources to establish
primary source verification of practitioners’ qualifications, to conduct initial and
ongoing peer review of practitioners’ skills, and to restrict a clinician’s practice
and to report defined infractions to various state agencies and national data banks.

The complexities and multiple requirements imposed on providers to account
to many agencies and managed care organizations and managed behavioral health
care organizations has caused credentialing-privileging to become a costly and
time-consuming enterprise for both organizations and individual practitioners.
The evolution of integrated credentialing systems could substantially reduce these
burdens and maintain protection for the public.

Physicians who have contracts with multiple organizations
tell us that they can have as many as 20 or 30 reviews in a
year, each of which looks at similar but just a little bit
different criteria.

Linda Bresolin
American Medical Association
Public Workshop, April 18, 1996, Washington, DC

Auditing

A number of quality-focused activities have evolved from purchasers’ needs
to account for costs and regulators’ needs to account for risks. The Health Care
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Financing Administration (HCFA) regularly conducts audits of the Medicare and
Medicaid programs using both staff financial auditors and professional reviewers,
including evaluations from state peer review organizations. Explicit survey stan-
dards and procedures are followed in these evaluations of agencies’ and providers’
statutory responsibility to provide services that are of acceptable cost, quality, and
risk. Other agencies are substantially involved in developing standards affecting
quality of care (e.g., the Substance Abuse and Mental Health Services Adminis-
tration [SAMHSA] and the Agency for Health Care Policy and Research
[AHCPR]) and in inspecting health care providers for compliance with quality-
related requirements (e.g., the Occupational Safety and Health Administration).

In the private sector, a number of health benefits consulting firms have hired
clinicians, including mental health professionals, to develop clinical services stan-
dards, auditing instruments and methods, and quality improvement programs for
their customers, which include purchasers and provider organizations. Of any
single institution, these consulting firms have collectively had one of the most
profound and least publicized impacts on managed care. Their influence over the
managed care purchasing decisions of health plans, through the promotion of
their performance requirements, selection of managed care organization and man-
aged behavioral health care organization vendors, and auditing of managed care
operations, has been a major contributor to the development of monitoring stan-
dards and systems embraced by other organizations (e.g., American Managed Be-
havioral Healthcare Association [AMBHA] and the National Committee for
Quality Assurance [NCQA]).

Courts

The legal system, guided by tort principles and case law, provides an uneven
but sometimes effective means of regulation in situations in which a lack of atten-
tion to quality of care can result in risk or harm to patients. Legal mechanisms
serve as an arbitrator and financial compensator in situations in which grievances
or harm are established to be the result of neglect or malpractice by the health
care provider. The substantial growth of risk management programs in health
care plans, initially propelled by the need for liability control, has also been ac-
centuated by their incorporation into quality improvement activities.

Clinical Practice Standards and Guidelines

The opportunities for high-quality clinical care are enhanced when providers
follow steps in evaluation and treatment that have evolved over years through
scientific research and clinical experience. Clinical texts by authoritative special-
ists and published articles in reputable peer-reviewed journals represent a tradi-
tional source of clinical standards. In recent years, expert consensus panels have
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proliferated to guide clinicians toward optimal decisions through their promulga-
tion of specialized standards for a variety of conditions and medical technologies.

A variety of published and unpublished standards, criteria, guidelines, indi-
cators, and protocols have flooded the landscape of health care, resulting in some-
times differing views about medical appropriateness by various expert panels. Nev-
ertheless, empirically and experientially based clinical standards constitute an
essential method by which clinical decisions can be independently evaluated
through professional review and indicator-based measurements.

Consumer Satisfaction

Concern about the satisfaction of patients and patients’ families with health
services by providers or regulators was uncommon until recent years. The growing
power of consumers in a competitive market economy has migrated from other
areas of business to health care, underscoring the essential importance of rou-
tinely assessing what consumers think and feel about their health benefits and
services. Health services research has shown that patient satisfaction is one of the
most relevant markers for quality, even if it is not always a sensitive indicator.
Significant resources are being allocated to refine specific methods of assessing
quality through consumer evaluation and to systematically seek customers’ opin-
ions in designing clinical services and improving the quality of clinical services.

National and local newspapers and magazines provide consumers with infor-
mation by comparing different health plans, including the results of consumer satis-
faction surveys and other data available from report cards. The media also cover
stories about provider “gag rules,” denials of services, problems with care, HMO
profits, and other information that have unmeasured effects on disenrollment or
other indications of dissatisfaction.

QUALITY MANAGEMENT IN BEHAVIORAL HEALTH CARE

Quality management activities in behavioral health care services have
evolved over the past 30 years. They originated with the academic and profes-
sional bases of medical quality assurance (Mattson, 1992; Rodriguez, 1988), and
have blended with traditional local practice (e.g., clinical privileging), state regu-
latory (e.g., licensing), and tort interventions to provide implicit and explicit
oversight of health care quality.

One of the major initiatives in the accountability of behavioral health care
quality was instituted by the U.S. Department of Defense in 1975 to provide ex-
plicit oversight over psychiatric residential treatment for child and adolescent
services under the Civilian Health and Medical Program of the Uniformed Ser-
vices (CHAMPUS). As noted in Chapter 4, this national initiative was the first
by a national payer to establish specialized program standards and admission-treat-
ment criteria for mental health services. Its evolution into a national peer review
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program (Rodriguez, 1985) for inpatient psychiatric and outpatient psychiatric
and psychological services became the foundation for private health plans’ rapid
embrace in the early 1980s of commercial utilization and quality management
programs.

In the latter part of the 1980s, indemnity health plan administrators realized
that utilization management approaches such as retrospective and concurrent re-
view had limited impacts on both costs and quality. Utilization management and
employee assistance program vendors were encouraged to develop contracted net-
works of mental health providers to allow for mixed reimbursements and capita-
tion of services and to better promote network-based quality management. In less
than 10 years this phenomenon grew to the point that now more than 120 million
people with insured or entitled behavioral health care benefits receive care in one
of these managed care arrangements (HIAA, 1996).

Employers as Purchasers of Behavioral Health Care

Managed behavioral health care organizations have encouraged the docu-
mentation of efforts to account for quality of care and services. Xerox, IBM, GTE,
and Digital Equipment Corporation have led the way in establishing quality speci-
fications for their managed behavioral health care organization vendors. Through
the imposition of contract guarantees, corporate purchasers reward quality and
penalize poor service.

Employers are increasingly concerned about the quality of
care that’s being provided to their employees, and they
want to gather more data on it. It’s not self-reported through
the health plans, so they need to look to groups that have
the market power as well as the relationships with the
health plans to gather that data collaboratively and in an
audited format.

Catherine Brown
Pacific Business Group on Health
Public Workshop, May 17, 1996, Irvine, CA

Contract-based performance standards have become the base for industry and
voluntary accreditation organization standards, notably those developed by
AMBHA (1995) and NCQA (1996a, b). Some payers have developed their own
explicit requirements for HMOs that provide care under their health benefits
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plan for such areas as member services and satisfaction, administrative services,
organizational structure and philosophy, provider credentialing and performance
monitoring, clinical services management, clinical delivery support systems, and
confidentiality. Digital Equipment Corporation, for example, has specific require-
ments for the behavioral health services that it purchases:

• benefit design,
• access,
• triage,
• treatment approach,
• case management,
• alternative treatment settings,
• outcomes measurement,
• quality management, and
• prevention and early intervention.

Table 6.1 compares some of the more widely used behavioral health care stan-
dards.

Trends in Quality Standards in the Private Sector

Because so many purchasers’ efforts to become involved in prescribing meth-
ods and outcomes goals for quality accountability are in the early stages and be-
cause the state of population-based measurement systems is not refined, quality
management in behavioral health and other clinical services is in the early stages
but is evolving rapidly. As with most evolutions, an experimental phase precedes
consensus about what constitutes the best approach.

In addition to the standards listed in Table 6.1, numerous employer coali-
tions, both local and national, are now embarked on efforts to establish perfor-
mance requirements for managed care. Examples include the Managed Health
Care Association, the Employer Consortium, the National HMO Purchasing Coa-
lition, the Minnesota Buyers Healthcare Action Group, and the Pacific Business
Group on Health. Many of these coalitions have significant participation by
health services consumers and their representatives, such as unions, advocates,
organizations, and insurance commission agencies.

The Foundation for Accountability (FACCT), representing a broad coali-
tion of public and private purchasers and others, has begun to develop and test
tools that will allow documentation of population-specific functioning, quality of
life, satisfaction with services, and risk reduction for a number of medical condi-
tions commonly seen in health plans, such as diabetes, asthma, breast cancer,
coronary artery disease, and low back pain (FACCT, 1995). Mood and anxiety
disorders represent other conditions whose prevalence and direct and indirect
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costs and for which there are problems in the quality of evaluation and treatment
are of great concern.

FACCT evolved during 1995 because of the interests of several major private
and public purchasers, as well as consumer groups, for public-measurement systems
that account for outcomes related to quality such as patient satisfaction, health-
related quality of life, and functional status. Their wish to expedite the develop-
ment of outcomes and methodologies and systems was spurred by Paul Ellwood’s
long-standing promotion of the national goal of a patient-centered and integrated
outcomes management system. To date, FACCT has released measurement meth-
ods for a number of conditions (e.g., diabetes, asthma, and breast cancer) and is
planning the development of similar tools and pilot programs for behavioral health
conditions such as depression. The application and evolution of FACCT methods
will be influenced by the amount of funding that is available and how meaningful
the collected information will be to consumers and purchasers.

Many purchasers are now prodding their contracted managed care organiza-
tions and a few are requiring their contracted managed care organizations to col-
lect and publicly report their Health Plan Employer Data and Information Set
(HEDIS) results. This and other public report cards constitute a major trend in
health care and are being actively supported by consumers who want meaningful
data on which they can make personal health care and health plan selection deci-
sions. Managed care organizations are concerned about the risk adjustment prob-
lems with some measures, the cost of collecting data, the high-stakes business
risks that can follow questionable performance, and the plethora of reporting re-
quirements that are being imposed under multiple reporting systems. The evolu-
tion of other potentially large systems, such as the Joint Commission on Accredi-
tation of Healthcare Organizations (JCAHO), NCQA, Utilization Review
Accreditation Commission (URAC), and Council on Accreditation of Services
for Families and Children (COA), adds to their concerns about their abilities to
simultaneously meet the market’s demands for improved accountability and lower
premiums.

From these early efforts to establish quality standards and tools that can be
used to measure quality, several views are emerging:

• Standards and measures for quality-related components of structure
(e.g., state licensure and national accreditation), process (e.g., provider adher-
ence to clinical policies), and outcomes (e.g., level of functioning and patient
satisfaction with clinical care) are relevant to conclusions about quality.

• Routine and consistent measurement of specific health conditions and
illnesses should be conducted for individuals in a health plan and for the popula-
tion.

• Risk adjustments, based on individual and population variables, are
critical in reaching conclusions about the process and outcomes of health care.

• Health status (physical functioning, role capacities, and objective and
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subjective well-being) should be consistently evaluated in determining the effec-
tiveness of health care interventions.

• Generic population and disease-specific health measures are relevant
to the management of a population’s health.

• Plans need to evaluate systematically individual and population health
risk behaviors in developing targeted interventions that could reduce avoidable
health costs and increase the likelihood of positive health status over time.

• Accreditation, licensing, quality auditing, performance monitoring,
and other accountability mechanisms have limited impacts when they are insti-
tuted in a piecemeal or uncoordinated fashion. For example, external oversight
processes may adequately monitor the overall quality of care, but oversight tends
only to identify problems rather than to help solve them, especially when the
solutions may involve changes in the internal procedures of an organization.

• Quality of care requires cooperative commitments to quality-related
goals by payers, practitioners, consumers, regulators, and managed care organiza-
tions, as well as a common and practical system for measuring and analyzing qual-
ity-related information.

Purchasers share with responsible managed care organizations and consumers
a unifying goal of creating a more responsive health care delivery system, that is,
one that is both more efficient and more effective. Over time it is probable that a
best practices system will emerge that monitors, measures, and reports on the rel-
evant information needed to determine effectiveness in sensitive, reliable, spe-
cific, and valid terms. The process of developing best practices will be facilitated if
purchasers and managed care organizations include a variety of stakeholders in
the discussions, including practitioners, administrators, researchers, accreditation
organizations, public agencies, and the general public.

The quest for best practices and affordable systems is one of the current
megatrends in health care, spawning a new industry that may provide the tools
that stakeholders in the U.S. health care system need to make quality-based deci-
sions. During the next few years of systems experimentation and consensus devel-
opment, quality-related accountability will continue to develop in a variety of
ways and will require leadership (Ellwood, 1988). It is now unclear by what means
payers, providers, consumers, managed care organizations, and other stakeholders
will come together to develop consensus about the systems that promote gains in
personal health and the public good. Leadership will be needed to guide each step
in this development and consensus-building process.

PERFORMANCE MEASUREMENT IN THE PUBLIC SECTOR

Performance measures are used to monitor progress made by agencies in
reaching public health goals. Information from performance measures sometimes
is used by agency administrators to justify the use of public funds. In addition, the
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information infrastructure needs to be developed to support state and local perfor-
mance measurement systems and to standardize information across agencies, mak-
ing it easier to aggregate and to analyze trends at the state level and then at the
national level.

Standardization of information is a current priority of the U.S. Department
of Health and Human Services. In addition to this report, the DHHS is sponsor-
ing two other studies relevant to performance measurement. One study is being
conducted by the National Research Council at the request of the Office of the
Assistant Secretary for Health, to examine the technical issues involved in adopt-
ing performance measures in mental health and substance abuse, as well as other
areas (human immunodeficiency virus infection, sexually transmitted diseases,
tuberculosis, chronic disease, immunization, prevention of disabilities among chil-
dren, rape prevention, and emergency medical services). That study will make
recommendations for the specific performance measures that should be used over
the next 3 to 5 years. DHHS also asked the Institute of Medicine (IOM) to con-
vene the Committee on Using Performance Monitoring to Improve Community
Health. That committee will develop prototypical sets of indicators for use by
communities in monitoring the performance of public health agencies and per-
sonal health care services. One of the indicator sets addresses depression. The
committees performing both studies are scheduled to issue reports in 1997.

The present committee is aware that many other efforts to develop perfor-
mance measures are being undertaken by the states and cannot be addressed in
this report. The section that follows will describe key efforts and lead agencies in
the development of performance measures at the federal level.

Healthy People 2000

In 1979, the U.S. Public Health Service (PHS) initiated a process of setting
objectives and measurable targets for health promotion and disease prevention.
Now known as Healthy People 2000, this U.S. Public Health Service process
adapted the private-sector “management by objectives” approach and set objec-
tives for improvements in health status, risk reduction, public and professional
awareness of prevention, health services, and protective measures. There are now
300 objectives in 22 priority areas addressing health promotion, health protec-
tion, preventive services, and data systems (DHHS, 1995).

The development of Healthy People 2000 was directed by the Office of Dis-
ease Prevention and Health Promotion, under the leadership of J. Michael
McGinnis, in response to a Congressional mandate. The national objectives were
developed by 22 expert working groups, a consortium of more than 300 national
membership organizations, 56 state and territorial health departments, the IOM,
and public review and comment involving more than 10,000 individuals (DHHS,
1990, 1992).

Dissemination of these objectives has been widespread in the public health
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community through coordination with the American Public Health Association,
the Association of State and Territorial Health Officials, the National Associa-
tion of County and City Health Officials, and other groups. Regular reports de-
scribing the national progress toward meeting the objectives are issued, and there
is general agreement that the objectives encourage the systematic measurement
of needs, the setting of targets, the monitoring of the progress that has been made,
and the evaluation of outcomes in public health (IOM, 1989a).

Substance Abuse and Mental Health Services Administration

Managed Care Initiative

SAMHSA is the lead federal agency for behavioral health care. SAMHSA’s
three centers (Center for Substance Abuse Treatment, Center for Mental Health
Services, and Center for Substance Abuse Prevention) work in partnership with
the states to improve prevention, treatment, and rehabilitation services for indi-
viduals with mental illness and substance abuse disorders.

In April 1995, SAMHSA began a managed care initiative to assist administra-
tors and providers in adapting to the national shift to managed care delivery sys-
tems. Through its three centers, SAMHSA is supporting the development of activi-
ties that will help to consolidate information on managed care with regard to
individuals with serious mental illness and chronic substance abuse disorders.
SAMHSA also provides technical assistance to states and local providers concern-
ing managed behavioral health care systems, including the development of perfor-
mance-monitoring systems that include consumers and families, and the negotia-
tion and management of contracts with managed behavioral health care
organizations.

Mental Health Statistics Improvement Program

Public mental health programs have recently experienced several transfor-
mations concurrently with the development of managed behavioral health care
systems. One of the most important is the emergence of the mental health con-
sumer movement, with an increasing emphasis on consumer satisfaction with the
quality of care and on the assessment of quality of life and other outcomes of
mental health treatment.

In 1993, the Mental Health Statistics Improvement Program of the Center
for Mental Health Services initiated the first phase of its report card project. The
effort was a reflection of the emphasis on consumer choice during the Clinton
Administration’s health care reform proposals, and it converged with the growing
mental health consumer movement to develop a collaborative effort with many
stakeholders, including mental health consumers, state agency directors, and re-
searchers.
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The first phase of the report card project identified the domains and general
concerns of stakeholders. The second phase involved the development of indica-
tors for these domains, and in the spring of 1996, a report describing measurable
indicators for the domains of access, appropriateness, outcomes, satisfaction, and
prevention was released. In the summer of 1996, the Center for Mental Health
Services announced that it will provide funding for field testing in up to 25 states,
in which a combination of administrative data, clinical information such as medi-
cal records, and consumer self-reports will be used to prepare the report cards
(CMHS, 1995; Cody, 1996).

The report card is a consumer-oriented prototype. It was designed to help
mental health consumers, advocates, health care purchasers, providers, and state
mental health agencies compare and evaluate mental health services in the areas
of access, appropriateness, outcomes, and prevention. It is unique in the field be-
cause of the involvement of consumers in every stage of its development, the
focus on serious mental illness, and the emphasis on outcomes in mental health
treatment.

Health Care Financing Administration

HCFA, which administers the Medicare and Medicaid programs, is the larg-
est single purchaser of managed care in the United States and currently provides
direct or financial support to 15.5 million people (Valdez, 1996). As of June 30,
1996, about 11.5 million Medicaid beneficiaries were enrolled in managed care
programs, representing about a 140 percent increase in managed care enrollment
since 1993. Currently, 10 percent of the Medicare population is enrolled in about
278 managed health care plans across the country, representing about a 67 per-
cent increase since 1993 (Valdez, 1996).

In the area of quality assurance (referring to plan structure and processes), in
1991 HCFA began its Quality Assurance Reform Initiative, which was designed
to monitor and improve the quality of managed care for Medicaid recipients. The
initiative has developed a guide that includes specific criteria for the design of
internal quality assurance programs by managed care plans. Over the long term,
HCFA plans to move toward a single set of quality assurance standards for both
Medicaid and Medicare beneficiaries within managed care environments (Valdez,
1996).

In the area of performance measures, HCFA worked with NCQA in the de-
velopment of the Medicaid version of HEDIS and has included Medicaid HEDIS
in its Quality Improvement Primer, which has been developed for state Medicaid
agencies. In addition, HCFA has worked with NCQA to develop HEDIS 3.0 and
by 1997 will require health plans serving the Medicare population to use some of
the HEDIS measures. HCFA also is working with FACCT to develop outcome
measures for plan performance.
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Agency for Health Care Policy and Research

The Agency for Health Care Policy and Research (AHCPR), a U.S. Depart-
ment of Health and Human Services agency, was established in 1989 with a Con-
gressional mandate to generate and disseminate information that would be useful
to consumers, practitioners, and other audiences. The majority of AHCPR’s ac-
tivities are aimed at improving the quality of health care. Accordingly, the agency
works with several organizations, including the Foundation for Accountability,
the Joint Commission on Accreditation of Healthcare Organizations, the Na-
tional Committee for Quality Assurance, and the American Medical Associa-
tion, to help to provide a science base for quality measurement, and to assist in
translating research findings to quality measures.

Through its Center for Quality Measurement and Improvement, AHCPR
conducts and supports research on the measurement and improvement of the qual-
ity of health care, including consumer surveys and satisfaction with health care
services and systems. The agency has produced and disseminated clinical practice
guidelines in a variety of formats to meet the needs of health care practitioners,
the scientific community, educators, and consumers. A clinical practice guideline
on the detection, diagnosis, and treatment of depression was released in 1993.

AHCPR sponsors a Computerized Needs-Oriented Quality Measurement
Evaluation System (CONQUEST), a prototype system for collecting and evalu-
ating clinical performance measures. The system includes two linked data bases,
one on conditions and one on measures, to help clinicians, providers, managed
care organizations, and purchasers find clinical performance measures that match
their needs. Information is included on approximately 1,200 measures developed
by public- and private-sector organizations. Among these are measures for the
following conditions: affective disorder, alcohol abuse, bipolar disorder, depres-
sion, drug abuse, dysthymic disorder, panic disorder, suicidal ideation, and suicide
(mortality).

AHCPR has supported research on the implementation of guidelines in a
variety of settings, including HMOs and group practice, and examining a variety
of strategies, including incentives and individualized feedback. Other areas of
AHCPR-supported research include factors that affect costs, premiums, and
choice of health plans; clinical and effectiveness research in HMOs; and managed
care in rural areas.

ACCREDITATION

Ideally, accreditation is a process that surveys health care delivery organiza-
tions to determine whether the services provided have met a set of recognized
standards for that domain. During the last ten years, accreditation has become an
important vehicle to review and monitor the inner structure of organizations that
deliver health care. As discussed in other parts of this report, a growing trend
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among many state licensure/certification boards is to require accreditation from
JCAHO, NCQA, the Rehabilitation Accreditation Commission (CARF), COA,
or URAC to become licensed or certified in that state. The domains of the vari-
ous accreditation agencies are different but sometimes overlap.

Accreditation Organizations

The committee reviewed accreditation materials from five organizations that
accredit behavioral health plans, programs, and services: CARF, COA, JCAHO,
NCQA, and URAC. Representatives of these organizations were invited to make
presentations at the committee’s two public workshops. This section briefly de-
scribes each of the organizations, which are further compared in Table 6.2.

The Rehabilitation Accreditation Commission (formerly the Commission
on Accreditation of Rehabilitation Facilities) (CARF)

CARF accredits programs that serve individuals with disabilities and others
who need rehabilitation. The organization was developed in 1966 through efforts
of the American Rehabilitation Association and the Association of Sheltered
Workshops. In CARF’s first 2 years, it received administrative support from
JCAHO, and the two organizations are developing a “recognition initiative” that
eventually will recognize the other’s accreditation standards and thus eliminate
the need for dual accreditation.

CARF currently accredits more than 11,000 programs in the United States
and Canada, including alcohol and drug programs, mental health programs, and
community-based rehabilitation programs that are primarily designed for the
chronically and persistently mentally ill. CARF has a consumer-centered phi-
losophy that actively encourages consumer involvement in assessing community
needs, planning services, participating in governance activities, and collaborating
in the development of individual treatment plans. CARF also requires that pro-
grams have a plan to reduce barriers to care, including cultural, architectural,
attitudinal, and other barriers (Slaven, 1996).

Council on Accreditation of Services for Families and Children (COA)

COA was founded in 1977 and currently accredits about 1,000 behavioral
health programs and 3,000 social service programs in the United States and
Canada. COA has developed standards for more than 50 services, including out-
patient mental health and substance abuse services, day treatment, foster care and
day care for children, services for persons with developmental disabilities, services
for victims of domestic violence, adoption services, vocational and employment
services, and others.

COA has developed a set of core standards that apply to all organizations
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that it accredits, such as financial management, quality assurance, and record
keeping, as well as service-specific standards, such as foster care, residential care,
and so on. The behavioral health accreditation overlaps somewhat with those of
CARF and JCAHO, but most of the other services are not addressed by any other
accreditation organization. Also, in contrast to the other accreditation organiza-
tions, the programs accredited by COA are largely community-based programs
more closely related to a social services than to a medical model of treatment.

Joint Commission on Accreditation of Healthcare Organizations (JCAHO)

JCAHO is the oldest and largest of the accreditation organizations. In 1951,
the Joint Commission on Accreditation of Hospitals (JCAH) was formed in co-
operation with the American College of Surgeons, the American College of Phy-
sicians, the American Medical Association, and the Canadian Medical Associa-
tion. The new organization formalized hospital standards that had been under
development since the 1920s and 1930s by the American College of Surgeons. In
the 1970s, JCAH began to develop additional accreditation programs for psychi-
atric facilities, substance abuse programs, community mental health programs,
and ambulatory care facilities. In 1987 the name was changed to JCAHO to re-
flect the new activities and to anticipate a new activity, accreditation of managed
care organizations (SAIC, 1995)

Accreditation of HMOs is now a relatively small proportion of JCAHO’s
accreditation activities. JCAHO, however, has accreditation guidelines for net-
works, including independent practice associations, integrated health care deliv-
ery systems, HMOs, managed care organizations, physician-hospital organizations,
preferred provider organizations, provider-sponsored networks, and specialty ser-
vice systems (JCAHO, 1996). Another set of accreditation guidelines address
mental health, chemical dependency, and mental retardation/developmental dis-
abilities services.

National Committee for Quality Assurance (NCQA)

NCQA was formed in 1979 by two managed care associations, the Group
Health Association of America and the American Managed Care and Review
Association (now merged and renamed the American Association of Health
Plans). The original purpose of NCQA was to perform quality care reviews for a
former federal agency, the Office of Health Maintenance Organizations. From
the beginning, NCQA established collaborative relationships with industry, in-
cluding large employers such as Xerox and GTE, insurers, such as Prudential, and
managed care plans, such as Harvard Community Health Plan (now Harvard Pil-
grim Health Plan) and Kaiser Permanente.

In 1989, with a grant from the Robert Wood Johnson Foundation, NCQA
began to develop a performance monitoring system now known as HEDIS. The
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Accreditation domains

Mission/purpose statement

Behavioral health-specific
standards

Approach to Quality:
Structure, governance, and
process

Behavioral health care
programs and community
providers

To promote the delivery of
high-quality services in
rehabilitation

Behavioral health provider-
specific standards

1. Identifiable governance
structure

2. Written goals and objectives
3. Inclusion of ethnic

representation in
governance

4. Improvement of efficiency/
effectiveness and
satisfaction

5. Cultural sensitivity
6. Systematic information

collection
7. Reviews of fiscal

management
8. Reviews for sufficient

resource allocation
9. Emphasis on CQI and

outcomes evaluation

Providers of more than 60
types of behavioral health care
and social services programs

To define expectations
regarding the high quality of
management and service
delivery

Behavioral health-specific
standards and standards for
community-based, therapeutic
providers

1. Inclusion of governing
body/advisory board and
management in formal
process

2. Written goals and mission
3. Systematic information

monitoring
4. Emphasis on review of

service compatibility with
the cultural needs of the
population served

5. Reviews of termination,
grievance, and risk areas

6. Has thresholds for review
of functions

7. Review leads to changes in
policy intervention

TABLE 6.2 Cross-Comparison of Selected Accreditation

Features CARF COA
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Health care networks; HMOs,
IPAs, PPOs, PHOs, MCOs,
integrated delivery systems,
networks (e.g., behavioral
health, rehabilitation)

To improve the quality of care
provided to the public; to
develop a patient-centered
approach to accreditation

1. Patient rights, including
access  to care and
participation in treatment
decisions

2. Assessment and
reassessment,  including
clinical and physical
evaluations

3. Care of patients specific to
needs

4. Education of patients and
families

5. Continuity of care among
practitioners and over time

1. Leadership determines
approach and sets priorities

2. System-wide approach
3. Emphasis on plan design of

systems and processes,
measurement, assessment of
data, and improvement in
a cycle of continuous
improvement and
innovation

4. Systematic processes to
collect data and to measure
health outcomes, functional
status, satisfaction, access,
appropriateness
effectiveness, and financial
stability

HMOs, POS, PPOs with
defined populations,
credentialing organizations,
MBHOs (in 1997)

To provide information that
enables purchasers and
consumers to distinguish plans
on the basis of quality

New behavioral health
standards for carve-out
companies and HMOs with
behavioral health services
carved in. Measures on
substance abuse, depression,
use of medications, and family
visits, are being evaluated for
inclusion in future reporting
sets. Current measure: follow-
up after hospitalization and
discharge

1. Identifiable governance
accountability and
structure

2. Written program plan
outlining structure,
accountability, and projects

3. Emphasis on quality studies
4. CQI integrative process

encourages involving
multiple departments

5. Must demonstrate service
and clinical improvement
and clinical effect on a
large portion of the
population

HMOs, PPOs, PHOs, IPAs,
POS, single specialty networks,
other managed care systems;
Provider networks providing
services for Medicare,
Medicaid, and Workers
Compensation

To encourage efficient and
effective managed care
processes and to provide a
method of evaluation and
accreditation of provider
networks and managed care
programs

Networks shall establish and
implement criteria that address
quality of care, quality of
service, professional
qualifications, availability and
accessibility needs for these
types of providers, and the
business needs and goals of the
network

1. Identifiable committee
structure and responsibility

2. Written plan with goals
and objectives

3. Staff development
4. Reviews, studies, and

surveys of enrollees/pro-
viders, access, complaints,
and provider performance

5. Reviews for disease
management, acute/chronic
care, treatment outcome,
and preventive care

6. Corrective action plan
7. Reporting of complaints
8. Mechanism for identifying

or monitoring poor quality
provider

continues on next page

Organizations in Managed Behavioral Health Care

JCAHO NCQA URAC
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Approach to utilization

Credentialing

No identifiable UM section,
but similar areas covered
elsewhere are
1. Accessibility review of

barriers
2. Record/information

management, and
confidentiality

3. Emphasis on record
documentation

4. Emphasis on specific
qualifications by service
type

5. Emphasis on use of case
managers to coordinate,
assist, and assess needs

1. Human resource approach
2. Sufficient staffing
3. Credentialing based on

establishing qualifications
and review of documents

4. Credentials must be
relevant to the needs of
those served

5. Credential verification
requested

6. Evaluate job performance
7. Staff input into personnel

policies

Utilization management
addressed under specific
standards:
1. Written procedure for

review
2. UR conducted

confidentially
3. Reviewers not in conflict

of interest
4. Focus on appropriateness

and effectiveness
5. UR at least every 90 days
6. Measurable criteria
7. UR of applicable services is

conducted

1. Human resource approach
2. Job description for each job
3. Equal opportunity employer
4. Personnel reflect the

population serviced
5. Specific requirements for

administrative personnel
6. Professional staff have

advanced degrees and
appropriate licensure/
certification

TABLE 6.2 Continued

Features CARF COA

XXX
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5. Improvement priorities
reflect needs, expectations,
and priorities of patients
and staff

6. Must affect large portion of
the population served or
the population must be at
high risk

7. Emphasis on teamwork and
collaboration

8. Co-leadership between
administration and clinical
leaders

1. Emphasis on continuum of
care process

2. Care is assessed on the
basis of patient need for a
level or type of care

3. Process to allow patients to
make knowledgeable
decisions

4. Coordination and
continuity of care, with
smooth transition to new
care

1. Applicable to licensed
practitioners, whether
employed, contractual, or
independent

2. Heavy emphasis on
privileging and on assessing
and demonstrating staff
competency by:
a. peer review
b. demonstration of specific
capabilities in
documentation
requirements

1. Identifiable governance
structure

2. Accessibility defined by
telephone access,
geographic distance, and
treatment and triage
personnel credentials

3. UM criteria are based on
clear and updated scientific
evidence

4. Process to assess interpreter
reliability

5. Qualifications of the
reviewers

6. Timely reviews
7. Clear/complete

documentation justifying
decision

8. Assessment of new
technology/prescribing skill
practices

1. Define  mandatory
credentials for professionals

2. Documents for review
3. Primary  verification
4. Time limitation for process
5. Recredentialing processes
6. Evidence of  provider

performance with
recredentialing

7. Site visits

1. Confidentiality of patient-
specific information
obtained during utilization
management process

2. Scope of responsibility for
accreditation

3. Qualification for UM staff
including physician
director

4. Outlines levels of reviews
and reviewers

5. Requires second-level
review by peer structure

6. Use of explicit criteria
7. Review of reviewers
8. Review of UM

accessibility and on-site
review

9. Information collection
process requirement

10. Appeals/ grievance
management

1. Define staff qualifications
and job expectations

2. List of nine areas for
review

3. Primary verification
4. Outlines a specific

privileging process
5. Recredentialing process
6. Record/site review for

unaccredited  sites

continues on next page

JCAHO NCQA URAC
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Rights

Records

Unique areas

Defines areas of rights to
protect and promote consumer
rights:
1. Consumer participation in

treatment planning
2. Consumer involvement in

governing structure
3. Inform consumers of their

rights
4. Timely management of

complaints and grievances
5. Right to protection from

physical and emotional
abuse and provision of a
safe environment, ethical
services, etc.

Records management in an
organization; 20-item checklist
and standards on accessibility,
time frames for data entry, and
confidentiality

Specific standard for the
following services:
1. Alcohol/drug services
2. Mental health services

Defines areas of consumer
rights:
1. Involvement in treatment

plan
2. Voluntary consumer board
3. Free from architectural

barriers/harm
4. Rights to have language/

linguistic needs addressed
5. Service specific, chooses

least restrictive; preserve
integrity of families

Records on a provider level
that address content, nature,
and source information;
timeliness; confidentiality; and
record access

Standards emphasize consumer
orientation and require
measurement of outcomes:
1. Social advocacy

TABLE 6.2 Continued

Features CARF COA

XXX
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c. performance against a
specific expectation

3. Specific requirements for
providers in the fields of
CD, child/adolescent
forensic, and MR/DD

4. Primary verification
required for the
credentialing process

5. Avoid duplication of
existing credentialing

Defines areas of member rights
and implies mechanism to
detect:

1. Member participation in
treatment planning

2. Compliance with state/
federal regulations and
stated mission

3. Families/caregivers
inclusion

4. Member conflict
resolution

5. Obtain informed consent
6. Right to pastoral services
7. Complaint/grievance

information reported to
governance structure

8. Prohibition of gag clauses
9. Organization has code of

business ethics
10. Mechanisms to protect

integrity of clinical
decision-making

Information management for
networks. Areas addressed are
planning, confidentiality, and
security; definition and capture
of data/information; aggregate
data and information;
knowledge-based information;
and comparative data
information

1. Education standards to
promote patient/family
education to improve
health status

Defines areas and measurement
of member rights and
responsibilities:
1. To participate in treatment

planning
2. Receive information on

services available,
practitioners, guidelines,
UM protocols, etc.

3. Families/support input
4. Member complaint/timely

resolved/monitor and trend
5. Member responsibility to

provide information
6. Member to follow agreed

plans
7. Member participation in

understanding behavioral
problems

Medical records on an
organizational level with
emphasis on record audits
against organizational
standards including prevention
areas; a 21-item checklist audit
during survey process

Prevention services.
MBHOs are expected to:
1. Screen for prevalence of

behavioral health disorders

Define areas, responsibilities of
organization, and processes:
1. Consumer participation in

treatment planning
2. Receive medically

necessary/appropriate care
3. Clear/understandable

information
4. Provider/staff courteous/

respectful
5. Obtain input via surveys/

telephone lines
6. Complaint/grievance

process summarized
7. Confidential management

of consumer information

Implementation of a policy on
confidentiality that assures
compliance with applicable
laws, release of information to
authorized agents and
appropriate authorities,
procedures for storage and
retention

continues on next page

JCAHO NCQA URAC
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3. Community rehabilitation
4. Employment services

Components of service
reviewed: case management,
detoxification, outpatient
services, residential housing,
inpatient services, crisis
intervention, partial
hospitalization, psychosocial
rehabilitation

2. Information and referral
to emergency shelter

3. Domestic violence
4. Runaways/homeless
5. Resettlement
6. Immigration/citizenship

assistance
7. Child day care
8. Volunteer relationship
9. Social development

10. Family education
11. Financial management
12. Case management
13. Homemaker/in-home
14. Protective service
15. Employee vocational

services
16. Support services for older

adults
17. Day treatments
18. Therapeutic wilderness

programs

TABLE 6.2 Continued

Features CARF COA

NOTE: CD, chemical dependency; CQI, continuous quality improvement; HMO, health maintenance
organization; IPA, independent practice association; MBHO, managed behavioral health organization;
MCO, managed care organization; MR/DD, mentally retarded and developmentally disabled; PHO, physi-
cian hospital organization; POS, point of service plan; PPO, preferred provider organization; QI, quality
improvement; UM, utilization management; and UR, utilization review,

SOURCES: CARF (1996), COA (1996a, b), JCAHO (1995, 1996), NCQA (1996a, b), and URAC (1996).

first version, known as HEDIS 1.0, was released in 1991, HEDIS 2.0 was released
in 1993, and HEDIS 3.0 was released in the summer of 1996. NCQA has worked
in collaboration with HCFA to develop a Medicaid version of HEDIS, which was
released in July 1995, and in the spring of 1996 NCQA released a set of behav-
ioral health performance measures for testing, based in part on the performance
measurement system (PERMS) developed by the American Managed Behavioral
Healthcare Association and on other sources.

Now in its third evolution, HEDIS 3.0 is a voluntary reporting set of man-
aged care quality measures that have evolved over the past 5 years under the aegis
of NCQA but with inputs from broad range of experts from a variety of public and
private organizations. Although only one specific behavioral health measure has
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2. Educational skill is
assessed by patient display
of knowledge

3. Information management-
review of timeliness,
accuracy, levels of
security, design to reduce
work and enhance care
delivery

4. Leadership process,
including planning,
directing, implementing
and improving skills

5. Emergency preparedness
plan

6. Education about
disenrollment

7. Annual independent audit
8. Strategic and operational

plans
9. Plan to integrate activities

and member services
10. Plan and design for

information management
11. Standard format for

information

2. Develop/adopt programs
with participation of
members, behavioral health
providers, other medical
providers, and community
agencies

3. Programs reflect age, sex,
ethnic, economic, and risk
factors

4. Informs members about
preventive services

5. Monitor the use of
preventive programs

6. Reports results of
preventive services to
behavioral health providers
and primary care providers

7. Takes action to improve
the use of preventive
services programs by
population

been part of earlier reporting sets (ambulatory follow-up after hospitalization for
major affective disorder), a number of other measures have recently been pro-
posed as a test set that will promote the refinement of these measures over time
and the possible evolution of some measures toward the next HEDIS reporting
set. Although HEDIS data collection is not required for NCQA accreditation,
managed care organizations regularly institute HEDIS measures.

Utilization Review Accreditation Commission

URAC was formed in 1990 after a series of meetings with the American
Managed Care and Review Association and utilization review industry represen-

JCAHO NCQA URAC
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tatives indicated that there was a need for standards for utilization review and an
independent accreditation organization. URAC currently accredits the utiliza-
tion and quality management systems of 150 managed care programs that provide
services for more than 120 million individuals. URAC also works closely with
state regulators to address managed care regulatory issues, and nine states deem
URAC accreditation in lieu of licensure. URAC has implemented a Network
Accreditation Program and will be implementing a Workers’ Compensation Uti-
lization Management Accreditation program.

Changing Environment of Accreditation

There has been a proliferation and growth of accreditation organizations to
match the structural changes in the industry. As described above, new accredita-
tion organizations form to review any structure devised in managed care. Some
organizations are unique, whereas others overlap in their accreditation domains
but have a slightly different focus. For example, JCAHO and NCQA both ac-
credit HMOs. JCAHO’s accreditation process focuses on a staff model delivery
system, whereas NCQA’s process is focused on the HMO structure. Also, NCQA
standards tend to focus at the highest level of an organization, whereas JCAHO,
CARF, and COA are geared more toward particular programs or facilities that
may be a division of a larger organization or may be free-standing or independent.

Currently, major purchasers of care may require accreditation for a health
care delivery system to be eligible for contracts. In addition, many state insurance
boards and employer groups have mandated that HMOs have NCQA or URAC
accreditation to operate in their state or to be offered to employees, respectively.
However, because of the complexities of health care structures, mandatory ac-
creditation can impose a tremendous burden. Accreditation requirements often
overlap in national managed care companies or health care delivery systems that
perform multiple functions (e.g., a staff model HMO that is also a provider net-
work). Many times, organizations must obtain more than one type of accredita-
tion to satisfy employers, states, and other stakeholders. A behavioral health care
carve-out company, for example, may operate in a state that requires URAC ac-
creditation, whereas a multi-state employer group operating within that state may
require NCQA accreditation.

The costs of achieving accreditation are also burdensome. The actual cost of
the accreditation survey is only part of the burden. The personnel costs and time
involved in preparing for accreditation also can also be extensive, and may be pro-
hibitive for smaller organizations. For community-based organizations, the cost of
COA accreditation is done on a sliding scale, with a graduated scale based on total
agency revenue (COA, 1996a, b).

Cost certainly makes accreditation prohibitive for many small organizations;
it also makes the issue of multiple accreditations unrealistic, despite the demands
of states and employer groups. Thus, questions are raised about the utility and
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validity of accreditation. The accreditation industry is faced with pressure to fo-
cus its standards on the relevant issues, collaborate with similar organizations, and
consolidate the multitude of accreditation standards to reduce overlap and redun-
dancy.

The Accreditation Process

The accreditation process entails generating standards and then comparing the
actual delivery of care with the standards. There are at least seven distinct steps:

1. Measures of performance, also known as parameters, are identified and
recommended as standards.

2. A process of review leads to acceptance of the standards.
3. The standard is generally tested internally (“alpha” tested) and then

tested on a external site (“beta” tested).
4. After testing, the standards are incorporated into a review process.
5. Organizations desiring to be accredited apply to be surveyed.
6. A site review is performed by peer surveyors who examine the inner

workings of the organizations against the standards.
7. Finally, a process of scoring is developed to determine the organization’s

degree of compliance with each standard and whether the aggregated results
reached the threshold for granting accreditation.

These steps are described in the following section.
A standard, according to Donabedian (1982), is a professionally developed

expression of the range of acceptable variation from the norm. A standard has
also been defined as the desirable and achievable (rather than the observed) per-
formance or value with regard to a given parameter (Slee, 1974).

A parameter is an objective, definable, and measurable characteristic of the
process or the outcome of care (e.g., access to behavioral health care within 5 days
of a request in a nonurgent situation). Each parameter has a scale of possible val-
ues. For example, a geographic access parameter might require outpatient mental
health services to be available within 30 minutes of a consumer’s home or work-
place. Variables would include, for example, traffic patterns in a busy urban set-
ting where traveling 5 miles could take 1 hour during rush hour. Another varia-
tion might be in a rural setting, where there is a scarcity of consumers and services
and travel time may be longer because of distance.

The development of the current accreditation standards is based on profes-
sional consensus. The extent and diversity of opinions into the consensus process
vary from agency to agency, as well as from standard to standard. Some agencies
use a wide range of experts and elicit public participation, whereas others may use
a closed panel of experts and a board review-editing procedure to develop a stan-
dard. The scope and relevancy of the standards by this process are dependent on
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the input and consensus from all the affected parties. The process of standardizing
different views from participants in the development of a standard is not clearly
outlined in the public information provided by CARF, COA, JCAHO, NCQA,
or URAC.

Unless the accreditation process incorporates principles of quality in estab-
lishing standards and the survey process, there is a danger of inconsistency, vari-
ance, and unreliability. There are many opportunities in the accreditation process
for variance in measures, interpretations, and dispositions, leading to disparate
outcomes. The process of accreditation is heavily dependent on the strength of
the standard as described, the surveyor’s interpretation of the standard, and the
applicability of the standard to a real situation.

Accreditation standards written with admirable intentions may not lead to
consistent interpretation and/or applicability to the real world. For example, COA
has included a standard to define the scope of an agency’s mission. It states that
the primary purpose of an agency is to provide services to meet the needs of the
community for protection, maintenance, strengthening, or enhancement of indi-
vidual and family life and social and psychological functioning (COA, 1996a).
This standard demonstrates responsible intentions but is subject to much varia-
tion in interpretation by reviewers and variability in what is considered to be the
supporting evidence. During the training of surveyors, it would be important to
outline the different variables in this standard. Reviewers should be familiar with
the variations to the standard so they are able to assess during a review whether
the nuances of the agency comply within the boundaries of the standard.

Therefore, the accreditation label is only as good as the process of accredita-
tion, from the development of the standards through the process of scoring. It is
important in the accreditation process that:

1. Standards are developed through a rigorous process of extensive peer
consensus, a review of scientific evidence when applicable, and reevaluations of
normative data to determine the true range of acceptable variations.

2. Standards are objective, measurable parameters specific enough to
minimize variations in interpretations by reviewers and the public.

3. Standards are reviewed for their relevance and importance to the goal
of accreditation and the integrative needs of the public.

4. The validity and reliability of a standard must be known and reflective
in the scoring, such that those standards with much variability are given less value
than those for which there is stronger consensus.

5. The implementation process is updated frequently, and there is a clear
and recurrent process for establishing inter-rater reliability among reviewers.

6. The final accreditation dispositions are compared with (trended
against) acceptable parameters, that is, informed public perception, as a strong
indicator of the competency of the accreditation process.
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INFORMATION INFRASTRUCTURE FOR QUALITY MEASUREMENT

Administrative data sets are frequently a basis for quality-of-care assessments
and are used in systems such as HEDIS 3.0 (NCQA, 1996a) and Performance-Based
Measures for Managed Behavioral Healthcare Program (AMBHA, 1995). The data
sets include claims data, records on visits and procedures, and, with the introduc-
tion of computerization, medical records. These information systems generally in-
clude relatively large pools of individuals and therefore permit analyses of specific
practitioners and facilities (profiling), examinations of selected conditions and di-
agnoses, and changes in patient status over time. Because the data are collected for
ongoing management functions (e.g., billing), they provide a relatively inexpensive
source of information.

Unfortunately, the value of the data sets for assessments of quality are limited
because they are designed for management functions like billing and claims pay-
ment and may not include sufficient detail to facilitate analyses of quality of care
(Garnick et al., 1994). Garnick et al. (1994) have noted that quality-of-care assess-
ments require information on the utilization of care (e.g., visits, services, proce-
dures, site of service, diagnoses, and outcomes), patient characteristics (e.g., age,
gender, race, and employment status), and health plan descriptors (e.g., benefit
structure, copayments). Many systems, however, do not include all utilization infor-
mation and may not contain detail on the services provided. Plans with high
deductibles and/or copayments may not record service utilization if it does not ex-
ceed the deductible, and high copayments may discourage individuals from seeking
care. Plans may also fail to record the use of services when utilization exceeds the
maximum benefit either because the individual seeks services outside the plan or
the plan does not track self-paid services. Claims data are often insufficient to iden-
tify specific service dates (especially when multiple services are provided within a
short period of time), procedure codes may not reflect the actual services provided,
and diagnostic codes may be inaccurate or incomplete. Finally, commercial data
sets often include limited information on patient characteristics and may not pro-
vide accurate information on the numbers of individuals enrolled at a point in
time. Public-sector data sets often have more patient information because public
policy requires the tracking of the services provided by age, race, and gender.

These limitations are particularly problematic in the assessment of the qual-
ity of behavioral health care. Out-of-plan utilization is a major source of potential
bias. The benefits for the substance abuse and mental health care and services
provided within a plan are limited. Individuals with such problems often require
more than the benefits offer, and turn to publicly-funded programs for additional
care. Thus, a review of the services provided to an individual may suggest that he
or she received one episode of care from the health plan for a short duration and
no readmissions. If it were known, however, that the individual had received ad-
ditional public services, the assessment of that plan’s quality might change sub-
stantially. Moreover, procedure codes for ambulatory services may not differenti-
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ate mental health and substance abuse care (NCQA, 1996a, b). For example, new
admissions for mental health problems can be misinterpreted as readmissions for
substance abuse if there had been an earlier substance abuse treatment episode.
Finally, the lack of data on patient characteristics means case mix adjustments
may not be feasible and makes it difficult to assess biases in patterns of care and
the need for culturally and gender-specific services.

Despite these limitations, administrative data sets are an efficient and impor-
tant source of information for the assessment of quality of services. Program man-
agers, program evaluators, and consumers, however, must be aware of the poten-
tial problems and biases and include an assessment of a data set’s limitations in
the analyses of services and the conclusions about quality. It is also critical to
assess the potential for combining information from commercial and public ad-
ministrative data systems so that the nature and extent of out-of-plan utilization
can be assessed and added to the evaluation of the quality of care.

If you give information to providers and you work with
information systems with the goal of providing information
in real time, then quality assurance initiatives can be
transformed from an external administrative burden into a
powerful tool for improving clinical practice and increasing
efficiency.

Geoffrey Reed
American Psychological Association
Public Workshop, April 18, 1996, Washington, DC

ROLE OF GOVERNMENT IN QUALITY ASSURANCE

Historically, the federal government’s involvement in quality review and ac-
creditation has been indirect. For example, in the area of hospital accreditation,
the federal government has typically given an accreditation organization such as
JCAHO deemed status. This means that the federal government makes use of the
information collected by JCAHO and relies on JCAHO’s judgments regarding
the quality of hospitals in setting eligibility rules for reimbursement by Medicare.

States also are beginning to review and update traditional regulatory and con-
tracting practices and to develop arrangements for deemed status. For example,
COA holds deemed status in 22 states that recognize the COA accreditation pro-
cess in lieu of Medicaid certification, state monitoring, or licensing (COA,
1996c).
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Similar sets of arrangements already are in force in other markets. For ex-
ample, the American Society for Testing and Materials holds deemed status in
judging the quality of building materials. Table 6.3 displays a variety of consumer
protection models for comparison.

Deeming can be a powerful tool, especially when the market for accredita-
tion and measurement appears to be rather competitive. The federal or state gov-
ernment would grant deemed status to all organizations meeting standards of mea-
surement and standard setting. For example, the federal or state government may
decide that it will grant deemed status to any group that provides measures and
standards across a specified range of domains. This would create an incentive for
health plans and other organizations to develop quality measures and for accredi-
tation organizations to measure a range of domains that extend beyond what any
subset of interest groups might propose.

Achieving deemed status could also require that measurements be uniformly
defined and collected by third parties. Under such arrangements, the federal
government’s influence would stem primarily from its role as a major purchaser
through Medicare, Federal Employees Health Benefits Program, CHAMPUS, and
other programs. The federal government would not be regulating the quality mea-
surement and accreditation industry, nor would it choose among competing tech-
nologies, thereby allowing innovations to continue to emerge. As states continue
to re-evaluate their contracting and regulatory mechanisms, more states may de-
velop deemed status arrangements.

Under these conditions, government purchasing power would be used to pro-
mote approaches to measurement and accreditation that are consistent with con-
cepts of efficient markets for insurance as well as consumer protection. Making
use of deemed status in this manner may be particularly important in the behav-
ioral health care arena if the market failures outlined above are significant.

This discussion suggests that the interests of enrollees and consumers of health
care may be underrepresented in existing measurement and accreditation pro-
cesses. The federal government could also serve to enhance the significance of
consumer input. First, existing governmental efforts such as SAMHSA’s sponsor-
ship of a consumer-oriented report card can be used to increase consumer input to
the development of health plan rating systems. This has been done with some
success under the SAMHSA report card project.

A second approach would be for the government to make use of information
based on consumer groups’ ratings of the raters. That is, organizations such as
American Association of Retired Persons, National Seniors Health Cooperative,
Consumers Union, and the National Alliance for the Mentally Ill could be asked
to rate accreditation and quality measurement systems. This information could be
incorporated into the federal government’s decision to give an accreditation or-
ganization deemed status. Again, this approach uses the federal government’s pur-
chasing power to advance representation of the interests that the market may fail
to give adequate weight.
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SUMMARY

As discussed in Chapters 1 to 3 of this report, quality measurement is com-
plex and is evolving rapidly. This chapter has reviewed the existing means for
quality assessment and has suggested some trends that may continue to develop in
the future.

A previous IOM committee evaluated quality measurement activities for
Medicare and developed a list of desirable attributes for a quality assurance pro-
gram (IOM, 1990, p. 49). The present committee believes that the list is still
appropriate and is a fitting closing for this chapter (see Table 6.4).

REFERENCES

AMBHA (American Managed Behavioral Healthcare Association, Quality Improvement and Clini-
cal Services Committee). 1995. Performance Measures for Managed Behavioral Healthcare Pro-
grams. Washington, DC: American Managed Behavioral Healthcare Association.

Board of Governors of the Federal Reserve System. 1994. The Federal Reserve System: Purposes and
Functions. Washington, DC: Board of Governors of the Federal Reserve System.

CARF (The Rehabilitation Accreditation Commission). 1996. Standards Manual and Interpretive
Guidelines for Behavioral Health. Tucson, AZ: The Rehabilitation and Accreditation Commis-
sion.

CMHS (Center for Mental Health Services). 1995. MHSIP Consumer-Oriented Mental Health Report
Card: Phase II Task Force. Washington, DC: Center for Mental Health Services.

COA (Council on Accreditation of Services for Families and Children). 1996a. Standards for Agency
Management and Service Delivery. New York, NY: Council on Accreditation of Services for
Families and Children.

TABLE 6.4 Desirable Attributes of a Quality Assurance Program

• addresses overuse, underuse, and poor technical and interpersonal quality;
• intrudes minimally into the patient-provider relationship;
• is acceptable to professionals and providers;
• fosters improvement throughout the health care organization and system;
• deals with outlier practice and performance;
• uses both positive and negative incentives for change and improvement in

performance;
• provides practitioners and providers with timely information to improve performance;
• has face validity for the public and for professionals (i.e., is understandable and

relevant to patient and clinical decision-making);
• is scientifically rigorous;
• positive impact on patient outcomes can be demonstrated or inferred;
• can address both individual and population-based outcomes;
• documents improvement in quality and progress toward excellence;
• is easily implemented and administered;
• is affordable and is cost-effective; and
• includes patients and the public.

SOURCE: IOM (1990).

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


224 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

COA. 1996b. Council on Accreditation Profile. New York: Council on Accreditation of Services for
Families and Children.

COA. 1996c. Council on Accreditation Recognition Report. New York: Council on Accreditation of
Services for Families and Children.

Cody P. 1996. CMHS offers states grants to test performance indicators. Mental Health Report 20(13):
114.

Council of Better Business Bureaus, Inc. 1996. The Better Business Bureaus World Wide Web
Homepage. [http://www.igc.org/cbbb]. September.

DHHS (U.S. Department of Health and Human Services). 1990. Healthy People 2000. Washington,
DC: Public Health Service, U.S. Department of Health and Human Services.

DHHS. 1992. Prevention 91/92. Washington, DC: Public Health Service, U.S. Department of Health
and Human Services.

DHHS. 1995. Healthy People 2000: Midcourse Review. Washington, DC: Public Health Service, U.S.
Department of Health and Human Services.

Digital Equipment Corporation. 1995. HMO Performance Standards. Maynard, MA: Digital Equip-
ment Corporation.

Donabedian A. 1982. Explorations in Quality Assessment and Monitoring: The Criteria and Standards of
Quality. Vol. 2. Ann Arbor, MI: Health Administration Press.

Ellwood PM. 1988. Outcomes management: A technology of patient experience. The New England
Journal of Medicine 318(23):1549-1556.

FAA (Federal Aviation Administration). 1996. The Federal Aviation Administration World Wide Web
Homepage. [http://www.faa.gov]. September.

FACCT (Foundation for Accountability). 1995. Guidebook for Performance Measurement Prototype.
PortIand, OR: Foundation for Accountability.

FASB (Financial Accounting Standards Board). 1996. The Financial Accounting Standards Board
World Wide Web Homepage. [http://www.rutgers.edu/Accounting/raw/fasb/home.htm]. Septem-
ber.

FDA (Food and Drug Administration). 1995. The Food and Drug Administration World Wide Web
Homepage. [http://www.fda.gov]. September.

FDIC (Federal Deposit Insurance Corporation). 1996. The Federal Deposit Insurance Corporation
World Wide Web Homepage. [http://www.fdic.gov]. Septmeber.

FTC (Federal Trade Commission). 1996. The Federal Trade Commission World Wide Web Homepage.
[http://www.ftc.gov]. September.

Garnick DW, Hendricks AM, Comstock CB. 1994. Measuring quality of care: Fundamental infor-
mation from administrative datasets. International Journal for Quality in Health Care 6:163-177.

GPO (U.S. Government Printing Office). 1994. United States Code. Washington, DC: U.S. Govern-
ment Printing Office.

HIAA (Health Insurance Association of America). 1996. Sourcebook of Health Insurance Data, 1995.
Washington, DC: Health Insurance Association of America.

IOM (Institute of Medicine). 1989a. Controlling Costs and Changing Patient Care? The Role of Man-
aged Care. Washington, DC: National Academy Press.

IOM. 1989b. The Future of Public Health. Washington, DC: National Academy Press.
IOM. 1990. Medicare: A Strategy for Quality Assurance. Vol. 1. Washington, DC: National Academy

Press.
JCAHO (Joint Commission on Accreditation of Healthcare Organizations). 1995. Accreditation

Manual for Mental Health, Chemical Dependency and Mental Retardation/Developmental Disabili-
ties Services—Standards. Vol. 1. Oakbrook Terrace, IL: Joint Commission on Accreditation of
Healthcare Organizations.

JCAHO. 1996. Comprehensive Accreditation Manual for Health Care Networks. Oakbrook Terrace, IL:
Joint Commission on Accreditation of Healthcare Organizations.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


PROCESS 225

Mattson MR, ed. 1992. Manual of Psychiatric Quality Assurance. Washington, DC: American Psychi-
atric Association.

NAIC (National Association of Insurance Commissioners). 1995. A Tradition of Consumer Protec-
tion. Washington, DC: National Association of Insurance Commissioners.

NAIC. 1996a. Health Care Professional Credentialing Verification Model Act. Washington, DC: Na-
tional Association of Insurance Commissioners, Adopted June 1996.

NAIC. 1996b. Quality Assessment and Improvement Model Act. Washington, DC: National Associa-
tion of Insurance Commissioners, Adopted June 1996.

NCQA (National Committee for Quality Assurance). 1996a. HEDIS 3.0 Draft for Public Comment.
Washington, DC: National Committee for Quality Assurance.

NCQA. 1996b. Accreditation Standards For Managed Behavioral Healthcare Organizations. Washing-
ton, DC: National Committee for Quality Assurance.

OSHA (Occupational Safety and Health Administration). 1996. The Occupational Safety and Health
World Wide Web Homepage. [http://www.osha.gov]. September.

Rodriguez AR. 1985. The CHAMPUS Psychiatric and Psychological Review Project. Psychiatric Peer
review: Preclude and Promise. Washington, DC: American Psychiatric Press.

Rodriguez AR. 1988. An introduction to quality assurance in mental health. In: Stricker G,
Rodriguez AR, eds. Handbook of Quality Assurance in Mental Health. New York: Plenum Press.

SAIC (Science Applications International Corporation). 1995. A Comparison of JCAHO and NCQA
Quality Oversight Programs. National Quality Monitoring Project, Task 1b, Submitted to the
Office of the Assistant Secretary of Defense, Health Affairs. Beaverton, OR: Science Applica-
tions International Corporation.

SAMHSA (Substance Abuse and Mental Health Services Administration). 1996. Mental Health
Measures in Medicaid HEDIS. Washington, DC: Center for Mental Health Services, U.S. De-
partment of Health and Human Services.

SEC (Securities and Exchange Commission). 1996. The Securities and Exchange Commission World
Wide Web Homepage. [http://www.sec.gov]. September.

Slaven T. 1996. Personal communication to the Committee on Quality Assurance and Accredita-
tion Guidelines for Managed Behavioral Health Care. Rehabilitation Accreditation Commis-
sion. May.

Slee V. 1974. PSRO and the hospital’s quality control. Annals of Internal Medicine 81:97-106.
URAC (Utilization Review Accreditation Commission). 1996. National Network Accreditation Stan-

dards. Washington, DC: Utilization Review Accreditation Commission.
Valdez RO. 1996. Presentation at the Public Workshop of the Committee on Quality Assurance and

Accreditation Guidelines for Managed Behavioral Health Care. Washington, DC. April 18.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


226 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

226

7

Outcomes

DEFINITIONS OF SUCCESS

Evidence about treatment outcomes has become increasingly important in the
health field in general and has become especially important in the behavioral

health care field. A wide range of effective treatments are available for individuals
with mental health and substance abuse problems, including psychosocial, phar-
macological, and educational interventions. By now a large body of research dem-
onstrates that treatment for these problems can be effective (Hubbard et al., 1989;
McLellan et al., 1996; Polich et al., 1981; Simpson and Sells, 1990; Tims et al.,
1991).

Defining outcomes for behavioral health problems is difficult. First, there are
important differences among mental health and alcohol or other drug problems.
For example, the same outcomes should not necessarily be expected for each drug
of abuse, for example, heroin versus alcohol, or for every person with a substance
abuse problem, for example, a pregnant woman, an adolescent, and a person with
a dual diagnosis of mental health and substance abuse problems. The same is the
case for mental health problems; outcomes differ by diagnoses (e.g., mild or major
depression, chronic schizophrenia vs. adjustment disorder) and depend on indi-
vidual characteristics (e.g., children vs. adults). It is appropriate to expect differ-
ent outcomes at different stages of treatment, as the review of McLellan et al. in
Appendix B points out. Differences in types of problems, the severities of prob-
lems, stages of illness and recovery, and other patient characteristics require a
range of services and a multidimensional approach to measuring outcomes
(Burnam, in press; Miller et al., 1995).

A second issue affecting the selection of outcomes measures has to do with
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the actual goals of treatment and the lack of consensus about what is considered
successful treatment. For mental health problems, the goals of treatment differ
according to the diagnosis, the severity of the illness, and past responses to treat-
ment. Treatment generally begins with a comprehensive assessment that results
in an individualized treatment plan. In many cases, full recovery from a mental
health problem can be expected, with an individual returning to his or her former
preillness level of functioning. Treatment also may have the goal of controlling
symptoms or preventing relapses among those with recurring episodes of a disor-
der, such as depression. Improvements in functioning, rather than a complete
return to preillness functioning, may be the goal for those with severe and chronic
disorders such as schizophrenia. Improving quality of life by facilitating access to
social services (e.g., through case management) may also be a goal, particularly for
patients with severe debilitating and chronic mental disorders. Finally, the avoid-
ance of violence may be a goal, such as when persons with suicidal or homicidal
tendencies are restrained in a heavily supervised setting such as a hospital or
locked nursing facility. Additional goals could include an improved ability to live
independently in the community, or an ability to maintain employment in a su-
pervised setting.

In the substance abuse field, a fundamental and sometimes controversial issue
is whether treatment goals should be directed toward abstinence versus improve-
ment. On the whole, alcohol treatment programs are oriented to an abstinence
model rather than one of controlled drinking or improvement. Political consider-
ations related to the management of illicit substances have played a large part in
shaping treatment goals for chronic substance abusers (IOM, 1990a; Marlatt, 1983;
Roizen, 1987). As a consequence of these strong ideological stances, some of the
treatment interventions with proven efficacy (e.g., methadone maintenance with
heroin addicts and controlled drinking strategies with carefully selected popula-
tions) are not often found in managed care treatment systems and therefore cannot
be included in current managed care outcomes studies.

An additional issue affecting the definitions of outcomes for mental health
and substance abuse treatment has to do with the public and policy expectations
of treatment. Although some mental health and substance problems are chronic
relapsing conditions like other medical problems, they also raise issues concern-
ing individual and community responsibility that are not usually associated with
other medical problems. Concerned stakeholders include individual clients, treat-
ment programs, reimbursers, regulatory agencies or monitors, family members,
agencies that have legal (the criminal justice system) or contractual relationships
(employers), and the public. The goals of these groups are often conflicting, and
the group whose interests are primary changes over time. These goals result in
broad expectations of treatment, including reduced crime, improved health sta-
tus, prevention of human immunodeficiency virus infection, reduction of unsafe
sexual practices, improved employment, and improved family functioning. Re-
duced levels of alcohol or drug use or improved mental health symptoms are not
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necessarily the predominant expectations by these groups (McLellan and Weisner,
1996).

Thus, measurement of treatment outcomes for behavioral health treatment is
complex. In its 1990 study of alcohol treatment, the Institute of Medicine (IOM)
approached treatment effectiveness with the following question: “Which kinds of
individuals, with what kinds of alcohol problems, are likely to respond to what
kinds of treatments by achieving what kinds of goals when delivered by which
kinds of practitioners?” (IOM, 1990b, p. 7). This perspective is appropriate for
addressing treatment outcomes for drug and mental health problems as well.

We believe that the full evaluation of an organization has to
combine knowledge of current outcomes with the
standards-based information that lets you know and predict
future outcomes.

Paul Schyve
Joint Commission on Accreditation of Healthcare

Organizations
Public Workshop, April 18, 1996, Washington, DC

In approaching these multidimensional questions, the committee takes an
evidence-based approach to defining outcomes in populations with substance
abuse and mental health problems. This approach recognizes some fundamental
commonalities across conditions and levels of severity. In the next section, the
committee considers the general outcomes indicators of improvements in health
and social functioning, such as improved quality of life and fewer family, employ-
ment, legal, and medical problems, that are applicable for each of these condi-
tions. However, the committee also recognizes the value of  condition-specific
indicators, such as reduced alcohol and drug use and reductions in the symptoms
of mental health problems (such as sleep and appetite disturbances as depressive
symptoms, or hyperventilation for anxiety).

GENERAL AND SPECIFIC MEASURES OF OUTCOMES

It is important to identify the outcomes that treatment can be expected to
bring about (see Table 7.1), including drawing a distinction between short-term
and long-term goals. For example, the short-term goals of substance abuse treat-
ment include detoxification, which is the reduction or elimination of alcohol use;
the concomitant reduction of the signs, symptoms, and consequences of alcohol
use; and a modification in attitude toward drinking behavior leading to a commit-
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ment to resolution of the problem in the future. The attainment of these goals is
a major therapeutic achievement (see Appendix B).

The longer-term outcomes of treatment have to do with the maintenance of
these goals over time, for example, whether improvements in drinking or drug use
behavior, as well as social functioning, have been accomplished. It is also impor-
tant to distinguish between outcomes measures that are broadly relevant to men-
tal health-, alcohol-, and drug-related conditions and those that are specific to
the different disorders and conditions, characteristics of patients with the disease,
and particular levels of treatment. This chapter provides a general framework for
the development of performance measures in the context of outcomes research.
Appendixes B and C provide more detailed discussions on substance abuse out-
comes and mental health outcomes.

Many outcomes studies examining different facets of treatment have been
conducted over the past 20 years. However, only recently have managed care
organizations been the subject of such studies. The review by McLellan et al. (see
Appendix B) indicates that those listed in Table 7.1 are the best supported.

New Approaches in Outcomes Measurement

Outcomes measurement can improve accountability and lead to an improved
understanding of which practices are most effective in producing positive out-
comes with different kinds of patients (Kane et al., 1995; Appendix C). Basic
forms of outcomes assessment include patient satisfaction surveys, ratings by cli-
nicians, and reviews of clinical charts. To standardize the assessment of mental

TABLE 7.1 Substance Abuse-Specific Outcomes Objectives by Level of
Treatment

Level of Treatment Outcomes Measures

Detoxification Reduction in physiological and emotional instability; lack of
serious medical or psychiatric complications; integration and
engagement in rehabilitation phase of treatment

Rehabilitation Maintain changes initiated during detoxification; prevent relapse;
develop and practice changes in alcohol and drug use behaviors
showing improvements in personal health (medical and
psychiatric); improved social functioning (family, friends,
employment, and legal areas); engagement in ongoing aftercare

Aftercare and recovery Maintain changes developed in rehabilitation; continued
abstinence and/or levels of use that are nonproblematic; continued
improvement in personal health and social functioning

xxx
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TABLE 7.2 General Outcome Measures for Substance Abuse and Mental
Health Populations

• Improvement in employment or vocational status (e.g., return to work or school)
• Improvement in medical status (including morbidity and mortality)
• Improvement in family and social functioning
• Improvement in legal problem status
• Improvement in cognitive functioning
• Improvement in quality of life

xxx

health outcomes and improve the collection of outcome data, two new approaches
show promise.

One approach is the development of clinical outcomes information systems,
with most of the information coming directly from patients and clients through
questionnaires or other forms of self-report (Ellwood, 1988; Kane et al., 1995).
The information can easily be analyzed and assessed in standard formats. Another
development in outcomes assessment is the design of modules or standardized sets
of validated instruments that combine information from the patient and the cli-
nician to assess the outcomes of treatment (Rost et al., 1992). The emphasis in
the development of these modules has been the systematic approach to validating
the instruments through field testing, primarily with routine clinical interven-
tions (Smith et al., in press). (See Appendix C for a discussion of research priori-
ties in the measurement of mental health outcomes.)

General  Measures of Outcome in Behavioral Health

Many variables are common to substance abuse and mental health treatment
(see Table 7.2). Some of the newly developed outcomes information manage-
ment systems may make outcomes assessment more feasible to achieve (Kane et
al., 1995), but the systems can be expensive to implement and to support and
currently are more common in the private sector. Still, in behavioral health, it is
important to identify and use measures that can be monitored fairly easily, such as
functional outcomes of returning to work or school. Organizations that lack the
capacity to implement a computerized outcomes information system can develop
their own ways to build this basic information into their existing monitoring sys-
tems.

There is no evidence that a particular treatment setting (an inpatient, outpa-
tient, or community-based setting, or a hospital) or even treatment modality
(group vs. individual counseling) produces better outcomes across all patient
groups (see Appendix B). The types of treatment settings (e.g., inpatient, outpa-
tient, medical, and nonmedical settings) do not seem to be as important as the
services received (DHHS and NIAAA, 1996; McLellan et al., 1996).
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The committee notes that the evidence base across types of disorders and
types of treatment approaches is very uneven. For example, for some treatment
approaches, the research base is very strong (e.g., cognitive behavioral therapy for
depression and methadone maintenance for heroin addiction), whereas for other
treatments and types of mental and substance use disorders, research is lacking or
equivocal (e.g., 28-day hospital programs for cocaine addiction and medication
for childhood depression). Thus, Figure 7.1 provides an analytical framework for
the development of an outcomes research base.

One application of this type of framework has been developed using the for-
mat of a psychiatric outcomes module (Rost et al., 1992). The module consists of

FIGURE 7.1 Model for research on the quality of mental health services. SOURCE:
McGlynn et al. (1988). Reprinted by permission of the Blue Cross and Blue Shield
Association. Copyright 1988. All rights reserved.
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four different forms that are used to assess the types of care, outcomes of care, and
patient characteristics associated with different outcomes and types of care. The
forms include baseline assessments made by patient and clinician; a follow-up
assessment; and a medical record review form. These tools can be used to inform
administrative decisions about the quality of care and potentially can influence
the decisions made by clinicians, patients, and payers of care (Smith et al., in
press).

LINKS AMONG STRUCTURE, PROCESS, AND OUTCOMES

The committee uses a conceptual framework of structure, process, and out-
come as characterized in the work of A. Donabedian (1992). The framework pro-
vides a multidimensional assessment of quality. From this perspective, outcome
can be seen as emanating from important structural and process characteristics.

Within this framework, structure refers to the larger environment—the deliv-
ery system, the health care organization and system of delivery, interorganizational
networks, communications, lines of authority, and the individual provider agency
and staff. It is argued that organizational characteristics have differential effects on
outcome (and access and utilization as well) and should be taken into consideration
in outcomes research. These variables have not often been examined, especially in
the context of managed care organizations. Studies by D’Aunno and Vaughn (1995)
and others address the importance of examining the organizational characteristics
within managed care organizations as part of outcomes monitoring.

Measuring process is an important part of assessing outcomes. It is necessary to
determine which treatment characteristics and modalities have been applied and
how they interact with patient characteristics to affect the outcomes. Once the
indicators of the process of treatment are associated with outcomes, performance
indicators can be more easily monitored by the field.

Within this framework an outcome is defined as the expected achievement.
Donabedian (1992) describes outcomes measures as being integrative and reflecting
the contributions of all those who provide care, including the contributions of pa-
tients to their own care. This includes examining the contributions of organiza-
tional and treatment characteristics. Currently, less is known about indicators of
outcomes than about structural and process indicators.

Thus, examining outcomes is extremely important at this stage in quality  im-
provement efforts since so little is known about the factors that influence treat-
ment. The relative effectiveness of different approaches needs to be known, and
routine monitoring of outcomes in a treatment setting or system of care can be a
basis for continuous quality improvement within a treatment delivery organization
(Berwick, 1989). A 1990 IOM study argued, “In a larger sense, outcome data pro-
vide an ethical justification for purveying treatment and a means of improving its
effectiveness. From an ethical standpoint the provision of treatment in the absence
of knowledge of results is a questionable procedure” (IOM, 1990b, p. 323).
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PERFORMANCE INDICATORS AS OUTCOMES MEASURES

Table 7.3 lists potential performance indicators as outcomes measures that
emerge from the outcomes literature.

In addition to recognizing the importance of these treatment characteristics,
studies have demonstrated the efficacies of particular treatment methods, such as
coping skills training, cognitive behavioral therapies, methadone treatments at
particular dosage levels, naltrexone therapy (naltrexone is a narcotic antagonist),
along with counseling or psychotherapy, disulfiram therapy (more commonly
known as Antabuse), relapse prevention, community reinforcement approaches,
motivational enhancement, and marital or family therapy (DHHS and NIAAA,
1996). Studies have also indicated that treatment intensity, length of stay, and
therapist characteristics affect outcomes (Gotheil et al., in press) (see Appendix
B).

This is a complex literature based on clinical trials rather than studies con-
ducted in real-world settings. These studies are also often conducted on narrow
sets of patient characteristics. Many strategies have not been evaluated across
types and severities of substances and patient characteristics, particularly severity,
comorbidity, age, ethnicity, and so forth. Clinical management information sys-
tems in managed care organizations can be designed to identify the practices that
tend to be associated with better outcomes with particular types of patients (Kane
et al., 1995).

Differences in outcomes have not been compared for carved-out programs ver-
sus treatment integrated with medical services, particularly among populations re-
ceiving care in the public and private sectors. Information on such differences is
particularly crucial considering the trend toward the use of managed care organiza-

TABLE 7.3 Performance Indicators Based on Outcomes Research

Performance indicators based on outcomes research require individual client-level data in
addition to aggregated, agency-level data. Examples include the following:

1. percentage of individuals who show reductions in symptoms;
2. percentage of patients who show improved functioning;
3. number of patients who return to work;
4. after return to work, average number of consecutive days worked without absences
5. for children and adolescents, number who return to school;
6. for children and adolescents, average number of consecutive days in attendance at

school;
7. number of clients returning to earlier levels of treatment;
8. number who are able to live independently in the community;
9. number whose substance-free status is validated through regular breath and urine

testing; and
10. number who increase participation in community activities.

xx
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tions for public populations across states, as discussed in Chapter 2, Trends in Man-
aged Care. The range of treatment strategies, such as the provision of brief inter-
ventions for their prevention role, as well as treatment, should be examined within
managed care organizations.

It is better to have a 10-item scale that works reasonably
well than a 450-item scale that works perfectly that nobody
will use.

Ron Manderscheid
Center for Mental Health Services
Public Workshop, April 18, 1996, Washington, DC

EFFICACY AND EFFECTIVENESS

Donabedian (1990a, b) and others (DHHS and NIAAA, 1996; IOM, 1990c)
distinguish between efficacy and effectiveness. Efficacy is the assessment of treat-
ment characteristics under ideal clinical conditions. The committee is concerned
here with effectiveness as measured in the real world across different types of organi-
zations. Effectiveness is improvement in health that is achieved, or that can be ex-
pected to be achieved, under the ordinary circumstances of everyday practice. In
defining and assessing quality, effectiveness can be more precisely specified as the
degree to which the care whose quality is to be assessed attains the level of health
improvement that studies of efficacy have established (Donabedian, 1990a, b; Lohr,
1988).

A goal of integration between efficacy and effectiveness research is to con-
duct basic clinical research on structure, process, and outcomes to provide infor-
mation on the characteristics associated with particular outcomes for particular
client groups. Then, ongoing performance outcomes linked research can assess
how well programs are doing, given what should be expected in terms of treat-
ment characteristics and case mix.

For a variety of practical and ethical reasons, however, it is not always pos-
sible to conduct highly controlled research to evaluate the impacts of various
structural and process components of treatment on outcomes. For this reason, it is
desirable for quality assessment systems to begin to incorporate direct measures of
client outcomes, in addition to treatment characteristics and client case mix.

OUTCOMES AND QUALITY IMPROVEMENT

The treatment field has been internally and externally motivated to assess
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performance. Data such as provider ratings and consumer satisfaction report cards
are most often used to assess performance. However, some managed care organiza-
tions (such as Kaiser Permanente and Group Health Cooperative of Puget Sound)
are initiating the use of routine outcomes monitoring systems; for example, they
are establishing internal research divisions that perform research on their own
internal standards and outcomes or contract with outside entities to conduct
evaluations. These are important efforts; of concern is standardization and the
comparability of measures and methodologies and the development of perfor-
mance indicators related to the main predictors of good outcomes.

We encourage programs to use structured instruments. If
they don’t use structured instruments, we encourage them
not to use dichotomous measures, like were you sober or
were you not. If they have a measure like that, they don’t
have anything they can do in terms of program planning.

Tim Slaven
Rehabilitation Accreditation Commission
Public Workshop, May 17, 1996, Irvine, CA

The IOM and Agency for Health Care Policy Research approach to practice
guidelines is one in which guidelines based on outcomes research provide the
basis of performance measures and accreditation when possible (IOM, 1990c). In
the behavioral health field, relatively few practice guidelines have been devel-
oped, and they tend not to have a direct relationship to the practice of accredita-
tion. As accreditation organizations begin to focus more on outcomes research,
the opportunities and need for further guideline development will increase.

The difficulties in conducting outcomes research within behavioral health
care programs are well recognized. Such research is costly and imposes a burden
on the programs; it also requires expertise not always available in smaller organi-
zations. To make these efforts truly worthwhile, regardless of whether the research
is done internally or externally, what is called for is the use of standardized instru-
ments (with good reliability and validity) by all providers to assess outcomes, stan-
dardized instruments measuring content and process of treatment, instruments
and methods that are not burdensome (require short response times) or costly,
and instruments that are easily interpretable.

CRITERIA FOR EVALUATING OUTCOMES MEASURES

Many of the  current indicators assess client satisfaction, which is a reflection
of what is easy to measure given the constraints and costs of measuring outcomes.
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Although this is an important area, additional emphasis should be placed on im-
provements in symptoms and functioning. To move the field forward and to begin
to develop a process that injects data into a continually improving system, instru-
ments and methods need to be standardized. Comparable, reliable, and valid in-
struments need to be used, and a system that does not put unreasonable burdens
on programs needs to be developed. The existing indicators do not live up to
these ideals.

Potential Data Sources for Outcomes Research

The only data source that can truly assess outcomes is client-level outcome
information. This usually involves sample surveys of clients, often combined with
other indicators assessing the validity of self-reports, such as breath analysis and
urinalysis in substance abuse studies. This is the highest standard; however, its
high cost and the expertise that is required to carry out the work are limitations to
its use (see Appendix B).

Claims data are useful for examining utilization of care, appropriateness of
treatment, retreatment rates, costs of treatment, and the cost offsets of care (e.g.,
money spent on mental health or substance abuse treatment that reduces the
costs of treatment in primary care or other specialty care). The strength of claims
data is their availability and low cost. Their limitations include a lack of direct
measurement of outcomes. That is, claims data include diagnoses, clinical proce-
dures, and numbers of visits, but do not include clinical information such as symp-
tom reductions or behavioral changes experienced by the client or patient.

We need to provide outcome information to purchasers,
especially medical cost offset findings, that clarifies it is in
the best financial interests of their companies to care about
quality because in the long run it will lower costs.

Tom Trabin
Institute for Behavioral Healthcare
Public Workshop, May 17, 1996, Irvine, CA

Admission or discharge forms (and medical records) can be used to assess the
severity of a behavioral problem at intake and the provider’s assessment of the
patient’s status at discharge. They also should be available for all programs. Their
limitations include a lack of standardization across agencies and among staff within
agencies with regard to the data collected and the time frames and definitions that
are used. They also do not provide data following treatment discharge; thus, infor-
mation on the posttreatment retention of the improvement is not available.

Retreatment rates can often be determined through analysis of claims data or
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admission data collected by managed care organizations. These rates do not re-
flect outcomes well because they are confounded, for example, by issues related to
access and by the dropping of clients from insurance plans.

Accountability for Outcomes

The outcomes field would be improved significantly by developing standard-
ized data that are publicly available. To accomplish this, it is necessary to move
away from the focus on client satisfaction-based indicators of outcome to clini-
cally-based indicators of outcome. This is not an easy transition to make. Client
satisfaction indicators are easier to develop and to collect than are clinical indica-
tors of outcomes, for reasons that are discussed throughout this chapter. Ideally,
the steps should include clinical efficacy trials and then health services effective-
ness trials, followed by comparisons of different practice settings, case mix adjust-
ments, and so forth, for the assessment of outcomes in managed care settings. The
assessments of outcomes could then become public information, through report
cards or through other means.

As the treatment field moves in the direction of accountability for outcomes
within programs, several difficult issues need to be addressed. The first has to do
with external versus internal monitoring of treatment outcomes. External moni-
toring brings with it a higher potential for standardization across programs, the
input of those with expertise in methodologies, and the credibility that comes
from independent evaluations. Internal monitoring lacks those particular
strengths, but offers the ability to collect the precise kinds of data most useful to
managed care organizations in improving their particular programs.

All of our purchasers, including government and private
purchasers, are looking at setting up outcomes and
performance measures. Everybody has their own idea
about what’s a good outcome. Unless there can be some
sort of consensus about what that means, I think
increasingly we’re going to see plans that are going to be
ineffective at measuring outcomes.

Michael Jeffrey
William R. Mercer, Inc.
Public Workshop, May 17, 1996, Irvine, CA

A second issue has to do with finding valid measures for outcomes and requir-
ing their collection by programs. Ongoing collaboration between outcomes re-
searchers and clinicians can promote the further development of such measures

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


238 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

by combining what is learned from outcomes research and clinical consensus to
select those particular indicators that predict good outcomes. Until valid and re-
liable measures are available, it may be appropriate to accept proxies—indirect
measures—of outcomes.

The development of a system of programs that perform their own follow-ups
with standardized instruments would complement and strengthen outcomes re-
search. Programs could gauge themselves against the findings related to outcomes
and could use the information to develop a means of continual improvement for
their systems. Using the standardized information generated by these programs,
researchers could isolate the treatment elements that are associated with good
treatment outcomes and those elements that become the indicators for improve-
ments in quality.

This can result in the development of a real partnership between research
and practice, one that is geared to moving the outcomes measurement field for-
ward and also to generating useful information for program improvement. Ano-
nymity would be provided for programs and organizations in outcomes studies and
would provide programs and consumers with applied evaluation information. This
information also would be valuable for assessing the cost-effectiveness of various
treatment strategies.

It is only by speaking with a single voice, and, more
importantly, by talking with data rather than with promises,
that the cause of quality will be advanced in the ongoing
policy debate about behavioral health care and the role that
it is going to play in the health care delivery system in this
country.

John Bartlett
American Managed Behavioral Healthcare Association
Public Workshop, April 18, 1996, Washington, DC

SUMMARY

Outcomes research does not yet explicitly identify those performance indica-
tors associated with good outcomes across patient characteristics and types of pro-
grams. Furthermore, few outcomes studies are under way that will provide this
specific information, especially across types of managed care organizations and
patient characteristics, in the near future. At the same time, existing performance
indicators do not yet attempt to specify particular treatment characteristics (orga-
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nizational and clinical) that can be argued to represent a consensus of clinical
judgment with regard to their relation to outcomes.

In the committee’s view, outcomes research is vitally important to improving
the evidence base for treatment effectiveness. However, much needs to be done
to standardize outcomes information and to link findings from outcomes research
with the development of practice guidelines, performance measures, and accredi-
tation approaches.
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Managed care is increasingly being used throughout the health care system,
and the variability in approaches to managed care is also increasing. Man-

aged care methods are growing at a faster rate in the behavioral health care sector
than in the rest of the health care system because of their demonstrated ability to
control costs in private health plans and because states are turning to managed
care as a strategy to control Medicaid costs. Furthermore, because of this rate of
change and because of the unique structure of mental health and substance abuse
care (e.g., the existence of substantial publicly paid systems at the state and local
levels), ensuring consumer protection and quality improvement are important
challenges.

The increased use of managed care approaches in behavioral health care pre-
sents both opportunities and risks. For example, the use of case management to
coordinate care for individuals with complex conditions and conditions that are
costly to treat can improve care and control costs, making it more feasible to
improve insurance coverage and to integrate private and public systems. Con-
versely, managed care approaches that emphasize cost control over quality of care
can reduce access to care and can shift the costs of care for needier individuals to
an overburdened public system.

Many interested parties are using a variety of methods to protect consumers
and improve the quality of care in this environment of rapid change. The charge
and focus of this committee are on managed care, although the committee recog-
nizes that other issues such as licensure of practitioners and state inspection and
certification of provider agencies play critical roles in consumer protection. Fur-
thermore, in its focus on managed care, the committee has been particularly con-
cerned with two prominent strategies: the accreditation of managed care entities
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and the use of performance measurement systems. At the same time, it has con-
sidered complementary strategies that can aid in consumer protection and quality
improvement, such as consumer choice of health plans and better integration of
research and practice.

This comprehensive approach is required, in the committee’s view, given the
interrelated, significant, and complex changes that are under way and the vulner-
ability of individuals who suffer from serious mental illness and addictions to alco-
hol and other drugs. The committee believes that there is increasing evidence
that treatment for mental health and substance abuse problems is effective and
that its effectiveness is generally comparable to that of treatment provided in
other areas of medicine. The committee also believes that robust steps to address
consumer protection and quality improvements are essential, particularly through
improved accreditation and performance measurement systems.

This chapter sets out the committee’s recommendations in 12 areas. Each set
of recommendations is preceded by the findings that led the committee to make
the recommendations. In many cases, the findings build on cross-cutting themes
from testimony, research, and the committee’s deliberations.

1. STRUCTURE AND FINANCING

Findings

• Historically, the structure and financing of treatment for mental health
and substance abuse problems have been inherently problematic. Insurance cov-
erage for mental health and substance abuse care has been limited and frequently
has not covered the prolonged treatment that consumers and families need to
address complex problems.

• The separate publicly-financed health care system creates incentives
for the private sector to limit benefits and thus to undermine the basic purpose of
insurance; that is, to provide protection for large losses. Costly care is often shifted
to the underfinanced public system, a process that is sometimes called “dumping.”

• Traditionally, the  health care system inhibits access to care and toler-
ates poor quality of care, and thus contributes to poor outcomes.

• The problems of reduced access and increased cost shifting may be ag-
gravated by the use of managed care approaches that focus exclusively on reduc-
ing costs.

• High-quality managed care, however, can provide tools to control costs
in an integrated system. For example, case management for high-cost treatment
can improve access to appropriate treatment while controlling costs.

• Existing measures and indicators are inadequate for use as evidence of
dumping, skimming, and cost-shifting.

• Historically, the categorical and fragmented nature of public funding
has contributed to fragmentation in service delivery.
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• A recent trend is to combine Medicaid funds with other state and local
public funds in the financing of public systems.

• The fundamental problems in mental health and substance abuse care
cannot be fully addressed without changing the structure and financing of the sys-
tem and attending to the problem of the separate public and private sectors of care.

Recommendations

1.1 The reform of systems of care financed by states and counties must: (1)
recognize current aspects of private health care in those states and counties and
(2) consider the design and development of mechanisms to inhibit cost-shifting.

1.2 Payment arrangements that reduce incentives to underserve individu-
als with behavioral health conditions should be encouraged.

1.3 The reform of state and local systems through the use of managed care
should incorporate a recognition of and responsiveness to the unique needs of
consumers served by public systems.

1.4 Accreditation organizations, when appropriate, and purchasers should
develop criteria and guidelines that: (1) recognize and measure dumping, skim-
ming, and cost-shifting; and (2) specify rewards for organizations, groups, and
individuals that provide appropriate care and penalties for those that do not.

1.5 Purchasers should ensure continuity of care for consumers when man-
aged care contracts are awarded to different provider organizations.

2. ACCREDITATION

Findings

• The wide array of consumer and quality protections includes accredita-
tion, performance measurement, clinical practice guidelines, state licensure, and
contract requirements. Some of these functions overlap.

• Accreditation of managed care plans by independent national bodies is
an important and powerful tool of consumer protection and quality improvement
in health care and behavioral health care.

• Accreditation of service delivery organizations, such as hospitals, is well
developed, but accreditation of managed care plans is in its infancy.

• In the field of managed behavioral health care, accreditation alone is
not sufficient to guarantee high-quality care.

• Currently, multiple competing organizations perform measurement, re-
porting, and accreditation functions in the health and behavioral health care sec-
tors. In the behavioral health care area, the Rehabilitation Accreditation Commis-
sion (CARF), Council on Accreditation of Services for Families and Children
(COA), Joint Commission on Accreditation of Healthcare Organizations
(JCAHO), National Committee for Quality Assurance (NCQA), and Utilization
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Review Accreditation Commission (URAC) all play roles in accrediting managed
care plans that cover mental health and substance abuse care. The American Man-
aged Behavioral Healthcare Association, NCQA, the Substance Abuse and Mental
Health Services Administration (SAMHSA), and a number of corporate buyers (e.g.,
Digital Equipment Corporation) have also developed performance rating systems.

• Accreditation organizations compete for accreditation business on the
basis of their credibility with payers, providers, and consumers.

• Benefits consultants and other consultants are advising corporate pur-
chasers and state agencies on procurement, contracting, and other aspects of ac-
countability. This is a significant new industry.

• Data collection is an intricate part of the assessment of quality of care.
Many of the data currently collected are internal, not validated by external
sources, and may not be relevant to outcomes of care.

• Accreditation tends to focus on measures of the structure and process
of care rather than on measures of clinical outcomes. However, examples of move-
ment in the direction of outcome measurement can be found, such as consumer
satisfaction surveys and measures of clinical appropriateness.

• Variability exists in utilization review (a formal assessment of the ne-
cessity for services and their appropriateness and efficiency), which can be done
on a prospective (precertification), concurrent, or retrospective basis.

• In public systems of mental health and substance abuse care, uninsured
and publicly insured individuals can often access a greater selection and intensity
of benefits for behavioral health care than are available to individuals with pri-
vate insurance.

• Federal and state government agencies sometimes require accredita-
tion and specify which accreditation organization’s standards will be accepted.
This process is known as granting an accreditation organization “deemed status.”
Thus, the organization is “deemed” to act in the public interest. Deeming is not
done extensively in health care but is common in other sectors, such as in the
construction industry.

• Quality improvement methods have great potential but are still in pre-
liminary stages for mental health and substance abuse services. Existing behav-
ioral health performance measurement systems have used different strategies in
their development, with varying degrees of consumer involvement.

Recommendations

Monitoring Quality of Care

2.1 Public and private purchasers, consumers, providers, practitioners, be-
havioral health care plans, and accreditation organizations should continue to
monitor and assess the quality of care in the following ways:
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2.1.1 Quality improvement should be a priority, and principles and
methods of improving quality should be adopted.

2.1.2 Accreditation and review processes must be reliable and valid
and must be continuously reviewed and improved.

2.1.3 Domains relevant to the effective treatment and prevention of
behavioral health problems must be emphasized in accreditation processes. These
include practitioner training, consumer education, improvements in consumer
self-care, and the presence of a continuum of services, including wraparound ser-
vices such as housing assistance, child care, and transportation.

2.1.4 Accreditation processes must focus on areas of managed care in
which there may be a risk of quality problems: (1) variability in utilization review;
(2) inconsistent or inappropriate precertification processes; (3) vulnerable groups
and those who are unfamiliar with managed care processes; and (4) conditions that
occur frequently and are treated by many practitioners, giving opportunities for
variation in treatment practices.

2.1.5 Performance measures must be relevant to treatment processes
and outcomes.

2.1.6 Data must have demonstrable integrity. External, independent
audits can help to validate data quality.

2.1.7 Stakeholder consensus and consumer satisfaction measures must
be included in the tools used to monitor quality of care.

2.1.8 Outcomes measures should increasingly be based on evidence
from research.

Contracting

2.2 Quality of care should be clearly addressed in contracts between pur-
chasers and providers.

2.2.1 When plans contract or subcontract for the management and
delivery of behavioral health care services (e.g., health maintenance organiza-
tions contracting with carved-out managed behavioral health care firms), pur-
chasers can benefit from independent audits of the contractor regarding the level
of adherence to prespecified standards of performance with respect to quality.

2.2.2 Purchasers can benefit from carefully constructed contract lan-
guage to ensure the quality, accessibility, and effectiveness of behavioral health
plans. Contracts should also specify the ways in which the quality and effective-
ness standards will be monitored and enforced, including conditions for applying
positive incentives for meeting or exceeding the standards and penalties for sub-
standard performance.

Role of the Federal Government

2.3 The federal government should play a role in consumer protection in
managed care by:
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2.3.1 Promoting the improvement and use of performance measures
for managed care.

2.3.2 Monitoring and studying the use and effectiveness of quality
assurance, accreditation, performance measures, and outcomes measurements.

2.3.3 Establishing minimum standards for accreditation organizations
to achieve deemed status (i.e., when the government, in its role as purchaser of
managed care services, accepts accreditation as a measure of adequate quality and
consumer protection).

Role of State Governments

2.4 The role of state governments in consumer protection should include
the following:

2.4.1 Support the development of consumer protection standards for
managed behavioral health care by state mental health and substance abuse agen-
cies, state Medicaid agencies, state insurance departments, state licensing boards,
state hospitals, and state child welfare agencies. State consumer groups, such as
the chapters of the National Mental Health Association (NMHA), National
Depressive and Manic Depressive Association (NDMDA), National Association
for Research on Schizophrenia and Depression (NARSD), and National Alliance
for the Mentally Ill (NAMI), should be included in the development of stan-
dards.

2.4.2 Maintain the minimum necessary regulatory standards, includ-
ing the use of accreditation, to assure consumer protection while encouraging
innovations in the delivery of care.

2.4.3 Consider offering deemed status to specific accreditation orga-
nizations that meet state-defined standards for quality of managed behavioral
health care services.

Roles of All Levels of Government

2.5 Both federal and state governments should:
2.5.1 Encourage the development of report cards or other similar

materials to help inform consumers and families about specific plans and the qual-
ity of care.

2.5.2 Include all stakeholders (accreditation organizations, employ-
ers, state agencies, consumers, families, providers, and practitioners) in the devel-
opment, implementation, and use of standards.

Provider Inclusion

2.6 Because managed care methods are increasingly applied to public sys-
tems, accreditation bodies and managed care plans should evaluate the inclusion
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of a variety of types of practitioners, including substance abuse counselors and
mental health workers, in provider panels; collect information on practitioner
effectiveness; and remove any practitioners from networks only for performance
reasons (e.g., poor outcomes and poor consumer satisfaction).

2.6.1 The Substance Abuse and Mental Health Services Administra-
tion (SAMHSA), Agency for Health Care Policy and Research (AHCPR), Health
Resources and Services Administration (HRSA), and National Institutes of Health
(NIH) (National Institute on Alcohol Abuse and Alcoholism [NIAAA], National
Institute on Drug Abuse [NIDA], and National Institute of Mental Health [NIMH])
should cosponsor research to evaluate the components of treatment that are most
effective in providing behavioral health care, including strategies used by psychia-
trists, psychologists, social workers, counselors, and primary care practitioners.

2.6.2 The Substance Abuse and Mental Health Services Administra-
tion (SAMHSA), Agency for Health Care Policy and Research (AHCPR),
Health Resources and Services Administration (HRSA), and National Institutes
of Health (NIH) (National Institute on Alcohol Abuse and Alcoholism
[NIAAA], National Institute of Drug Abuse [NIDA], and National Institute of
Mental Health [NIMH]) should cosponsor research to evaluate the cost-effec-
tiveness of using different practitioner types to provide behavioral health care,
including individual psychiatrists, psychologists, social workers, counselors, pri-
mary care practitioners, and teams with different practitioner combinations.

3. CONSUMER INVOLVEMENT

Findings

• Individuals who have been treated for severe mental health problems
are most often referred to as “consumers,” both by the individuals themselves and
by the organizations that represent them.

• Consumers and families strongly desire to participate fully in decision-
making in treatment, setting behavioral health care standards, and developing
performance measures.

• Public behavioral health service systems make use of self-help groups,
consumer-operated services, and experientially trained counselors (e.g., mental
health workers and substance abuse counselors) as service providers. These prac-
tices are both valuable and highly valued in these systems because they help to
support consumers and, for example, to assist with medication compliance.

• Quality measures are being developed by organizations with various
degrees of involvement by consumers and consumer groups. Among consumers,
the report card developed by the Center for Mental Health Services (CMHS) is
viewed as having the most consumer involvement.
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Recommendations

3.1 Health care purchasers must be responsive to consumers and families
and should develop means of ensuring their meaningful participation in treat-
ment decisions, measurement of satisfaction, and measurement of treatment ef-
fectiveness.

3.2 Accreditation bodies should evaluate the extent of inclusion of con-
sumers and families in treatment decisions and program planning.

3.3 The activities that are used to develop and review quality measures
should include all stakeholders, including consumers, families, practitioners, and
researchers.

4. CULTURAL COMPETENCE

Findings

• Racial and ethnic minorities frequently lack access to culturally appro-
priate care.

• In the effort to create smaller and more efficient provider networks,
there is a risk of eliminating providers and groups who have special expertise with
different cultures and different healing practices (e.g., Afrocentric counseling and
Spanish-speaking services, sweat lodges for Native Americans, and American Sign
Language services for individuals who are deaf).

• Often, the reason given for exclusion of cultural practices is that ac-
cepted evidence of effectiveness does not exist. The committee observes, how-
ever, that controlled trials or other outcomes assessments have not been done for
many, if not most, medical treatments.

Recommendations

4.1 Health plans and programs should be responsive to community demo-
graphics and to the cultural needs of the populations that they serve.

4.2 Practitioners of alternative and innovative treatments without an ac-
cepted research base should not arbitrarily be excluded from health plans. If these
treatments are used, their effectiveness should be studied so that standards of qual-
ity improvement can be developed.

4.3 Health plans should have an explicit mechanism for evaluating new
and innovative techniques and types of practitioners.
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5. SPECIAL POPULATIONS

Findings

• People with disabilities, such as individuals who are deaf, hard of hear-
ing, or blind, who use wheelchairs, or who have had traumatic brain injury, fre-
quently lack access to care that is appropriate.

• Individuals who have child care responsibilities, most of whom are
women, often have barriers to participating in treatment.

• Individuals who have co-occurring substance abuse and mental health
problems need coordinated care to maintain their recovery.

Recommendations

5.1 Research is needed to identify incentives for plans to serve vulnerable
populations. The Substance Abuse and Mental Health Services Administration
(SAMHSA) should work with other federal agencies to develop a plan to con-
duct such research.

5.2 Plans that serve distinct populations should measure and evaluate the
needs of those groups through reviews of research literature, consumer surveys,
and other appropriate mechanisms.

5.3 All plans should meet the same core standards. Supplemental standards
can be developed for special populations, whether they are in stand-alone pro-
grams or in mainstream plans, for example, for a child of an employed person with
family coverage.

6. RESEARCH

Findings

• Health services research stimulates collaboration among providers, re-
searchers, and managed care organizations and can facilitate the development of
valid and useful measures of treatment processes and outcomes through such col-
laborations.

• Research and practice interact too infrequently, and few incentives
exist for collaboration among researchers, practitioners, and policymakers.

• Outcomes research is often unresponsive to emerging problems in clini-
cal practice and also rarely provides direction for accreditation and quality im-
provement efforts.

• The federal government plays a key role in the support of health ser-
vices research and thus in the development of the necessary knowledge base for
improving the quality of behavioral health care.
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Recommendations

6.1 The committee recommends continued development of collaborative
health services research in substance abuse and mental health, and encourages
the Agency for Health Care Policy and Research (AHCPR), Centers for Disease
Control and Prevention (CDC), Health Resources and Services Administration
(HRSA), National Institutes of Health (NIH) (National Institute on Alcohol
Abuse and Alcoholism [NIAAA], National Institute on Drug Abuse [NIDA], and
the National Institute of Mental Health [NIMH]), and Substance Abuse and Men-
tal Health Services Administration (SAMHSA) to maintain, to evaluate, and,
where necessary, to expand programs and initiatives that support collaborative
health services research.

6.2 The agencies mentioned above should support further research on the
effectiveness of different treatment strategies for a variety of practitioner types
and for consumers with different needs.

6.3 Researchers should become more involved in studies carried out in
managed care organizations and community-based settings and in other clinical
outcomes research used to develop standards and performance measures.

7. WORKPLACE

Findings

• Society and individual workers need safe and supportive work environ-
ments.

• The federal government has responded through the passage of legisla-
tion (e.g., the Family and Medical Leave Act and the Americans with Disabilities
Act) and regulations concerning safety and other standards.

• The workplace environment provides an excellent arena in which to
address behavioral health problems.

Recommendations

7.1 Employers should investigate the benefits of wellness activities, em-
ployee assistance programs, and health risk reduction initiatives that enhance
prevention, early intervention, access, and treatment adherence for health and
behavioral health problems.

7.2 The Substance Abuse and Mental Health Services Administration
(SAMHSA) should identify models of successful behavioral health programs in
the workplace and increase public awareness of these models.
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8. WRAPAROUND SERVICES

Findings

• For long-term recovery to be sustained, the social aspects of consumers’
lives must be addressed as part of the behavioral health care provided.

• Medical and managed care models often do not take these rehabilita-
tive and support services into account. In the substance abuse field, these are
known as wraparound services and in the mental health field they are also known
as enabling services.

• Some symptoms of mental illness and substance abuse—such as severe
anxiety and depression, active psychosis, and substance abuse withdrawal—inter-
fere with social judgment and functioning.

Recommendations

8.1 Further research is needed to prioritize the essential components of a
treatment regimen that can address adequately the complex behavioral aspects of
recovery from alcoholism and other drug addictions.

8.2 To maximize full functioning for individuals with severe and persistent
mental illness, and to optimize conditions supporting recovery for individuals with
chronic substance abuse problems, wraparound services such as social welfare,
housing, vocational, and rehabilitative services should be available and should be
coordinated.

8.3 For children and adolescents with severe emotional disturbances, edu-
cational and home environment-family support services should be coordinated
and integrated with mental health care.

8.4 Accreditation systems must address the social and rehabilitative aspects
as well as the medical aspects of comprehensive treatment for addiction and se-
vere and persistent mental illness.

9. CHILDREN AND ADOLESCENTS

Findings

• Services for children and adolescents are fragmented across many dif-
ferent agencies, such as mental health, child abuse and neglect, and juvenile jus-
tice.

• Many treatment models focus on a high-risk child or adolescent and do
not involve the family or other caretakers.

• Developmentally appropriate, comprehensive models for intervention
and treatment for adolescents are not well-defined or applied in the current pub-
lic and private systems.
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• The needs of many high-risk youth are unmet because traditional sys-
tems do not focus on this population.

• Prevention and treatment programs for mental health and substance
abuse problems are not adequately linked.

Recommendations

9.1 The Substance Abuse and Mental Health Services Administration
(SAMHSA), National Institutes of Health (NIH) (National Institute on Alco-
holism and Alcohol Abuse [NIAAA], National Institute on Drug Abuse [NIDA],
and National Institute of Mental Health [NIMH]), and the Health Resources and
Services Administration (HRSA) should identify exemplary models of coordi-
nated systems of care for children and adolescents.

9.2 The Substance Abuse and Mental Health Services Administration
(SAMHSA), National Institutes of Health (NIH) (National Institute on Alco-
holism and Alcohol Abuse [NIAAA], National Institute on Drug Abuse [NIDA],
and National Institute of Mental Health [NIMH]), and the Health Research and
Services Administration (HRSA) should identify exemplary models of linking
behavioral health treatment and prevention programs for children and adoles-
cents to address suicide, substance abuse, and other areas.

9.3 The Substance Abuse and Mental Health Services Administration
(SAMHSA), National Institutes of Health (NIH) (National Institute on Alco-
holism and Alcohol Abuse [NIAAA], National Institute on Drug Abuse [NIDA],
and National Institute of Mental Health [NIMH]), and the Health Resources and
Services Administration (HRSA) should support research to identify the elements
of developmentally appropriate treatment that should be available to adolescents
who are abusing alcohol or drugs or who have mental health problems.

9.4 The public and private systems must make efforts to develop service
capabilities to meet the needs of adolescents who are abusing alcohol or drugs and
adolescents who have mental health problems.

10. CLINICAL PRACTICE GUIDELINES

Findings

• Practice guidelines are developed by professional organizations, man-
aged care organizations, and other groups. The development of guidelines is not
always systematic, and guidelines are not always linked to empirical findings.
Little or no information is available on successful strategies for implementing
guidelines.

• Accreditation tends to measure whether plans or managed care organi-
zations have guidelines in place and does not address the quality of the guidelines
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used by plans or organizations, or the extent to which care is actually monitored
and changed according to those guidelines.

Recommendations

10.1 The development of clinical practice guidelines should be linked to
outcomes research, performance standards, and accreditation.

10.2 The Agency for Health Care Policy and Research (AHCPR), Substance
Abuse and Mental Health Services Administration (SAMHSA), and other agen-
cies and organizations that develop guidelines should sponsor additional research
that examines the successful implementation of guidelines and identifies successful
implementation models.

10.3 Practitioners and consumers should be included in the development of
practice guidelines.

11. PRIMARY CARE

Findings

• Many individuals (10 to 20 percent of the population) consult primary
care physicians for behavioral health problems.

• Responsibility for behavioral health care is frequently divided between
primary and specialty settings, which are not well integrated, and this division of
responsibility results in poor coordination of care.

• Few guidelines exist for behavioral health treatment in primary care.
• Some individuals may be treated more successfully in specialty settings

than in primary care settings.

Recommendations

11.1 This committee endorses the view of the Institute of Medicine (IOM)
Committee on the Future of Primary Care, which recommended “the reduction
of financial and organizational disincentives for the expanded role of primary care
in the provision of mental health services” and “the development and evaluation
of collaborative care models that integrate primary care and mental health ser-
vices more effectively. These models should involve both primary care clinicians
and mental health professionals” (IOM, 1996, p. 137).

11.2 This committee recommends that the above recommendation include
alcohol and other drug abuse problems as a defined area of expertise.
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12. ETHICAL CONCERNS

Findings

• The field of health care ethics embodies ethical principles that address
risks in the areas of autonomy, access, informed consent, practitioner-patient re-
lationships, and confidentiality.

• Ethical challenges and problems exist in both the traditional fee-for-ser-
vice system and in the rapidly developing managed care system, although the incen-
tives, risks, and oversight strategies differ in the two settings.

• Cultural competence and sensitivity are ethical issues.

Recommendations

12.1 Managed care organizations should be able to demonstrate that they
recognize and have concern for the ethical risks created by managed care systems.
Additionally, they should substantiate the use of safeguards that protect and main-
tain ethical standards and practices. These would include the following:

• a clear description of a plan, its benefits, and grievance procedures,
• accessible and responsive grievance, complaint, and appeals procedures,
• effective strategies to maintain confidentiality while meeting the needs

of practitioners to coordinate care,
• culturally appropriate and gender-specific service practitioners in the

network,
• consumer surveys and measures of consumer satisfaction,
• consumer representation on policy development and grievance resolu-

tion,
• continuous improvement protocols to promote better outcomes, and
• no contractual or other limitations for physicians and other practitio-

ners concerning the discussion of clinically appropriate treatment options with
patients and families.

12.2 A careful review of ethical issues in various settings, for example, man-
aged care organizations, networks, and fee-for-service settings, is needed. The Sub-
stance Abuse and Mental Health Services Administration (SAMHSA), Health
Care Financing Agency (HCFA), and Agency for Health Care Policy and Research
(AHCPR) should develop a plan to examine ethical issues.
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Glossary

Access The extent to which an individual who needs care and services is able
to receive them. Ease of access depends on several factors, including insur-
ance coverage, availability and location of appropriate care and services,
transportation, hours of operation, and cultural factors, including languages
and cultural appropriateness.

Accreditation An official decision made by a recognized organization that a health
care plan, network, or other delivery system complies with applicable stan-
dards.

Adverse selection Individuals enrolling in health plans tend to select plans that
will best suit their expected health care needs, and individuals with a greater
chance of needing particular kinds of care will select health care plans with
generous benefits for those services. Health plans do not know who those
individuals are, so the plans have an incentive to strictly limit coverage and
access to those services and thus avoid drawing an adverse selection of the
enrolled population.

Appropriateness The extent to which a particular procedure, treatment, test,
or service is clearly indicated, is not excessive, is adequate in quantity, and
is provided in the setting best suited to a patient’s or member’s needs
(NCQA, 1995, p. 45).
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Autonomy A principle in biomedical ethics that refers to having respect for
every individual’s independence and freedom of choice. This is usually ex-
pressed as the need to obtain informed consent from an individual or his or
her representatives before undertaking treatment.

Behavioral health Managed care term that applies to the assessment and treat-
ment of problems related to mental health and substance abuse. Substance
abuse includes abuse of alcohol and other drugs.

Benchmark For a particular indicator or performance goal, the industry measure of
best performance. The benchmarking process identifies the best performance in
the industry (health care or non-health care) for a particular process or out-
come, determines how that performance is achieved, and applies the lessons
learned to improve performance (NCQA, 1995, p. 45).

Capitation A fixed rate of payment to cover a specified set of health services.
The rate is usually provided on a per-member per-month basis (IOM, 1989,
p. 288).

Carve-out A decision to purchase separately a service that is typically a part of
an indemnity or health maintenance organization plan. For example, a
health maintenance organization may “carve out” the behavioral health
benefit and select a specialized vendor to supply these services on a stand-
alone basis (United HealthCare Corporation, 1994, p. 16).

Consumer Any individual who does or could receive health care or services.
Includes other more specialized terms, such as beneficiary, client, customer,
eligible member, recipient, or patient.

Co-occurring disorders Individuals who have more than one disorder, for ex-
ample, a depressed person who also is an alcoholic. Usually, the term is used
to refer to a combination of mental health and substance abuse problems,
but it can also refer to individuals who have a behavioral health diagnosis as
well as a medical diagnosis or disability.

Cost-sharing The part of health expenses that are paid by the person who re-
ceives services, including deductibles and copayments.

Credentialing The process of assessing and validating the qualifications of a
licensed independent practitioner to provide member services in a health
care network or its components. The determination is based on an evalua-
tion of the individual’s current license, education, training, experience, cur-
rent competence, and ability to perform privileges requested. The
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credentialing process is the basis for making appointments to the panel or
staff of the health care network and its components. It also provides infor-
mation for the process of granting clinical privileges to licensed indepen-
dent practitioners (based on JCAHO, 1996, p. 406).

Cultural comptence Actions that indicate an awareness and acceptance of the
importance of addressing cultural factors while providing care; ability to
meet the needs of clients and patients from diverse backgrounds.

Deemed status A  method of quality assurance in which public agencies hold
an organization accountable to standards developed by, for example, a non-
profit accreditation organization. For example, Health Care Financing Ad-
ministration requires hospitals to conform to the Joint Commission on Ac-
creditation of Healthcare Organizations standards to receive Medicare
reimbursement.

Dual diagnosis See Co-occurring disorder.

Indicator A defined, measurable variable used to monitor the quality or appro-
priateness of an important aspect of patient care. Indicators can be activi-
ties, events, occurrences, or outcomes for which data can be collected to
allow comparison with a threshold, a benchmark, or prior performance
(NCQA, 1995, p. 47, from the JCAHO Managed Care Standards Manual,
1989, p. 56).

Integrated delivery system System of providers and diverse organizations work-
ing collaboratively to coordinate a full range of care and services within a
community.

Managed behavioral health care Any of a variety of strategies to control behav-
ioral health (i.e., mental health and substance abuse) costs while ensuring
quality care and appropriate utilization. Cost-containment and quality assur-
ance methods include the formation of preferred provider networks,
gatekeeping (or precertification), case management, relapse prevention, ret-
rospective review, claims payment, and others. In many health plans, behav-
ioral health care is separated from care available in the rest of the health plan
for the separate management of costs and quality of care (EAPA, 1996, p. 19).

Managed care Arrangements for health care delivery and financing that are
designed to provide appropriate, effective, and efficient health care through
organized relationships with providers. Includes formal programs for ongo-
ing quality assurance and utilization review, financial incentives for covered
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members to use the plan’s providers, and financial incentives for providers
to contain costs.

Outcome Results or effects achieved through a given service or procedure.

Outcomes research Studies that measure the effects of care or services.

Performance goals The desired level of achievement of standards of care or
service. These may be expressed as desired minimum performance levels
(thresholds), industry best performance (benchmarks), or the permitted
variance from the standard. Performance goals usually are not static but
change as performance improves and/or the standard of care is refined
(NCQA, 1995, p. 47).

Performance measure(s) Methods or instruments to estimate or monitor the
extent to which the actions of a health care practitioner or provider con-
form to practice guidelines, medical review criteria, or standards of quality
(IOM, 1990a, p. 50).

Practice guidelines Systematically developed statements to standardize care and
to assist practitioner and patient decisions about the appropriate health care
for specific circumstances. Practice guidelines are usually developed through
a process that combines scientific evidence of effectiveness with expert opin-
ion. Practice guidelines are also referred to as clinical criteria, practice pa-
rameters, protocols, algorithms, review criteria, preferred practice patterns,
and guidelines.

Privileging The process of authorizing by an appropriate authority (e.g., a gov-
erning body, where one exists) in a component of a health care network or
by the network itself a practitioner to provide specific patient care services
in the component or the network, as appropriate, within defined limits, on
the basis of an individual practitioner’s license, education, training, experi-
ence, competence, ability to perform assigned tasks, and judgment (JCAHO,
1996, p. 411).

Quality assessment The measurement of the technical and interpersonal aspects
of health care and the outcomes of that care (IOM,1990b, p. 45, based on
IOM, 1989, p. 291).

Quality assurance A systematic and objective approach to improving the qual-
ity and appropriateness of medical care and other services. Includes a  for-
mal set of activities to review, assess, and monitor care and to ensure that
identified problems are addressed appropriately.
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Quality improvement A set of techniques for continuous study and improve-
ment of the processes of delivering health care services and products to meet
the needs and expectations of the customers of those services and products.
It has three basic elements: customer knowledge, a focus on processes of
health care delivery, and statistical approaches that aim to reduce varia-
tions in those processes  (IOM, 1990b, p. 46).

Quality of care The degree to which health services for individuals and popula-
tions increase the likelihood of desired health outcomes and are consistent
with current professional knowledge (IOM, 1990b, p. 4). NOTE: Adopted
by National Committee for Quality Assurance and Joint Commission on
Accreditation of Healthcare Organizations.

Recovery A term used by some individuals and groups to refer to the process of
making a commitment to change personal behaviors in order to overcome
addiction. Thus, an individual who has chosen to make changes is “in re-
covery.”

Report card on health care An emerging tool that can be used by policy makers
and health health care purchasers, such as employers, government bodies,
employer coalitions, and consumers, to compare and understand the actual
performance of health plans. The tool provides health plan performance
data in major areas of accountability, such as health care quality and utiliza-
tion, consumer satisfaction, administrative efficiencies and financial stabil-
ity, and cost control  (United HealthCare Corporation, 1994, p. 64).

Risk sharing The process of establishing financial arrangements that share the
financial risk of providing care among providers, payers, and those who use
the services.

Standard(s) Authoritative statements of (1) minimum level of acceptable  per-
formance or results, (2) excellent levels of performance or results, or (3) the
range of acceptable performance or results (IOM, 1990a).

Utilization The extent to which eligible individuals use a program or receive a
service or group of services over a specified period of time.

Utilization management A set of techniques used by or on behalf of purchasers
of health benefits to manage health care costs by influencing the decisions
about patient care made by providers, payers, and patients themselves. In-
cludes techniques such as prior authorization, concurrent review, retrospec-
tive review, and case management.
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Utilization review A formal assessment of the medical necessity, efficiency, or ap-
propriateness of health care services and treatment plans on a prospective, con-
current, or retrospective basis (United HealthCare Corporation, 1994, p. 74).
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RICHARD FRANK, PhD, is Professor of Health Economics at the Department
of Health Care Policy at Harvard Medical School, and a Research Associate with
the National Bureau of Economic Research in Cambridge, Massachusetts. Dr.
Frank is a former professor with the Department of Health Policy at the Johns
Hopkins University School of Hygiene and Public Health. He has published ex-
tensively on cost-effectiveness and costs of mental health/ substance abuse treat-
ment, the design of mental health benefits plans, health care financing, and the
organization and delivery of health services. Dr. Frank was a staff member of the
President’s Task Force on Health Care Reform and a Commissioner for the Mary-
land Health Services Cost Review Commission.

JOHN E. FRANKLIN, MD, is an Associate Professor in the Department of Psy-
chiatry and Behavioral Sciences at Northwestern University Medical School, and
the Medical Director for the Consultation Liaison Service at Northwestern’s Stone
Institute of Psychiatry. He is a member of the Executive Committee and the Utili-
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zation Review Committee of the Department of Psychiatry and has many teaching
responsibilities for medical students and residents. Dr. Franklin received an award
for teaching excellence in 1986-87 when he was on the faculty of the New Jersey
Medical School. He has served as a consultant to the National Institute of Drug
Abuse and currently is Principal Investigator for an grant on homelessness. Dr.
Franklin is a member of the American Academy on Addiction Psychiatry.

MICHAEL F. HOGAN, PhD, has been the Director of the Ohio Department of
Mental Health since March of 1991. The Department operates 14 accredited hos-
pitals, funds and monitors services through 53 local/county boards, and serves
over 150,000 citizens annually. Previously, he was the Commissioner of the Con-
necticut Department of Mental Health, the Deputy Commissioner in the same
Department, and also held a variety of positions with the Massachusetts Depart-
ment of Mental Health. Dr. Hogan has published many articles and book chap-
ters on mental health services and policy, and he is a frequent speaker in national
conferences on managed behavioral health care. Dr. Hogan received his doctoral
degree in administration of special education from Syracuse University.

DENNIS McCARTY, PhD, is a Research Professor at the Heller School at
Brandeis University and director of the substance abuse group in the Institute for
Health Policy. He is the Principal Investigator for Brandeis/Harvard Research
Center on Managed Care and Drug Abuse Treatment, a health services research
center funded by NIDA. The Center examines the effects of managed care on the
organization and financing of services for the treatment of dependency on alcohol
and other drugs. Previously, Dr. McCarty served as the director of the Massachu-
setts state authority for drug and alcohol abuse treatment and prevention services.
He collaborated with Massachusetts Medicaid to facilitate the introduction of a
managed care carve-out for mental health and substance abuse services. Dr.
McCarty designed and implemented the current Massachusetts substance abuse
management information system and also initiated a Quality Improvement Col-
laborative for substance abuse treatment programs throughout Massachusetts.

J. MICHAEL McGINNIS, MD, MPP, is currently a Senior Policy Advisor and
Team Leader for the World Health Organization’s Health Reform and Recon-
struction Programme in Bosnia, and a Scholar-in-Residence for the Commission
on Behavioral and Social Sciences and Education at the National Academy of
Sciences. As Deputy Assistant Secretary of Health from 1977-1995, Dr. McGinnis
pioneered the development of public health objectives through directing the
Healthy People 2000 initiative. Under his leadership, the year 2000 framework
involved more than 10,000 individuals from national, state, and local public
health agencies and organizations. Dr. McGinnis also directed the development
of national guidelines for clinical preventive services, including screening and
evaluation for substance abuse. He has published many articles on health policy,
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health objectives, health economics, clinical preventive medicine, and other ar-
eas, and served as the editor of many reports for the U.S. Department of Health
and Human Services. Dr. McGinnis is a fellow of the American College of Pre-
ventive Medicine and the American College of Epidemiology and has served on
several boards and committees for the World Health Organization. Dr. McGinnis
resigned from the committee in August 1996 because of his WHO commitments
overseas.

RHONDA ROBINSON-BEALE, MD, is the Senior Associate Medical Direc-
tor for Behavioral Medicine at Health Alliance Plan/Henry Ford Health System.
Dr. Robinson-Beale has been an administrative lead in the development of the
behavioral medicine delivery system for HAP, a mixed model HMO, PPO, and
POS. She has experience developing and implementing utilization and quality
management activities within the HMO setting. As a provider, Dr. Robinson-
Beale has managed a capitated behavioral medicine population which included
private and public patients for ten years. Dr. Robinson-Beale has been one of the
lead HMO representatives in Michigan during an initiative on the part of the
State Department of Mental Health and Medical Services Administration to in-
tegrate the behavioral medicine care of Medicaid recipients between the HMOs
and Community Mental Health. She has extensive experience in addiction medi-
cine. She has worked in conjunction with the Detroit Department of Substance
Abuse in the development of specialized addiction day treatment programs for
pregnant addicts and their children and cocaine-addicted males. Dr. Robinson-
Beale has served as a reviewer for the National Committee on Quality Assurance
(NCQA), and has performed committee activities for NCQA. She has also served
on the Committee on Standards for the American Society on Addiction Medi-
cine and on the Quality Assurance Committee for the American Psychiatric As-
sociation.

ALEX RODRIGUEZ, MD, is Vice President and Medical Director, National
Account Consortium, Inc., a service company of Blue Cross/Blue Shield Plans
that are committed to acquiring and retaining national accounts. For ten years,
Dr. Rodriguez was the Chief Medical Officer of two national managed care com-
panies, Preferred Health Care, Ltd. and subsequently Preferred Works/Value
Health, Inc. Previously, Dr. Rodriguez was the National Medical Director and
Director, Office of Quality Assurance of the Office of Civilian Health and Medi-
cal Program of the Uniformed Services (CHAMPUS). He also served as Special
Assistant to two Secretaries of the Department of Health and Human Services
while he was a White House Fellow. Dr. Rodriguez is currently President-Elect of
the American College of Medical Quality, and holds a faculty appointment at
Yale University School of Medicine. He maintains an active medical practice in
the Naval Reserve as a staff physician with primary care and psychiatric privileges
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at the Naval Hospital, Groton, Connecticut, and at the National Naval Medical
Center, Bethesda, Maryland.

STEVEN S. SHARFSTEIN, MD, MPA, is currently President, Medical Direc-
tor, and Chief Executive Officer at the Sheppard Pratt Health System and Clini-
cal Professor of Psychiatry at the University of Maryland. A practicing clinician
for over 20 years, he specializes in psychotherapy and psychopharmacology, espe-
cially for patients with long-term mental illness. He spent 13 years with the Na-
tional Institute of Mental Health, where he was Director of Mental Health Ser-
vice Programs and also held positions in consultation/liaison psychiatry and
research in behavioral medicine on the campus of the National Institutes of
Health. He has written on a wide variety of clinical and economic topics and has
published more than 140 professional papers, 40 book chapters, and 10 books,
including (as co-author) Madness and Government: Who Cares for the Mentally
Ill?, a history of the federal community mental health centers program. A gradu-
ate of Dartmouth College and the Albert Einstein College of Medicine, he trained
in psychiatry at the Massachusetts Mental Health Center in Boston from 1969 to
1972. Dr. Sharfstein also received a Master’s degree in Public Administration
from the Kennedy School of Government in 1973 and a certificate from the Ad-
vanced Management Program at the Harvard Business School in 1991. He was
Secretary of the American Psychiatric Association from 1991-95, and is a mem-
ber of the Board on Neuroscience and Behavioral Health at the Institute of Medi-
cine.

DONALD L. SHUMWAY, MSS, is Co-director of Self-Determination for Per-
sons with Developmental Disabilities, Institute on Disability at the University of
New Hampshire. Mr. Shumway is the former Director of the Division of Mental
Health for the New Hampshire Department of Health and Human Services, where
he directed the development of New Hampshire’s Medicaid 1115 Waiver for com-
prehensive health care reform. Mr. Shumway also was responsible for leading a
legislatively mandated reengineering of the department and the reduction of the
budget by $32,000,000. He restructured the state’s mental health system and man-
aged the first closing nationally, of all institutional services for persons with de-
velopmental disabilities. Mr. Shumway is a former member of the National Advi-
sory Mental Health Council at the National Institute of Mental Health, and a
former Board President of the National Association of State Mental Health Pro-
gram Directors.

CONSTANCE WEISNER, DrPH, MSW, is Senior Scientist for the Alcohol
Research Group, a member of the faculty of the School of Public Health at the
University of California at Berkeley, and an Adjunct Investigator for Kaiser
Permanente Division of Research, Northern California Region. She directs the
Community Epidemiology Laboratory, a large study of the epidemiology of alco-
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hol and drug problems across populations of health and human services agencies
and the general population. Dr. Weisner is Principal Investigator of NIAAA and
NIDA research grants that study the cost and effectiveness of alcohol and drug
treatment interventions in Kaiser. Other current studies examine access, utiliza-
tion, and outcome across public and private sector programs. Dr. Weisner has
been an advisor to the World Health Organization, the Robert Wood Johnson
Foundation, the John D. and Catherine T. MacArthur Foundation, and state gov-
ernments. She is a member of the World Health Organization Expert Advisory
Panel on Drug Dependence and Alcohol Problems and was a member of the IOM
committee that produced the report Broadening the Base of Treatment for Alcohol
Problems.

Committee Staff

MARGARET EDMUNDS, PhD, joined the IOM in October 1995 as Study
Director for Quality Assurance and Accreditation Guidelines for Managed Be-
havioral Health Care. From 1992 to 1995, she was an Assistant Research Psy-
chologist at the Institute for Health Policy Studies, University of California, San
Francisco, and the project director for a multisite clinical evaluation conducted
for the California Department of Health Services. In 1991-92, she was the project
director for the Primary Care-Substance Abuse Linkage Initiative, a national ini-
tiative on health care reform sponsored by the Public Health Service. From 1986-
92, Dr. Edmunds was with the Johns Hopkins Behavioral Medicine Clinic, where
she was a member of the affiliate staff of the Johns Hopkins Hospital, a clinical
and research fellow (1986-89), an Instructor of Medical Psychology at the Johns
Hopkins School of Medicine (1989-92), and a frequent lecturer with the Preven-
tive Medicine Residency Program. Dr. Edmunds is a member of the Board of Di-
rectors and a Fellow of the Society of Behavioral Medicine. She has published
articles on integrated health care delivery systems; financing and payment reform
for primary care and substance abuse; clinical practice guidelines; smoking cessa-
tion; multidisciplinary treatment of chronic pain; and policy research.

CONSTANCE PECHURA, PhD, Director of the IOM Division of Neuro-
science and Behavioral Health, has a B.S. degree in psychology and a Ph.D. in
anatomy and neuroscience. Following a post-doctoral fellowship at the National
Institute of Neurological Disorders and Stroke, she joined the Institute of Medi-
cine staff in 1988. She has directed projects and edited reports on a variety of
topics including chemical weapons exposures to World War II veterans, integrat-
ing computer technologies to map the human brain, scientific and ethical issues
of fetal and embryo research, mental and addictive disorders in women, ethical
and science policy issues related to cross-species organ transplantation, and health
and human rights. Dr. Pechura is a recipient of a National Science Foundation
Graduate Fellowship, Uniformed Services University of the Health Sciences Out-
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standing Teaching Award, and National Academy of Sciences/National Research
Council Special Achievement Award. Dr. Pechura holds an adjunct faculty posi-
tion at the George Washington University School of Medicine, teaches a health
policy tutorial in the Stanford in Washington program, and chairs the Board of
Directors of Student Pugwash USA.

MOLLA S. DONALDSON, MS, is Senior Staff Officer at the Institute of Medi-
cine and adjunct professor at the George Washington University School of Medi-
cine and Health Sciences (GWU). Currently she is project director the IOM’s Na-
tional Roundtable on Health Care Quality and its associated Managed Care Panel.
She has been at the Institute of Medicine (IOM) since 1988 when she joined the
staff as an Associate Study Director to develop a strategy for quality assurance in the
Medicare Program. Since then she has directed studies on conflict of interest in
patients outcomes research teams (PORTs), on development of a model process for
setting priorities for health technology assessment, on clinical uses of antiprogestins
(including RU 486), and on a study of regional health data networks that examined
public disclosure of health information and protections for privacy and confidenti-
ality. She co-directed a recently published report, Primary Care: America’s Health in
a New Era. Before coming to the IOM, she was Associate Professor at GWU in its
primary care department. She directed the HMO’s quality assurance program and
taught in various medical school, health administration, and public health pro-
grams on issues of quality assurance, survey research, health services research in
ambulatory care, and bioethics. Ms. Donaldson received a Masters of Science de-
gree from the University of Virginia. She currently holds a Pew Doctoral Fellowship
in Health Policy at the University of Michigan.

CARRIE INGALLS, MPH, is a Research Associate in the Institute of Medicine’s
Division of Neuroscience and Behavioral Health. Since 1993, Ms. Ingalls has
worked on several projects at the Institute of Medicine focusing on behavioral health
care, substance abuse, genetics, fetal alcohol syndrome, environmental and occupa-
tional health, toxicology and environmental health information resources, and risk
communication. Ms. Ingalls received her M.P.H. from George Washington Uni-
versity in 1995 with a concentration in health policy and programs. Her interests
and research activities include epidemiology, health policy, and environmental and
behavioral health.

THOMAS J. WETTERHAN, MA, is a Project/Research Assistant with the
Institute of Medicine (IOM). He received his MA in European Studies in 1994
from George Washington University’s Elliott School of International Affairs.
Since joining the IOM in 1995, he has worked on projects on behavioral health
care, raising the profile of substance abuse research, genetics, toxicology and en-
vironmental health information resources, and the health of military women for
the Division of Neuroscience and Behavioral Health and the Food and Nutrition
Board.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


APPENDIX B 271

271

B

Can the Outcomes Research Literature
Inform the Search for Quality Indicators

in Substance Abuse Treatment?

A. Thomas McLellan, Mark Belding, James R. McKay,
David Zanis, and Arthur I. Alterman

Penn-Veterans Affairs Center for Studies of Addiction, Philadelphia

Over the past 20 years, treatment researchers within the field of substance
abuse have focused on questions of whether treatment is effective and which type
of substance abuse treatment is most effective (Bale, 1979; Gerstein et al., 1994;
Hubbard and Marsden, 1986; McLellan et al., 1992, 1994; Sells and Simpson,
1980). The data on these questions have been quite consistent, with well-sub-
stantiated evidence available from both controlled clinical trials and field studies,
suggesting four important conclusions.

1. Many of the traditional forms of substance abuse treatment (e.g.,
methadone maintenance, therapeutic communities, outpatient drug-free treat-
ment) have been evaluated multiple times and have been shown to be effective
(Ball and Ross, 1991; Gerstein et al., 1994; Hubbard and Marsden, 1986; IOM,
1990a, b; McLellan et al., 1980; Simpson and Sells, 1982).

2. The benefits obtained from these treatments typically extend beyond
the reduction of substance use to areas that are important to society, such as re-
duced crime, reduced risk of infectious diseases, and improved social function
(Ball and Ross, 1991; Gerstein et al., 1994; IOM 1990a, b; McLellan et al., 1980).

3. Individuals who complete treatment or receive more days of treatment
typically show more improvements than those who leave care prematurely
(DeLeon, 1984; Gerstein et al., 1994; Hubbard et al., 1989; Sells and Simpson,
1980).

4. The costs associated with the provision of substance abuse treatment pro-
vide three- to sevenfold returns to employers, the health insurers, and society within
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3 years following treatment (French et al., 1991; Gerstein et al., 1994; Holder and
Blose, 1992).

HOW DO THESE RESULTS TRANSLATE INTO RECOMMENDATIONS FOR
PROVIDING QUALITY TREATMENT?

Although the conclusions from this line of research are important and grati-
fying, they are not adequate to inform important clinical, economic, or health
and social policy questions regarding the delivery of substance abuse treatment
services. Knowledge that some of these treatments can work and that better out-
comes are associated with longer treatment does not help to determine (1) which
of the multiple elements in these multicomponent treatments are causally related
to the favorable outcomes (i.e., the so-called active ingredients of treatment), (2)
how long or at what level of intensity these ingredients should be delivered, or (3)
the point at which the additional provision of these ingredients is no longer asso-
ciated with increased benefits.

If the field of substance abuse treatment research is to help guide and inform
the search for better, faster, less expensive treatments, it will be necessary to de-
velop better, faster, less expensive means of evaluating the specific effects of sub-
stance abuse treatments. To respond to this need, the treatment field has begun to
look for markers of or proxies for true outcomes that can be easily measured dur-
ing the course of treatment (ideally as part of a management information system)
and that have been associated with favorable outcomes following treatment.
These early indicators of subsequent favorable outcomes have been called “qual-
ity indicators.”

Until now, these indicators have typically been developed by groups of clini-
cians and administrators who have simply selected indicators that have a clear,
“face-valid” or intuitive link with longer-term outcomes. This common sense ap-
proach has had great appeal because the results have been measures that can be
collected, analyzed, and reported rapidly and inexpensively, with the results being
clear to patients, clinicians, and administrators alike.

Furthermore, because these indicators could be measured for individual pa-
tients and during the early course of an individual’s treatment, they have the
potential for use as early warning signs to correct inappropriate treatments. Be-
cause of their potential clinical and administrative value, systems of quality indi-
cators have already been widely adopted by treatment providers, and there is a
widespread effort to build the reporting of these measures into existing clinical or
management information systems.

The existing and proposed quality indicators for the substance abuse field
(e.g., American Managed Behavioral Healthcare Association and the National
Committee for Quality Assurance) have been useful in identifying obvious prob-
lems in the conduct of treatment, in bringing the consumer perspective into the
treatment setting, and in stimulating the treatment field toward greater self-
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examination and self-evaluation. At the same time, there is some concern that
these initial indicators may only identify extremely poor outcomes, bordering on
malpractice (e.g., prescribing antipsychotic medications to patients without psy-
chosis diagnoses). Furthermore, although the indicators have been developed to
encourage improved clinical practices, some of them can be made to show appar-
ent improvement through administrative action without actually changing treat-
ment practices (e.g., an administrative decision not to readmit discharged pa-
tients within 1 month posttreatment to give the impression of a low 1-month
relapse rate). Thus, the current indicators may be insufficient to differentiate sub-
tler levels of treatment quality or to offer guidance for providers searching for
more effective treatment methods.

WHAT QUALITIES ARE NECESSARY FOR AN IDEAL QUALITY INDICATOR?

Some of the problems with the existing quality indicators result from the lack
of a clear rationale or conceptual basis for what would and would not constitute
an indicator that is valid and useful. In our view, such an indicator would be a
measure of a treatment process or a patient characteristic that can be recorded
easily during treatment and that has been clearly associated with a favorable
outcome.

It is important to examine the rationale for and subtleties of each of the com-
ponents of this definition of an ideal quality indicator. First, the definition in-
cludes both treatment process factors and patient changes during treatment. Al-
though the majority of current quality indicators focus on treatment practices,
policies, and processes, it is potentially more practical and more informative to
focus upon interim patient changes brought about during the course of treatment.
The distinctions between these two types of potential indicators are important
and are discussed at the end of this paper.

The definition also suggests that the measures that will ultimately serve as
these indicators must be easily, inexpensively, and reliably made during the course
of treatment at the individual patient level. Ease of measurement is essential if
these indicators are to be used widely in standard clinical settings. Furthermore,
these measures should be recorded at the individual patient level because early
indications of favorable or unfavorable treatment progress could be extremely use-
ful for clinical management of individual patients, again increasing the likelihood
that they will be adopted and used regularly in the clinical setting. Moreover,
indicators that are recorded at the individual patient level can always be aggre-
gated through sampling to permit reporting at the program level. However, indi-
cators that are based on the aggregate data from a treatment program can rarely be
reduced to provide clinically significant information at the individual patient
level.

Finally and most importantly, the true value of potential quality indicators
rests ultimately upon the relationship of those indicators to treatment outcomes.
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Although this may seem apparent, there has been, in fact, a lack of agreement
about how to define and measure outcomes, which in turn makes it difficult to
identify useful indicators. One way to approach this issue is to identify two sepa-
rate and distinct stages of substance abuse treatment: detoxification-stabilization
and rehabilitation. Each of these stages has distinct therapeutic goals, different
treatment processes, and markedly different expectations with regard to outcome.

Thus, this paper will review the available outcomes research for the detoxifi-
cation-stabilization stage and the rehabilitation stage of treatment. Each section
will include a description of processes and therapeutic goals for the treatment
stage, define outcomes on the basis of these therapeutic goals, discuss a strategy
for reviewing the literature based on the outcomes definitions, and finally, present
research findings pertinent to the identification of quality indicators within that
stage of treatment.

The review includes only data from clinical trials, treatment matching pro-
gram studies, or health services studies where the patients were adults who were
clearly alcohol or drug (excluding tobacco) dependent by contemporary criteria,
where the treatment provided was a conventional form of either detoxification or
rehabilitation (any setting or modality), and where there were measures of either
treatment processes or patient change during the course of treatment as well as
posttreatment measures of outcome as defined later in the paper.

THE DETOXIFICATION OR ACUTE STABILIZATION STAGE

Before the advent of managed care strategies in the United States, the acute
stage of substance dependence treatment was synonymous with hospitalization,
regardless of whether the focus of the treatment was the medical detoxification of
a true withdrawal syndrome (i.e., neuroadaptation, withdrawal symptoms, etc.) or
simply the stabilization of physiological and emotional symptoms associated with
the cessation of drug use that might not produce a bona fide withdrawal syn-
drome. Currently, detoxification from alcohol, opiate, barbiturate, or benzodiaz-
epine use is generally the only type of treatment for which hospital admission may
be warranted, and even the majority of these “true detoxifications” now occur in
outpatient or nonmedical settings.

However, this review includes both true detoxification as well as initial stabi-
lization from the acute effects of drugs in which tolerance and withdrawal are less
clearly documented (e.g., phencyclidine, LSD, marijuana, and even cocaine). The
therapeutic settings, procedures, and goals are quite similar for both forms of these
acute treatments, which seek to stabilize the patient medically and psychologi-
cally and to develop an effective discharge plan that includes continued rehabili-
tative care, almost always in an outpatient setting.

The acute stage of treatment is associated with lasting improvements only
when there is continued rehabilitative treatment (IOM, 1990a, b). This associa-
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tion is quite important in the development of indicators of treatment effective-
ness and quality for this stage of treatment.

Goals of Detoxification and Stabilization

Patients and Treatment Settings

The detoxification and stabilization phase of treatment is designed for pa-
tients who have been actively abusing alcohol or street drugs, or both, and who
are suffering physiological or emotional instability, or both. In cases of severe
withdrawal potential or extreme physiological or emotional instability, detoxifi-
cation-stabilization helps to prevent serious medical consequences of abrupt with-
drawal, to reduce the physiological and emotional signs of instability, and to mo-
tivate necessary behavioral change strategies that will be the focus of
rehabilitation. This stage of treatment may take place in inpatient settings, either
a hospital or a nonhospital, residential setting, or in outpatient settings, such as in
a hospital-based clinic or a residential or social setting.

Treatment Elements and Methods

Medications are available for both physiological withdrawal signs and for the
temporary relief of acute medical problems associated with physiological instabil-
ity (e.g., sleep medications, antidiarrheal medications, vitamins, and nutritional
supplements). Motivational counseling is widely used to address shame and am-
bivalence, as well as to increase adherence with recommendations for continued
rehabilitation.

Duration

Regardless of the setting, stabilization of acute problems is typically completed
within 2 to 10 days, with the average being 3 to 5 days (Fleming and Barry, 1992).
True detoxification is necessary only for cases of severe alcohol, opiate, benzodiaz-
epine, or barbiturate use, although many cocaine-dependent and other drug-depen-
dent patients suffer from significant physiological and emotional instability that
precludes immediate participation in rehabilitation. The duration of the detoxifica-
tion-stabilization process depends on the presence and severity of the patient’s de-
pendence symptoms as well as concurrent medical and psychiatric problems. Stays
longer than 5 days are unusual and typically are due to conjoint medical or psychi-
atric problems or physiological dependence upon some forms of sedatives (e.g.,
alprazolam).
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Key Findings for Detoxification and Stabilization Treatment

This section reviews research on treatment processes or patient changes during
the course of detoxification and stabilization that have been associated with sus-
tained reductions in physiological and emotional instability and, particularly, with
continued engagement in the rehabilitation stage of treatment. As suggested ear-
lier, there are recognized tolerance and withdrawal syndromes following the heavy
use of alcohol, opiates, benzodiazepines, and barbiturates.

The standard detoxification strategy for barbiturate withdrawal was described
more than a decade ago by Robinson and colleagues (Robinson et al., 1981). The
majority of published work on detoxification strategies for alcohol and opiates has
been reviewed in two former Institute of Medicine publications (IOM, 1990a, b).
Much less has been written regarding detoxification procedures for benzodiaz-
epine dependence, perhaps because dependence upon this group of drugs is much
less prevalent.

 Although cocaine “withdrawal” has been recognized in the Diagnostic and
Statistical Manual, Fourth Edition (DSM IV), there is continued debate regarding
the treatment and even the existence of a bona fide withdrawal syndrome follow-
ing cocaine use (Satel et al., 1991; Weddington, 1992). At the same time, there is
clear agreement that patients who have used cocaine or crack continuously over
sustained periods, suffer two to five day periods of measurable physiological and
psychiatric instability (Gawin and Ellinwood, 1988; Gawin and Kleber, 1986).
For this reason, stabilization is included along with detoxification in this treat-
ment category and was included with detoxification in the few available studies
that have investigated factors associated with the acute stabilization of cocaine
cessation.

Setting of Care: Medical or Nonmedical and Inpatient or Outpatient

Debate regarding the appropriate setting of care in which to detoxify alcohol-
dependent patients has been substantial. Since the mid-1970s, medical settings
such as residential treatment facilities or even outpatient treatment centers have
conducted detoxification or stabilization treatments for alcohol, opiates, and more
recently, cocaine. Although studies have not systematically compared social set-
tings with medical settings for detoxification from alcohol dependence, there are
reports of favorable outcomes in both (Naranjo et al., 1983; Whitfield et al., 1978).

In the presence of significant physiological signs of alcohol, opiate, benzodiaz-
epine, or barbiturate withdrawal, however, the standard treatment includes medical
supervision in either a hospital or an outpatient medical clinic (Fleming and Barry,
1992; IOM, 1990b). Although research is not extensive, medical settings are gener-
ally viewed as being more appropriate for detoxifications involving medical prob-
lems (particularly those with a history of seizures) and psychiatric problems (par-
ticularly for individuals with depression and at risk of suicide) and also when patients
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have concurrent cocaine dependence. This last group of patients now makes up the
majority of many clinical populations (DATOS, 1992; ONDCP, 1995).

Alcohol Detoxification. Within the framework of medically supervised alco-
hol detoxification, the relative effectiveness and costs of inpatient versus outpa-
tient alcohol detoxification have been examined (Hayashida et al., 1989;
Stockwell et al., 1986). In a study by Hayashida et al. (1989), chronic alcohol-
dependent patients without histories of serious psychiatric or medical complica-
tions were randomly assigned to receive medically supervised alcohol withdrawal
in either an inpatient or a day-hospital setting. On two of the outcome domains
considered important for detoxification treatments (safe elimination of with-
drawal signs and engagement in ongoing rehabilitation), the inpatient group
showed significantly better performance, but the readdiction rates were less than
12 percent for both groups. Despite this statistically significant advantage for the
inpatient setting, it was 10 times more costly than outpatient detoxification in an
outpatient setting.

There may be some advantage to inpatient detoxification when a patient
does not have the social or personal supports necessary to comply with the outpa-
tient attendance requirements. However, despite somewhat lower retention rates
for outpatient than for inpatient alcohol detoxification (Hayashida et al., 1989;
Stockwell et al., 1991), outpatient detoxification may be more acceptable to a
wider range of drinkers who wish to avoid the stigma of treatment in a designated
detoxification (Stockwell et al., 1990).

Opiate Detoxification. Available evidence suggests that opiate detoxifica-
tion with methadone can generally be accomplished in an outpatient setting un-
der medical supervision with gradually reduced doses of methadone (Cushman
and Dole, 1973; IOM, 1995a). However, completion rates for treatment of opioid
dependence may be higher in inpatient than in outpatient detoxification pro-
grams (Gossop et al., 1986; Lipton and Maranda, 1983).

Cocaine and Crack Detoxification. Few studies have examined the appro-
priate setting for the stabilization of physiological and psychiatric signs and symp-
toms associated with extended cocaine or crack use. The prevailing practice has
been to attempt to stabilize all but the most severely affected patients through
outpatient care (Higgins et al., 1994). Patients who are in the acute stages of
cocaine cessation and who are more severely affected (medically or psychiatri-
cally) are placed into a hospital if they have significant cardiac problems or sig-
nificant psychiatric symptomatology or are at least placed in inpatient social set-
tings for the first 3 to 5 days of treatment (Fleming and Barry, 1992).

The available literature is replete with accounts of early dropouts during the
first 2 to 3 weeks of outpatient cocaine treatment (Alterman et al., 1994; Carroll
et al., 1994; Higgins et al., 1993; Kang et al., 1991), with attrition rates ranging

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


278 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

from a low of 27 percent to a high of 47 percent in the first few weeks of care. As
discussed below, it is reasonable to conclude that the patients with the most se-
vere medical and psychiatric problems are most susceptible to drop out of treat-
ment early.

Length of Stay and Criterion for Completion

Alcohol and Opiates. Several detoxification studies (Cushman and Dole,
1973; Hayashida et al., 1989; Senay et al., 1981) have measured detoxification as
3 consecutive days of abstinence from observable withdrawal signs or symptoms
(opiate or alcohol), using standardized inventories of these physical measures.
Lengths of stay for alcohol detoxifications vary from about 3 days to as long as 1
month. However, the great majority of detoxifications can be accomplished in 3
to 5 days (Fleming and Barry, 1992), and there is no evidence of greater effective-
ness from extended stays.

In an early study by Cushman and Dole (1973), only 3 percent of 525 opiate-
dependent patients who failed to provide an opiate-negative urine specimen fol-
lowing the outpatient detoxification (signifying at least 3 days of abstinence) were
able to engage in the suggested abstinence-oriented rehabilitation program fol-
lowing detoxification. One hundred percent of these patients were readdicted to
opiates at the 6-month follow-up.

Cocaine. A recent study of cocaine-dependent patients entering outpatient
rehabilitation also offers some relevant information on the clinical importance of
developing a criterion of successful completion. In a study of cocaine-dependent
veterans, Alterman et al. (1996) found that the single best predictor of engage-
ment in the rehabilitation process, and ultimately program completion (elimina-
tion of cocaine use verified by urinalysis), was the presence or absence of cocaine
metabolites in the urine sample submitted upon admission to the program, signi-
fying recent cocaine use. Of those patients without cocaine metabolites present
in their urine on admission, 79 percent engaged in and completed the outpatient
treatment, whereas only 39 percent of those with a positive urine sample on ad-
mission engaged and completed the outpatient treatment.

Potential Quality Indicators for Detoxification and Stabilization

The therapeutic goals of detoxification and stabilization are focused primarily
on the amelioration and stabilization of the acute medical, psychiatric, or substance
use symptoms that were out of control and thus responsible for preventing the pa-
tient from entering directly into rehabilitation. Thus, the goal of detoxification-
stabilization is removal of the physiological and emotional instability that has im-
peded direct entry to rehabilitative treatment. Readiness for the rehabilitation stage
of treatment should be assessed separately.
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Patient-Level Indicators

Detoxification can be said to have succeeded if shortly after discharge (i.e., 1
week to 1 month) the patient has:

1. shown significant reductions in physiological and emotional instability
(at least to levels appropriate for rehabilitation entry),

2. has not had serious medical or psychiatric complications, and
3. has been integrated into and engaged in an appropriate rehabilitation

program.

Program-Level Indicators

As summarized above, serious consequences can result from not addressing
medical complications from alcohol detoxification, such as seizure history. Thus,
a potential indicator for nonmedical or social detoxification settings could be the
number of patients admitted with a history of medical complications, such as sei-
zures or cardiac arrhythmias.

Given that alcohol-dependent and perhaps cocaine-dependent patients may
not have the requisite personal or social resources to comply with the daily atten-
dance requirements associated with outpatient detoxification regimens, one po-
tential negative indicator could be the number of individuals in outpatient treat-
ment who are homeless or who have previously failed outpatient detoxification.

Evidence suggests that it may be possible to set measurable thresholds for
determining whether the detoxification has at least reduced the physiological and
emotional symptoms that were the foci of treatment. This threshold may be im-
portantly related to subsequent performance in rehabilitation treatment, at least
for outpatient rehabilitation. Thus, a potential positive indicator of detoxifica-
tion performance could be the number of patients who are discharged or trans-
ferred from acute care (detoxification or stabilization) who have had 3 consecu-
tive days without withdrawal signs or symptoms. This might be measured by
standard inventories of symptoms and signs or at least by breathalyzer and urinaly-
sis measures.

REHABILITATION

Goals of Rehabilitation

Patients and Treatment Settings

Rehabilitation is appropriate for patients who are no longer suffering from
the acute physiological or emotional effects of recent substance use and who need
behavioral change strategies to regain control of their urges to use substances.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


280 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

Rehabilitation can take place in inpatient settings, such as a hospital (which is
very rare) or a residential setting (which is increasingly rare). More frequently,
however, rehabilitation takes place in a hospital-based clinic or a residential or
social setting.

Treatment Elements and Methods

The purposes of this stage of treatment are to prevent a return to active sub-
stance use that would require detoxification-stabilization; to assist the patient in
developing control over urges to use alcohol or drugs, or both, usually through
sustaining total abstinence from all drugs and alcohol; and to assist the patient in
regaining or attaining improved personal health and social function, both as a
secondary part of the rehabilitation function and because these improvements in
lifestyle are important for maintaining sustained control over substance use.

Professional opinions vary widely regarding the underlying reasons for the
loss of control over alcohol and drug abuse, for example, genetic predispositions,
acquired metabolic abnormalities, learned, negative behavioral patterns, deeply
ingrained feelings of low self-worth, self-medication of underlying psychiatric or
physical medical problems, character flaws, and lack of family and community
support for positive function. Thus, there is an equally wide range of treatment
strategies and treatments that can be used to correct or ameliorate these underly-
ing problems and to provide continuing support for the targeted patient changes.

Strategies have included such diverse elements as psychotropic medications to
relieve “underlying psychiatric problems”; medications to relieve alcohol and drug
cravings; acupuncture to correct acquired metabolic imbalances; educational semi-
nars, films, and group sessions to correct false impressions about alcohol and drug
use; group and individual counseling and therapy sessions to provide insight, guid-
ance, and support for behavioral changes; and peer help groups (e.g., Alcoholics
Anonymous [AA] and Narcotics Anonymous [NA]) to provide continued support
for the behavioral changes thought to be important for sustaining improvement.

Duration

Typically, inpatient hospital-based forms of treatment last 7 to 11 days
(ONDCP, 1995; White Paper, 1995). Nonhospital forms of residential rehabilita-
tion are typically longer, ranging from 30 to 90 days; therapeutic community mo-
dalities typically range from 6 months to 2 years in. Outpatient forms of treatment
(at least abstinence-oriented treatments) range from 30 to 120 days (ONDCP,
1995; White Paper, 1995).

Many of the more intensive forms of outpatient treatment (intensive outpa-
tient and day hospital) begin with full or half-day sessions five or more times per
week for approximately 1 month. As the rehabilitation progresses, the intensity of
the treatment reduces to shorter-duration sessions of 1 to 2 hours delivered twice
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weekly to semimonthly. The final part of outpatient treatment is typically called
“continuing care” or “aftercare,” with biweekly to monthly group support meet-
ings continuing (in association with parallel activities in self-help groups) for as
long as 2 years. Maintenance forms of treatment are designed with an indetermi-
nate length, with some intended to continue throughout the patient’s life.

Maintenance Medications

Although the majority of rehabilitation treatment programs in the United
States are abstinence oriented, a significant number of rehabilitation programs
maintain patients on a medication that is designed to either block the effects of
the abusable drugs (e.g., disulfiram and naltrexone) or, in the case of opiates and
nicotine, a medication that is designed to override the effects of the abusable
drugs through the development of tolerance to a safer, more potent, and longer-
acting form of the drug (nicotine patch, methadone, buprenorphine, levo-alpha-
acetylmethadol [LAAM]). These maintenance approaches are quite similar to
current strategies for ameliorating the physiological or emotional problems in in-
dividuals with other chronic medical conditions, such as long-term maintenance
on antidepressant, antipsychotic, or other psychotropic medications for psychiat-
ric patients; maintenance on beta-blockers and other normotensive agents for
patients with hypertension; antiasthmatics for asthma sufferers; and insulin for
diabetics.

The use of medications in general and maintenance medications in particu-
lar has been controversial because this general medical approach has often con-
flicted with the broader view that it is important to teach substance-dependent
patients to live without a reliance on any type of medication. At the same time, a
substantial amount of research has shown that these medications can be very ef-
fective in the rehabilitation of several forms of addiction (IOM, 1995a; O’Malley
et al., 1992; Transdermal Nicotine Study Group, 1991; Volpicelli et al., 1992).

Among the most widely and thoroughly studied medications in the pharma-
copoeia is methadone. Despite this fact, methadone, at least as a maintenance
medication in the rehabilitation of opiate dependence, remains a controversial
medication (IOM, 1995a). Compared with the medications used to treat other
types of addiction, the medication is among the most tightly controlled and regu-
lated, the chronicity and the severity of the patients’ treatment problems are dif-
ferent from those of patients addicted to other drugs, and maintenance on metha-
done is often for 10 or more years, compared with 1 to 3 months maintenance for
any other form of addiction medication.

This review, however, includes methadone maintenance, as well as mainte-
nance with its long-acting form, LAAM, as part of the general category of reha-
bilitation treatments, because the psychosocial elements of methadone treatment
and the overall rehabilitative goals of methadone treatment are quite similar to
those for other forms of rehabilitation. Many of the same patient and treatment
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variables that have been predictive of outcomes from other forms of rehabilita-
tion are also predictive of the same outcomes from methadone maintenance treat-
ments (McLellan et al., 1994).

Key Findings in the Rehabilitation Stage of Treatment

Defining Outcomes

A variety of outcomes have been proposed from several perspectives, for ex-
ample, cost offset, patient satisfaction, and abstinence. However, regardless of the
specific setting, modality, philosophy, or methods of rehabilitation, the goals of
all forms of rehabilitation are to:

1. maintain the physiological and emotional improvements that were to
be initiated during detoxification, preventing relapse to redetoxification,

2. enhance and sustain reductions in or elimination of alcohol and drug
use (most rehabilitation programs suggest a goal of complete abstinence), and

3. provide services and encourage behaviors that lead to improved per-
sonal health, improved social function, and reduced threats to public health and
public safety.

Defining Outcomes

For substance abuse treatment, particularly rehabilitative forms of treatment,
to be worthwhile to society, outcomes must be lasting improvements in those
problems that led to the treatment admission and that are important to the
patient and to society. Each component of the definition will be explained be-
low.

This definition of outcomes is restricted to improvements that can be shown
to have an enduring or lasting quality (McLellan and Durell, 1995; McLellan et
al., 1995; McLellan and Weisner, 1996). Because these disorders are chronic and
relapsing, a “cure” for substance use disorders is not now achievable in most cases.
In the case of extended outpatient abstinence-oriented treatments or maintenance
treatments in which the patient is expected to remain in treatment for many
months to many years, the expected improvements should be in evidence by at
least the third month and should remain in evidence throughout the course of the
maintenance period. The literature is replete with evaluation studies showing sus-
tained improvements in important outcome domains at periods of 6 months to 1
year following treatment (Anglin et al.,1989; DeLeon, 1984, 1994; Finney et al.,
1981; IOM 1990a, b; McLellan and Ball, 1995; Simpson and Savage, 1980).

The definition also is restricted to those improvements in problems that led
to the treatment admission and that are important to the patient and to society.
For the patient, and particularly for the many stakeholders, the effectiveness of
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treatment will be measured in some significant part by the extended effects of
treatment on the addiction-related problems that have limited personal health
and social function in the patient and that may have become public health and
public safety concerns, such as the risk of acquiring or transmitting infectious
diseases or committing personal and property crimes. These are generally the pre-
cipitating factors leading to the treatment admission.

In this regard, achievement of the primary goal of reducing alcohol and drug
use is necessary, but not always sufficient, to improve the addiction-related prob-
lems that are typically so prominent among individuals seeking treatment. Fur-
thermore, without additional improvements in these associated problems, addic-
tion treatment is not worthwhile either to the patient who undergoes it or to the
society that supports it (McLellan and Ball, 1995; McLellan and Durell, 1995;
McLellan and Weisner, 1996; McLellan et al., 1995).

Outcome Domains

Three domains are relevant to the rehabilitative goals of the patient and to
the public health and safety goals of society. The first two domains are quite con-
sistent with the primary and secondary measures of effectiveness typically used by
the Food and Drug Administration (FDA) to evaluate new drug or device appli-
cations in controlled clinical trials and are quite consistent with the mainstream
of thought regarding the evaluation of other forms of health care (Stewart and
Ware, 1989). The final outcome dimension is more specific to the treatment of
substance use disorders, because it acknowledges the significant public health and
public safety concerns associated with addiction.

Sustained Reduction of Alcohol and Drug Use. Sustained reduction of drug
and alcohol use is the foremost goal of treatment for substance dependence and is
the primary outcome domain in this review, consistent with the FDA view. In
this review, operational evidence for improvement in this domain includes both
objective data from urinalysis and breathalyzer readings as well as patients’ self
reports of alcohol and drug use, when those reports were recorded by independent
interviewers under conditions of privacy and impartiality.

Sustained Improvements in Personal Health and Social Function. Improve-
ments in the patients’ medical and psychiatric health and social function are im-
portant from a societal perspective, because these improvements reduce the prob-
lems produced by the disorders and thereby the expenses associated with their
treatment. In addition, improvements in these areas are clearly related to mainte-
nance of gains in the primary outcome area of reduced substance use. Within this
review, evidence is included from measures such as general health status invento-
ries, psychological symptom inventories, family function measures, and simple
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measures of days worked and dollars earned, collected either directly from the
patient via confidential self report or from independent medical or psychiatric
evaluations and employment records.

Sustained Reductions in Threats to Public Health and Public Safety. The
threats to public health from substance abusing individuals come from behaviors
that spread infectious diseases, such as human immunodeficiency virus infection
and AIDS. Specifically, the sharing of needles, unprotected sex, and trading sex
for drugs are serious behaviors that have clearly been linked to addiction and are
significant threats to public health. Within the review, sources of evidence in-
clude confidential self-reporting techniques or objective measures of the acquisi-
tion of AIDS, sexually transmitted diseases, tuberculosis, and hepatitis from labo-
ratory tests, although the latter are rarely available.

Major threats to public safety include personal and property crimes commit-
ted by an individual under the influence of alcohol and drugs or for the purpose of
obtaining alcohol or drugs and the irresponsible or dangerous use of automobiles
or equipment by an individual under the influence of alcohol or drugs. In the
studies reviewed, these behaviors were measured either by confidential interviews
and questionnaires or by objective records of arrests and incarcerations.

Key Findings for Rehabilitation Treatment Outcomes

Studies are included in this review only if they measured one or more of the
above three domains at 6 or more months following discharge from any form of
rehabilitation treatment or 6 months or more following the initiation of a mainte-
nance form of rehabilitation. This necessarily excludes results such as increased
treatment retention, short-term improvements in symptom reduction, and pa-
tient satisfaction, because these do not represent lasting behavioral changes in
any of the problem areas that are typically responsible for treatment initiation
(McLellan and Weisner, 1996). Patient satisfaction has been found to be almost
completely independent from most of the commonly accepted behavioral out-
comes (e.g., reduced drug use, unemployment, and health care service utilization)
(McLellan and Hunkeler, in press).

Summarized below are the most robust and well-replicated variables from
two general categories: patient factors and treatment factors. Although a number
of patient factors have been reliably related to posttreatment outcomes, very few
of these, by themselves, are directly translatable into potential quality or perfor-
mance indicators. However, any review of potential quality indicators should in-
clude variables that might be important as case mix adjusters, or factors that could
be used to adjust two or more groups of patients in a comparative evaluation of
factors that would likely affect outcome, independent of the treatment process.
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Patient Factors

Demographic Factors. Demographic factors are typically important predic-
tors of the development of drug abuse problems (IOM, 1990b; Johnston et al.,
1996; Wilsnack and Wilsnack, 1991). However, there is not much compelling
evidence that race, gender, age, or educational level are consistent predictors of
treatment outcome. A wide range of treatment outcome studies in the substance
abuse rehabilitation field have found that demographic factors such as age, educa-
tion, race, and even treatment history are relatively poorly related to outcome (as
defined above) across the major rehabilitation modalities (Ball and Ross, 1991;
Finney and Moos, 1992; McLellan et al., 1994; Rounsaville et al., 1987).

There may be some important exceptions. Pregnant and parenting women
are an important subgroup of the larger patient population. For these individuals
different features of treatment programs are required to allow them to gain access
to treatment, as are different constellations of treatment services needed to ad-
dress their often significant treatment problems (Gomberg and Nirenberg, 1993;
Wilsnack and Wilsnack, 1993). More specifically, many of these women have
been reluctant to get into standard treatments because of stigma and because of
the absence of services for their children (Gomberg, 1989; Hagan et al., 1994;
Weisner, 1993; Weisner et al., 1995).

Experimental programs have been created to meet these needs but there have
been very few long-term outcome studies of specialized treatments for these
women. The limited evidence suggests that the following may be valuable:

1. An inpatient or residential setting. This would offer protection from
potentially aggressive spouses, because a large proportion of the women come from
abusive relationships and because there may be few community resources and few
opportunities for self support (Finnegan, 1991; Hagan et al., 1994).

2. The availability of general medical, obstetric-gynecologic, and psychi-
atric services. These women have been shown to have medical and psychiatric
problems that are of much greater severity than those of their male counterparts
(Gomberg, 1989; Hagan et al., 1994).

3. The availability of quarters and care for children are likely to be neces-
sary for these women to be able to enter treatment (Finnegan, 1991).

Severity of Substance Abuse

Patients who have more serious drug dependence problems at the outset of
treatment have been found to benefit less from standard treatment [Carroll et al.,
1991, 1994, 1995; McKay et al., in press(a)]. This has been true of alcohol-depen-
dent patients (Babor et al., 1988; Finney and Moos, 1992), opiate-dependent pa-
tients in therapeutic communities and in patients on methadone maintenance
(Ball and Ross, 1991; DeLeon, 1994; Simpson et al., 1986), and cocaine-depen-
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dent patients treated in outpatient and inpatient settings (Alterman et al., 1994;
Carroll et al., 1991, 1994; McLellan et al., 1994). In all studies, a professional
therapy (relapse prevention therapy) condition seemed to result in better out-
comes than those from standard forms of peer counseling for highly cocaine-de-
pendent patients.

Although the level of severity of substance use at the time of treatment ad-
mission predicts posttreatment substance use, it does not predict changes in the
other domains of personal health and social function or public health and safety
(Kosten et al., 1987; McLellan et al., 1984, 1994). Furthermore, the predictive
relationship of level of severity of substance use to treatment response is not par-
ticularly robust, because it generally accounts for less than 10 percent of the total
outcome variance (Babor et al., 1988; McLellan et al., 1994), even in the sub-
stance abuse domain.

Severity of Psychiatric Problems

Another general patient variable predicting treatment response and posttreat-
ment outcome has been the chronicity and severity of the psychiatric problems
presented by the patient at the start of treatment. Psychiatric problems have been
measured by using many scales and interviews, and all have attempted to distin-
guish more enduring or chronic psychiatric symptoms from the acute and tempo-
rary effects of alcohol and drug withdrawal (Carroll et al., 1991, 1994, 1995;
Kadden et al., 1990; McLellan et al., 1982,1983a, b; Powell et al., 1982; Project
MATCH Research Group, in press; Rounsaville et al., 1987; Woody et al., 1983,
1984, 1987).

For opiate-dependent patients on methadone maintenance, the psychiatric
severity scale from the Addiction Severity Index (ASI), a general measure of the
number and severity of psychiatric symptoms, has been found to be among the
best predictors of 6-month substance use, personal health, and social adjustment
in studies by McLellan and colleagues (1983a, b). Similar findings have been
shown by Ball and Ross (1991) in their study of 6 methadone maintenance treat-
ment programs and by studies of Kosten et al. (1987) and Rounsaville et al. (1982,
1983) of patients on methadone maintenance.

Measures of psychiatric severity have also been shown to be predictive of
dropout and posttreatment substance use in studies of opiate-dependent and mul-
tiple-drug-dependent patients entering an inpatient therapeutic community set-
ting (DeLeon, 1984, 1994). In a study by McLellan and colleagues (1984), the
patients with high-severity psychiatric problems who stayed in therapeutic com-
munity treatment the longest actually showed the worst posttreatment status, sug-
gesting that the therapeutic environment that had been demonstrably effective
for the patients with problems that were not psychiatrically severe was actually
countertherapeutic for the patients with high severity problems.

Poorer outcomes have been found for cocaine-dependent patients with
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greater psychiatric pathologies. Similar results have been found for outpatient
treatment (Carroll et al., 1991) as well as for treatment in a day-hospital and an
inpatient rehabilitation setting (Alterman et al., 1994).

Among alcohol-dependent patients, there has been a great deal of evidence
for the predictive power of general psychiatric symptomatology (Rounsaville et
al., 1987). The severity of depression and anxiety (Powell et al., 1982; Schuckit et
al., 1985, 1988, 1990) have been predictive of posttreatment drinking and post-
treatment social adjustment among various samples of alcohol-dependent pa-
tients. More recently, findings from a multisite study of patient treatment match-
ing sponsored by the National Institute on Alcohol Abuse and Alcoholism
(NIAAA) (Project MATCH Research Group, in press) showed that the psychi-
atric severity scale from the ASI was a significant general predictor of posttreat-
ment drinking and posttreatment social adjustment in a sample of more than 1,200
alcohol-dependent patients and three types of outpatient rehabilitation treatment.

Although the data relating the severity of psychopathology and posttreat-
ment outcome are consistent, Schuckit and colleagues have argued cogently
against overdiagnosing psychiatric symptoms, on the grounds that much of the
serious psychopathology seen among alcohol-dependent patients at the time of
admission for treatment is reduced following even 4 weeks of abstinence (Brown
et al., 1991; Schuckit et al., 1990). There is evidence for this position among
opiate-dependent patients and for patients following abstinence from cocaine.

Potential Quality Indicators

In summary, almost any general measure of severity of psychiatric symptoma-
tology (i.e., the psychiatric severity scale from the ASI, total score on the Symp-
tom Checklist 90, general pathology scale on the Minnesota Multiphasic Person-
ality Inventory, number of diagnostic symptoms, etc.) can predict scores for almost
all pertinent outcomes measures following standard rehabilitation treatments for
alcohol, cocaine, or opiate dependence. In general, as the severity of psychiatric
symptomatology increases, the likelihood of a successful outcome decreases.

This relationship appears to be attenuated by more professional forms of treat-
ment, such as the addition of psychotropic medications to relieve depression symp-
toms or the provision of professional forms of family or individual psychotherapy.
That is, there appears to be general evidence that previously detoxified and stabi-
lized patients suffering from significant psychiatric symptoms such as depression,
thought disorder, or anxiety perform better during treatment and have substan-
tially better posttreatment outcomes when they receive psychotropic medications
or professional therapies that would generally be prescribed to nondependent pa-
tients with these conditions.

Thus, a potential quality indicator of treatment might be the percentage of
patients who are in rehabilitation for alcohol, cocaine, or opiate dependence,
who have been diagnosed with major or intermittent depression, generalized anxi-
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ety disorder, or other psychiatric condition, and who have been provided adjunc-
tive pharmacotherapy (an appropriate antidepressant or anxiolytic) or profes-
sional psychotherapy during the course of their treatment.

Patient Motivation or Stage of Change

Motivation for treatment has traditionally been conceptualized and measured
as the extent to which patients had entered treatment under their own free will,
without external pressure from legal, family, or employment sources. Many stud-
ies have measured motivation in this way, with results that are generally quite
consistent: performance during treatment and posttreatment outcomes are com-
parable for patients who are seemingly forced to enter a substance abuse treat-
ment against their will, based on legal or work-related pressure (Anglin and Hser,
1990; Inciardi, 1988; Lawental et al., 1996; Roman, 1988) and for internally mo-
tivated patients (see IOM [1990a] for additional information on the history of
coerced treatments). When motivation is conceptualized and measured in terms
of the degree to which the patient has been coerced into treatment, it has not
been an important predictor of treatment response.

However, motivation, as defined as “readiness for change” and conceptual-
ized and measured in stages as suggested by Prochaska and DiClemente and asso-
ciates (Prochaska et al., 1992), may be an important predictor of treatment re-
sponse and treatment outcome. According to the model, behavior change occurs
in a progression through five distinct stages, each of which is characterized by a
different constellation of attitudes and behaviors. An individual in the
precontemplation stage has no awareness of a problem and no desire to change.
An individual in the preparation stage has made the decision to change and is
already taking steps to do so. An individual in the maintenance stage has success-
fully made the desired change and is working to maintain that change.

Evidence supports the stages-of-change model. Stage of change may be mea-
sured by a brief questionnaire such as the University of Rhode Island Change
Assessment (URICA) (McConnaughy et al., 1983) or by the use of an algorithm
based on an individual’s stated intentions regarding behavior change (DiClemente
et al., 1991). Several studies have shown that stage classification can predict
change in substance use behaviors for individuals both in and out of treatment
across a variety of populations including smokers (DiClemente et al., 1991), heavy
drinkers (Heather et al., 1993; Marlatt, 1988), and opiate users (Belding et al., in
press).

The model postulates that progression through the stages is mediated by dif-
ferent types of activities or processes of change. The activities most conducive to
behavior change vary according to stage. Thus, the model provides a way of
identifying patients with different levels of motivation and outlines a way of tai-
loring interventions to match their stage of change. For example, different types
of motivational enhancement therapies (MET) (Miller et al., 1994) can prepare a
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patient in the early stages of change for subsequent interventions that are typi-
cally found in rehabilitation treatments.

Research concerning motivation or stage of change provides an important
breakthrough in the treatment of substance-dependent patients. Specifically, if
patients do not acknowledge that they have a problem needing treatment, they
are likely not to respond to the type of interventions that are often the focus of
rehabilitation treatments. However, for decades, precontemplators who are pre-
sumed to have an alcohol or drug problem have been forced into treatments and
typically confronted about their denial (IOM, 1990a). Thus, the true contribu-
tion of this line of research appears to be evidence that forced acceptance can be
not only inefficient but also counter therapeutic.

Potential Quality Indicators

A potential quality indicator could be the proportion of recently admitted
patients shown to be precontemplators who have received a form of treatment
(such as MET or at least a motivational interview) designed to change their mo-
tivational readiness. Evidence would suggest that individuals who are potential
admissions to rehabilitation and who have not shown at least “preparation for
change” status will not be good candidates for traditional forms of rehabilitation
treatment. Accordingly, this indicator could be most reasonable for use in the
initial detoxification-stabilization phase of treatment.

Employment

Employment, employability, and self-support skills often are a significant
problem for rehabilitating substance abuse patients, and unemployed patients are
more likely to drop out of treatment prematurely and to relapse to substance use
early following treatment (Dennis et al., 1993; Platt, 1995). McLellan et al. (1981)
found that patients who derived most of their income from employment showed
more improvement and better 6-month outcomes in several outcomes domains,
including not only employment but also drug use, legal and psychiatric problems,
and employment, than similar patients who derived the majority of their income
from unemployment or welfare.

Unemployment has been found to be a significant predictor of early relapse
to opiate use among detoxified heroin-dependent males (Hall et al., 1981). Simi-
larly, in a sample of primarily employed, multiple substance abusers entering pri-
vate inpatient or outpatient, abstinence-oriented treatment programs, problems
with employment (not getting along with the supervisor, dissatisfaction with
present job and salary, etc.) were one of the most significant predictors of both
posttreatment substance use as well as posttreatment personal health and social
function, measured at the 6-month follow-up (McLellan et al., 1993).

Similar to the findings from studies of the severity of the pretreatment alco-
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hol and drug use, findings from studies of pretreatment employment problems also
indicate that those patients (opiate, cocaine, and mixed drug abusers) who have
more severe employment and self-support problems also have poorer outcomes
following treatment, as measured by a return to substance use and posttreatment
self support. In summary, employment problems appear to be a general predictor
of poor outcome across most treatment modalities and patient subgroups.

Family and Social Supports

Social support has been conceptualized in a wide variety of ways. These in-
clude participation in peer-supported treatments such as AA and NA, the avail-
ability of relationships that are not conflict-producing (McLellan et al., 1980,
1985), the level of patient investment in relationships, the level of psychological
support from those relationships, and the level of support from those relationships
for abstinence from the alcohol or drug use (Longabaugh et al., 1993, 1995).

Among alcohol-dependent patients, those who are members of families with
significant dysfunction are more likely to drop out of outpatient treatment pro-
grams earlier (McLellan et al., 1983a, b, 1994), to relapse to drinking earlier fol-
lowing treatment (Finney and Moos, 1992), and generally to function poorly after
treatment (McCrady et al., 1986; McKay et al., 1993; Moos and Moos, 1984).
Patients on methadone maintenance typically return to their families after treat-
ment, and those families have been found to show significant instability and so-
cial pathology. The level of social pathology in the family of origin is associated
with the use of heroin during methadone treatment (Stanton, 1979; Stanton and
Todd, 1982). The family relationship scale on the ASI predicts posttreatment
drug use and general personal and social function among opiate-dependent pa-
tients in either inpatient therapeutic communities or outpatient methadone main-
tenance treatment programs (McLellan et al., 1983a, b).

A paradoxically negative relationship has been found between the reported
number of available family and friends of the patient and relapse to cocaine use
following treatment. For primarily African-American cocaine-dependent pa-
tients, the return to cocaine use was earlier if more friends and family had contact
with the patient (Havassy et al., 1991, 1994). Many interactive variables may
combine in important ways to define the nature and strength of the effect be-
tween a particular family and social constellation and a specific treatment
(Longabaugh et al., 1995; Moos et al., 1990).

Treatment Factors

Overview. Comparatively few treatment variables have been shown to be
predictive of outcome; only those for which evidence for their predictive value
has been replicated are presented here. In contrast to the number of studies of
patient factors, there are few studies of treatment setting, modality, process, and
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service factors as predictors of outcome from substance abuse treatments. Perhaps
this is because there have been many reliable and valid measures of various pa-
tient characteristics but still very few measures of treatment setting (Allison and
Hubbard, 1982; Moos, 1974, 1987) or treatment services (McLellan et al., 1992).
Developments such as the multisite NIAAA study of patient treatment matching
(Project MATCH Research Group, in press) may begin to change this.

Treatment Setting. In the field of rehabilitation from alcohol dependence,
several important studies have examined the role of treatment setting, generally
showing that the setting of care might not be an important contributor to out-
come (Alterman et al., 1994; McCrady et al., 1986). Reviews of the literature on
inpatient and outpatient alcohol rehabilitation by Miller and Hester (1986) con-
cluded that across a range of study designs and patient populations there was no
significant advantage provided by inpatient care over that provided by outpatient
care in the rehabilitation of alcohol dependence, despite the substantial differ-
ence in costs. One exception was a study of employed alcohol-dependent patients,
which found that an inpatient program produced better outcomes than a very
nonintensive form of outpatient treatment, largely Alcoholics Anonymous meet-
ings (Chapman-Walsh et al., 1991).

In treatment of cocaine dependence differences in completion rates for inpa-
tient and outpatient treatments do not appear to be related to longer-term out-
come. Alterman et al. (1994) found that 89 percent of inpatients completed treat-
ment, compared with a completion rate of 54 percent for day-hospital treatment.
However, at 7 months posttreatment, both groups had made considerable im-
provements in their drug and alcohol use, family and social, legal, employment,
and psychiatric problems. Abstinence rates for both groups were of 50 to 60 per-
cent.

Similar findings have been reported in field studies of private substance abuse
treatment programs treating primarily cocaine-dependent and cocaine-plus alco-
hol-dependent patients (McLellan et al., 1993; Pettinati et al., in press). In all of
these studies, patients in outpatient treatment programs were less likely to com-
plete treatment than those in inpatient programs, but those who did complete
treatment showed equal levels of improvement and the outcomes in the two set-
tings were comparable.

Attempts to formalize clinical decision processes regarding who should and
who should not be assigned to inpatient and outpatient settings of care have had
mixed results [McKay et al., 1992, 1994, in press(b)]. Partial support has been
found for the predictive validity of the patient placement criteria of the American
Society on Addiction Medicine (ASAM) [McKay et al., in press(b)], but research
is in progress to evaluate whether the criteria can be effectively used to make
decisions concerning placements to levels of care, defined by the amount and
quality of medical supervision and monitoring.
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Potential Quality Indicators

There may be an advantage for inpatient or residential forms of care for pa-
tients who may be less likely to complete treatment (e.g., homeless, more psychi-
atrically severe, and cocaine-dependent patients), but otherwise, there seem to be
few differences in outcomes for inpatient and outpatient treatment. Thus, it would
be useful to develop decision criteria that can effectively differentiate those pa-
tients who are not likely to show significant improvement from outpatient forms
of treatment, such as the proportion of patients assigned to an outpatient treat-
ment program who were found to meet ASAM criteria for placement in an inpa-
tient or residential setting. Conversely, an indicator of clinical cost-effectiveness
might be the proportion of patients assigned to inpatient hospitalization who were
found to meet ASAM criteria for some form of outpatient treatment.

Length of Treatment and Adherence to Treatment

Virtually all studies of rehabilitation have shown that patients who stay in
treatment longer or who attend the most treatment sessions have the best post-
treatment outcomes (Armor et al., 1976; Ball and Ross, 1991; DeLeon, 1984,
1994; Simpson et al., 1986). Adherence with the suggestions of the health care
provider (usually a physician for those with medical disorders or the counselor or
treatment team for those with substance use disorders) has been found to be the
single best predictor of continued favorable posttreatment function for substance
abuse treatments as well as for other forms of chronic medical conditions, such as
diabetes, hypertension, and asthma (McLellan and Durell, 1995; O’Brien and
McLellan, 1996).

These relationships suggest that length of stay and patient adherence would
appear to be exactly the type of measure that would be well suited to use as a
quality indicator (e.g., the percentage of patients who have completed treatment
or the percentage of patients who have attended 90 AA meetings in 90 days).
However, such a measure would reflect an assumption that patients who enter
treatment gradually acquire new motivation, skills, attitudes, knowledge, and sup-
ports over the course of their stay in treatment and that the gradual acquisition of
these qualities or services is the reason for the favorable outcomes.

Patients who have been randomly assigned to receive a longer duration of
treatment do not necessarily show better outcomes than those patients who have
been randomly assigned to receive shorter treatments (Miller and Hester, 1986;
Project MATCH Research Group, in press). Therefore, it is possible that better
patients are likely to stay in treatment longer and to do more of what is recom-
mended. If treatment gradually produces positive changes over time, it is clini-
cally sound practice for patients to stay in treatment longer. On the other hand, if
well-motivated, highly functioning, compliant patients enter treatment with the
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requisite skills and supports necessary to do well, they might also benefit from a
shorter treatment regimen.

When a high proportion of patients in a program stay in treatment for the
recommended duration and comply with all treatment requirements, does that
mean that the treatment processes, policies, and therapists have been selected to
instill motivation and engage patients into behavioral change strategies, or that
the program has been successful in selecting motivated and compliant patients
who are likely to do well regardless of the services that they receive? The distinc-
tion between adherence and length of treatment needs further exploration.

Potential Quality Indicators

Length of stay and adherence with treatment recommendations are perhaps
the two most easily measured aspects of treatment and are both suitable for inclu-
sion in contemporary clinical management information systems. However, the
measures are more appropriately viewed as descriptive rather than as predictive
indicators of quality, because there are still questions regarding the meaning of
these two measures with regard to outcome (See McKay et al., 1991).

Participation in AA and NA

AA is recognized as a social organization and not a formal treatment. How-
ever, AA has become synonymous with the last part of rehabilitation, aftercare.
Virtually all alcohol dependence rehabilitation programs and most cocaine de-
pendence rehabilitation programs refer patients to AA and/or NA programs, with
instructions to get a sponsor, to attend “share and chair” at meetings, and to at-
tend 90 meetings in 90 days as a continued commitment to sobriety. There has
always been consensual validation for the value of AA and other peer-support
forms of treatment, but relatively few studies have evaluated the contributions of
AA and NA because of the anonymous quality of the groups.

Evidence shows that patients who have participated in AA, NA, or some
other form of peer-support group, who have a sponsor, or who have participated
in the fellowship activities have much better abstinence records than patients
who have received rehabilitation treatments but who have not continued in AA
[McKay et al., 1994, in press(a); Timko et al., 1994].

Although studies have generally suggested that the peer-support component
of rehabilitation is valuable, it is also difficult to sort out the extent to which AA
attendance constitutes an active ingredient of successful treatment or is simply a
marker of treatment adherence and motivation (Vaillant, 1996). Infrequent or
irregular attendance of AA meetings following discharge from residential treat-
ment was associated with a poorer prognosis than either regular attendance or no
attendance (McLatchie and Lomp, 1988).
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Potential Quality Indicators

There is no doubt that peer-support groups have made an important contri-
bution for a significant minority of patients. Participation in AA during and fol-
lowing rehabilitation seems to be an excellent marker for sustained reductions in
alcohol and drug use as well as improved personal and social function for a signifi-
cant, if still inexact, proportion of alcohol-dependent patients.

Thus, quality indicators for rehabilitation treatment (at least for alcohol-de-
pendent patients) could be the proportion of patients who have acquired an AA
sponsor and the proportion of patients in aftercare who have attended more than
three AA meetings in the first month of treatment.

Therapists and Counselors Who Provide Treatment

A drug or alcohol abuse counselor or therapist can make an important contri-
bution to the engagement and participation of the patient in treatment and to the
posttreatment outcome. One example of the role of individual counseling was in
a study of methadone patients who were randomly assigned to receive individual
counseling plus methadone or methadone alone. Fifty-three percent of patients
who received counseling showed sustained elimination of opiate use and 41 per-
cent showed sustained elimination of cocaine use over the 6 months of the trial.
In contrast, 68 percent of patients assigned to the no counseling condition failed
to reduce their level of drug use (confirmed by urinalysis), and 34 percent of these
patients required at least one episode of emergency medical care.

However, different outcomes are found for different therapists, including pro-
fessional psychotherapists with doctorate-level training (Luborsky et al., 1985,
1986), experiential substance abuse counselors (McLellan et al., 1988; Miller et
al., 1980), and different individual counselors within an alcohol treatment pro-
gram (McCaul and Svikis, 1991). What distinguishes more effective from less
effective counselors is not clear. A client-centered approach emphasizing reflec-
tive listening has been found to be more effective for problem drinkers than a
directive, confrontational approach (Miller et al., 1993). In a review of the litera-
ture on therapist differences in substance abuse treatment, Najavits and Weiss
(1994) concluded, “The only consistent finding has been that therapists’ in-ses-
sion interpersonal functioning is positively associated with greater effectiveness”
(p. 683). Among indicators of interpersonal functioning are the ability to form a
helping alliance (Luborsky et al., 1985, 1986), measures of the level of accurate
empathy (Miller et al., 1980; Valle, 1981), and a measure of “genuineness,” “con-
creteness,” and “respect” (Valle, 1981).

Counselor certification is available from several sources throughout the coun-
try. These include the Rehabilitation Accreditation Commission; Certified Ad-
dictions Counselor (CAC) program, as well as professional certification from the
ASAM, American Academy of Addiction Psychiatry, and the American Psycho-
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logical Association. Currently, there is no evidence to show whether patients
treated by certified addictions counselors, physicians, or psychologists have better
outcomes than patients treated by noncertified individuals. This is an important
gap in the existing literature, and results from such studies would be quite impor-
tant for the licensing efforts and health policy decisions of many states and health
care organizations.

Medications

NIAAA and the National Institute on Drug Abuse have sponsored a great
deal of research aimed at developing useful medications for the treatment of sub-
stance-dependent persons. Great progress has been made over the past 10 years in
the development of new medications and in the application of existing medica-
tions for the treatment of particular conditions associated with substance depen-
dence and for particular types of substance-dependent patients. Because of the
vast amount of research, this review includes some of the clearest results from the
use of medications in the treatment of substance dependence, as well as citations
for more comprehensive reviews of medications for interested readers. Two types
of medications are discussed: agonist and antagonist or blocking medications.

Agonist Medications. Two agonist medications are in use in the treatment of
drug dependence. Both of these medications work by direct occupation of recep-
tors within the body to mimic the effects produced by the target drug. The most
prevalent agonist is nicotine replacement in the form of gum or a skin patch,
which has recently been approved for over-the-counter sales. Nicotine replace-
ment is typically prescribed and used for relatively brief periods (1 to 3 months) as
part of an abstinence-oriented program for nicotine dependence.

For more than 25 years, methadone has been an approved agonist medication
for the maintenance treatment of opiate dependence. The long-acting form of
methadone (48 to 72 hours in duration), LAAM, has recently received FDA ap-
proval and has been accepted by 16 states for use in the same way as methadone;
that is, it is available only at methadone maintenance programs. Buprenorphine
is a partial opiate agonist that has been widely used in Europe and the United
States. It is thought to have some advantages over methadone in that it produces
many fewer withdrawal symptoms and often produces none. At the time of this
writing, it is not approved for use, although approval is expected shortly.

Among the most robust findings in the treatment literature is the relation-
ship between the dose of methadone and the general outcome of methadone treat-
ment: higher doses are more effective than lower doses (Ball and Ross, 1991;
D’Aunno and Vaughn, 1995; IOM, 1995a). In a well-controlled, double-blind,
multisite study, Ling et al. (1976) found that 100 milligrams per day was superior
to 50 milligrams per day, as indicated by staff ratings of global improvement and
by a drug use index comprising weighted results of opiate urine tests.
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In a more recent randomized, double-blind study, Strain et al. (1993) com-
pared 50 milligrams and 20 milligrams with a 0 milligram placebo-only group.
They found orderly dose-response effects on treatment retention, and they found
that 50 milligrams was more effective than 20 milligrams or 0 milligrams at de-
creasing opiate and cocaine use, as measured by urinalysis results. In a randomized
double-blind comparison of moderate (40 to 50 milligrams) and high (80 to 100
milligrams) doses of methadone, Strain et al. (1996) found a significantly lower
rate of opiate-positive urine specimens among patients receiving the high dose of
methadone (53 percent vs. 62 percent). They concluded that although the higher
dose was more effective, substantial opiate use can persist even among patients
treated with 80 to 100 milligrams of methadone per day. There are many other
studies of opiate agonist medications, but space limitations do not permit more
detail here (see IOM, 1995a for additional information).

Potential Quality Indicator

If methadone is prescribed for purposes of maintenance rehabilitation as op-
posed to detoxification, the dose should be high enough to block the euphoric
effects of street opiates (heroin) and the craving for opiates. Thus, a potential
quality indicator would be the proportion of patients on methadone maintenance
who have continued regular opiate use (as evidenced by past two or three opiate-
positive urine specimens) but who have not had increases in their methadone or
LAAM dose. Because it is a federal requirement that urine samples be obtained
from patients on methadone maintenance, the data should be readily available at
the clinic level.

Antagonist and Abuse Blocking Agents. Naltrexone is an orally adminis-
tered opiate antagonist that blocks the actions of externally administered opiates
such as heroin by competitive binding to opiate receptors. Naltrexone under the
trade name Trexan® has been used for more than 20 years in the treatment of
opiate dependence. More recently, naltrexone (marketed under a different trade
name: Revia®) has been found to be effective in the treatment of alcohol depen-
dence (O’Malley et al., 1992; Volpicelli et al., 1992).

Naltrexone at 50 milligrams per day has been approved by the FDA for use
with alcohol-dependent patients, because independent studies have shown that it
is a safe, effective pharmacological adjunct for reducing heavy alcohol use among
alcohol-dependent patients. Its mechanism of action appears to be the blocking
of at least some of the high produced by alcohol consumption, again through
competitive binding of the opiate receptors (O’Malley et al., 1992; Volpicelli et
al., 1992).

With regard to other medications designed to block the effects of an abused
drug, disulfiram (Antabuse®) has been used the longest and most pervasively in
the treatment of alcohol dependence. Although both disulfiram and naltrexone
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can be used for extended periods, in practice they are generally prescribed for
about 1 to 3 months as part of a more general rehabilitation program that includes
behavioral change strategies (see the review by Anton, 1995). Many agents have
been tried as blocking agents in the treatment of cocaine dependence, but there is
still no convincing evidence that any of the various types of cocaine-blocking
agents are truly effective for even brief periods of time or for even a significant
minority of affected patients.

The use of opiate and alcohol antagonists or blocking agents is increasing as
traditional addiction medicine physicians are becoming more comfortable with
the prescription of adjunctive medications and as more substance dependence is
treated by primary care physicians in office settings (Fleming and Barry, 1992).
The past 10 years have witnessed innovation and discovery in this area, but the
parameters that are most effective when using them are still not clear. Thus, some
traditional addiction medicine physicians are reluctant to prescribe these medica-
tions unless therapy alone has been ineffective (IOM, 1995a, b).

The responsible and appropriate use of these antagonist or blocking medica-
tions in the treatment of substance dependence disorders may be among the most
important topics for future research in the treatment field. Long-term studies are
needed to evaluate the effects of these medications for various types of substance-
dependent patients, as well as to determine the most appropriate and efficient
mix of psychosocial and pharmacological services that will maximize the impact
of rehabilitation.

Potential Quality Indicator

The available literature suggests that naltrexone can be very effective in the
abstinence-oriented treatment of opiate dependence and that disulfiram and
naltrexone can be effective as adjuncts in the treatment of alcohol dependence.
A potential indicator of poor quality care for alcohol dependent patients could be
the proportion of patients in abstinence-oriented rehabilitation for alcohol de-
pendence who have continued to use alcohol (as evidenced by the past two or
three positive breathalyzer readings) who have not been evaluated for naltrexone
or disulfiram treatment.

Specialized Services

The majority of patients admitted to substance abuse treatment have signifi-
cant addiction-related problems in one or more areas such as medical status, em-
ployment and self support, family relations, and psychiatric function (McLellan
and Weisner, 1996). As indicated above, the severity of these problems is gener-
ally predictive of the response during treatment as well as posttreatment outcome.

Studies over more than a decade have documented that strategies designed to
direct and focus specialized services to these addiction-related problems can be ap-
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plied in standard clinical settings and can be effective in improving the results of
substance abuse treatment (McLellan et al., in press). Adding professional marital
counseling (O’Farrell et al., 1985; McCrady et al., 1986; Stanton and Todd, 1982),
psychotherapy (Carroll et al., 1994; Woody et al., 1995), and medical care (Fleming
and Barry, 1992; Schonberg, 1988) produces clinically significant better outcomes
from substance abuse treatment. However, interventions that have been developed
to improve employment and self support among substance-dependent patients have
had mixed results (French et al., 1992; Hall et al., 1981; Zanis et al., 1994).

The majority of adjunctive forms of therapy and services have been most
clearly associated with improved personal health and social function following
treatment and have been less related to reduced alcohol and drug use. In addition,
and not surprisingly, these treatments have only been shown to be effective with
those patients having more severe problems in the target area (i.e., matching ef-
fect); that is, if there has been no indication of a relatively severe problem in the
target area, there has typically been no evidence that the provision of the target
therapy is effective or worthwhile (Woody et al., 1984).

Potential Quality Indicators

Significant problems in the areas of employment, medical and psychiatric
health, and family relations are thought to be impediments to treatment for sub-
stance-dependent patients in two ways. First, the presence of these problems of-
ten complicates the provision of standard substance abuse treatment, and second,
these problems, if left unattended, can provoke a relapse to substance use even
among well-motivated, abstinent individuals. For these reasons, the provision of
treatments for these problems is seen as important both for the immediate purpose
of retaining patients in treatment and for reducing the risk of a relapse. If these
specialized services are potent, it follows that they will have a direct effect on
symptoms in the target problem area (e.g., reduction of symptoms of depression)
but an indirect and possibly delayed effect on the substance use problems (e.g.,
longer latency until relapse).

Although many substance abuse treatment programs do not have the re-
sources to provide specialized treatment services, it is at least possible for these
programs to perform an active referral to an appropriate agency or practitioner to
attempt to access these services. Thus, potential quality indicators would be the
proportion of patients who showed evidence of a significant psychiatric problem
(by the criteria of DSM IV) who received sessions of specialized psychiatric or
psychological care, and the proportion of patients reporting significant family
problems who receive sessions of specialized couples or family therapy.

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


APPENDIX B 299

SUMMARY AND DISCUSSION

The search for quality indicators in the research literature has revealed five
major challenges. They are summarized in this section.

1. The existing research on treatment outcomes has been disappointing
with regard to informing the search for potential quality indicators.

Most of the outcomes studies in the current literature were conducted by
clinical researchers, typically in controlled trials. The purpose of these studies was
generally to determine whether the index treatment, when delivered under speci-
fied conditions to rather highly selected samples of patients, could effect the ex-
pected changes relative to standard or minimal treatment conditions.

However, most clinical trials reviewed here do not lend themselves to the
identification of quality indicators. They often exclude important classes of pa-
tients (e.g., users of multiple substances and psychotic patients) and focus on very
specific outcomes (e.g., abstinence from a single substance). Under such condi-
tions, it is difficult to flexibly tailor treatments to individual patients, because
studies call for strict adherence to experimental protocols. In clinical practice,
when a patient fails to respond to one type of intervention, the sensitive clinician
will alter the approach. Thus, the interventions that are compared in experiments
may not reflect what happens in practice.

Research has effectively established that treatment can be effective, but there
are only preliminary indications at this time about why treatment is effective or
what it is about or within treatment that makes it effective. Treatment research-
ers are only now beginning to develop the measures and models that will be nec-
essary for the exploration of questions regarding why treatment works. If the out-
comes research field is really to inform the search for quality or performance
indicators in substance abuse treatment, then it will be necessary to move beyond
the question of whether treatment works to the question of how treatment works.

To accomplish this, researchers will need to make a methodology shift from
the simple evaluation or comparison of treatment outcomes to the parametric
study of the various types of treatment services and therapeutic processes deliv-
ered within those treatments and their relationship to the target outcomes. The
methodology will require measurement of more than just the target outcomes at a
posttreatment follow-up point. Careful recording of the treatment services and
processes provided during treatment will be necessary, as will the concurrent
monitoring of during-treatment changes in patient attitude, cognition, motiva-
tion, affect, and behavior that are the interim goals of these processes.

These types of dose-response or dose-ranging designs will ultimately permit the
discovery of the important changes or therapeutic milestones that patients must
achieve along their route to recovery and the active ingredients within a treatment
that are responsible for those milestones and ultimately for lasting outcomes follow-
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ing treatment. This is a line of research that has been called for by several within the
field, but the present review has uncovered very few studies to date that have pur-
sued this line of research. Thus, one message from this paper is a call to the treat-
ment research field for more systematic work along this line of investigation.

2. Significant confusion and disagreement exist within the field on im-
portant and basic concepts that are essential for the identification of potential
quality indicators. The most basic confusion has been on the definition of out-
comes.

A reviewer of this field will get substantially different views about the out-
comes of a substance abuse treatment depending on the perspective taken regard-
ing what outcome is and when, how, and by whom it is measured. Consider three
common perspectives on the evaluation of an outpatient treatment program. A
quality assurance or service delivery evaluation of that treatment might conclude
that the program had very good outcomes because there was no waiting for treat-
ment entry and at discharge more than 80 percent of the patients were highly
satisfied with their counselors and physicians. A clinical researcher, having inter-
viewed a sample of patients at admission to the program and again 6 months
following discharge, might conclude that the program had mixed outcomes be-
cause at the follow-up point only 50 percent of the patients were abstinent (the
intended goal of the program) but there was a 70 percent reduction in the fre-
quency of drinking and a 50 percent reduction in medical and psychiatric symp-
toms. Meanwhile, an economist or health policy analyst might have used Medic-
aid data tapes to compare the health services utilization rates of a sample of
discharged patients 2 years prior to their treatment admission and 2 years follow-
ing their discharge. The conclusion here might be that treatment had a very poor
outcome because there had been no decrease in health care utilization from the
pretreatment to the posttreatment period, and hence no cost offset to the public.

This example illustrates two points. First, these three common perspectives
on outcomes have different purposes for their evaluations and different expecta-
tions regarding treatment. They measure different elements of the treatment pro-
cess and the patient population and at different points in time. Second, these
different measures of outcome are not well related to each other, and to the ex-
tent that quality indicators are expected to relate to outcomes, these different
perspectives will suggest different quality indicators.

3. Two stages of treatment exist for substance-dependent patients: the
acute care, detoxification-stabilization stage and the subsequent rehabilitation
stage. Each stage has different expected outcomes.

For the detoxification-stabilization stage, favorable outcomes include the
elimination of the signs and symptoms of physical and emotional instability asso-
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ciated with the initial cessation of substance use and the motivation and engage-
ment of the patient into continued rehabilitation. Treatment characteristics that
were most closely associated with these outcomes were the inpatient setting of
care (at least for patients likely to drop out prematurely) and treatment to the
criterion of 3 consecutive days without withdrawal signs or symptoms.

For rehabilitative treatment to have an opportunity to succeed, the outcomes
from the detoxification-stabilization stage would have to be achieved. An outcome
from rehabilitative treatment should be lasting improvements in those problems
that led to the treatment admission and that were important to the patient and to
society. Three outcomes domains have been measured at least 6 months following
treatment discharge: reduction in substance use, improvement in personal health
and social function, and reduction in public health and safety problems.

Patient variables that had been reliably associated with better outcomes from
rehabilitation included (1) low severity of dependence and psychiatric symptoms
at admission, (2) “readiness for change” beyond the precontemplation stage of
change, (3) being employed or self supporting, and (4) having family and social
supports for sobriety. Treatment variables that have been reliably associated with
better outcomes in rehabilitation included (1) staying longer in treatment and
being more compliant with treatment recommendations, (2) having an individual
counselor or therapist (particularly an effective one), (3) receiving proper medi-
cations, (4) participating in voucher-based, behavioral reinforcement interven-
tions, (5) participating in AA or NA following treatment, and (6) having special-
ized services provided for adjunctive medical, psychiatric, or family problems.

Although none of these patient or treatment variables showed a completely
unambiguous record of prediction outcomes, the findings have been replicated
across more than one type of primary drug problem (alcohol, cocaine, or opiates)
and in more than one evaluation. However, although some of the predictors iden-
tified (e.g., longer lengths of stay and greater adherence) are quite robust, there is
no clear understanding of the basis for the predictive relationship.

No single rehabilitation modality or therapeutic process has yet been reliably
associated with superior outcomes across all populations of patients. Furthermore,
it was surprising that some of the treatment elements that are most widely pro-
vided in substance abuse treatment (e.g., group therapy) have not been associated
with outcomes. Clearly, more research is needed to identify the “active ingredi-
ents” of treatment and the “minimal effective dose” of these ingredients.

4. The ability to identify potentially useful quality indicators relies on a
clear understanding of the ways in which these indicators will ultimately be used.

Quality indicators can be used in two ways: (1) at the individual patient level
to provide clinicians with early warning signs for poor outcome and thus allow for
modification of the treatment plan, and (2) in the aggregate, to provide evalua-
tors and regulators with rapid, easily collected, and face-valid indications of treat-
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ment program performance, ultimately for purposes of interprogram comparisons
and possibly for report cards.

Because a primary purpose for these indicators will be clinical decision sup-
port, they need to be measured at the individual patient level and to be collect-
able as early as possible in the course of treatment, using nonintrusive and rapid
methods of data collection. These features are essential for the information to be
relevant to clinical decision-making and, in turn, worthwhile for the clinicians
who will ultimately be charged with recording these measures.

Not all variables identified as predictors of outcome will be useful in clinical
decision-making, because many (e.g., gender and socioeconomic strata) cannot
be modified in the course of treatment. At the same time, because a second pur-
pose of these quality indicators will be to compare aggregated mean values be-
tween two treatment programs or among several patient subgroups, it will be im-
portant to have access to all variables that affect the outcomes of treatment
independent of the treatment process. These “case mix adjusters” are important
in any comparative study of outcomes or quality indicators to adjust the groups on
variables that could have an independent effect on outcome, thus helping to pro-
vide a level playing field when the comparative evaluations are performed. Before
any of the prospective quality indicators can be used in a comparative fashion,
however, much more research comparing different case mix adjustment strategies
and different combinations of predictor variables is needed.

5. Although both treatment process and patient change variables can
serve as quality indicators, patient change variables are conceptually and prac-
tically much better.

Only two types of measures meet the practical and conceptual needs of the
clinical, management, and regulatory groups that are interested in identifying
quality indicators. The first of these are treatment elements, processes and prac-
tices: interventions or services that are done to or for the patient during treat-
ment. The second of these are interim changes in patient status: aspects of the
patient’s affect, knowledge, motivation, and behavior that are presumed to be
problematic in the patient at the start of treatment and are thus the direct focus of
the treatment elements within rehabilitation.

The great majority of the quality indicators used thus far in the evaluation of
substance abuse and mental health treatments have been treatment process indi-
cators (counseling provided to urge smokers to quit, referral to outpatient care
following inpatient discharge, etc.). Typically, they have been measured by staff
notations in treatment charts. There is justification for using these process mea-
sures. First, because costs or charges are typically associated with the provision of
treatment processes, these measures are generally available and accessible in clini-
cal management information systems. Second, and more importantly, there are
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clear indications from the outcomes literature that certain treatment processes
and treatment elements are reliably related to outcomes.

This review has referred to these treatment process measures as secondary
indicators of treatment quality for two reasons. The first reason is practical and
based on the quality of available evidence. The simple notation in a chart that an
activity, labeled as the appropriate or intended process, has been provided at some
level of intensity, by someone with an unknown ability or training level, with no
indication of its immediate effects, is not, by itself, the type of evidence that in-
spires confidence in the quality of that treatment.

The second reason for referring to even those treatment practices or treat-
ment elements that have been reliably associated with outcomes as secondary
indicators of quality relates to the level of inference that is available from such an
association. No treatment element, service, or procedure produces a lasting out-
come directly but, rather, produces an outcome through the production of at least
one interim change in a patient’s attitude, affect, knowledge, motivation, cogni-
tion, or behavior. For example, patients who attend rehabilitation following
detoxification have better posttreatment outcomes than those who stop treat-
ment following detoxification.

Thus, it can be said that the treatment process or the treatment practice of
referring a patient to outpatient treatment is associated with a better posttreat-
ment outcome. However, this association is only true when the referral has actu-
ally resulted in the patient’s attendance and participation in the rehabilitation.
Actually, it is this interim change in the patient’s behavior (attendance) rather
than the process of referral that is most directly associated with the ultimate out-
come, and the treatment practice is only associated with that outcome through its
ability to produce that interim result.

There is another reason to use measures of interim changes in patient status
(symptoms, signs, behaviors, etc.) instead of treatment process measures as qual-
ity indicators. The majority of patient status measures can be measured in a more
valid, unbiased, and verifiable way than most treatment process measures. Thus,
although it would be possible to check a patient chart for a note indicating the
current dose of methadone (a secondary indicator of treatment quality), greater
confidence would come from primary indicators, such as interim results in the
form of reductions in observed withdrawal signs and negative urine screens.

Although these measures of interim change in patient status may be slightly
more difficult to collect, most are not burdensome and are, again, directly associ-
ated with the focus of the treatment elements or interventions being applied.
Specifically, given a patient status variable that has been reliably associated with
treatment outcome (e.g., a high-severity psychiatric problem at admission) and a
treatment process variable that has also been reliably related to outcome (e.g.,
provision of professional psychotherapy), the responsible clinician and clinical
regulator will be better informed regarding the quality of the care provided to the
patient by measuring changes in psychiatric symptomatology over the course of
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treatment (e.g., a weekly change in Beck Depression Inventory) rather than mea-
suring the number of therapy sessions provided during the course of treatment.

NEED FOR FURTHER RESEARCH

A new line of research is needed to address at least two central questions of
effective and efficient treatment delivery.

1. What types of interim changes in patients should be effected during
treatment to provide the highest probability of lasting gains following treat-
ment?

Not all of the changes in patients’ attitudes, affects, motivation, knowledge,
and behavior that are the interim goals of substance abuse treatments are impor-
tant for attaining favorable posttreatment outcomes. An important role for future
treatment research will be to identify those interim patient changes that are reli-
ably predictive of lasting benefits following treatment. These ultimately will be
the quality indicators that the field is searching for.

2. Which treatment settings, modalities, and services provide the most
potent and rapid ways of effecting the during-treatment changes that have been
shown to be important predictors of lasting outcomes, and at what costs?

Not all of the treatment elements, services, or activities that are provided to
patients in treatment will be appropriate or adequate to produce the interim pa-
tient changes that are desired. An important role for future treatment research
will be to identify the active ingredients and the minimum effective dose of those
ingredients that can effect the important interim changes in patients during the
course of treatment.

Combinations of active ingredients will ultimately be translated into empiri-
cally derived clinical pathways and treatment guidelines. Because these combina-
tions of proven effective treatment ingredients are compared for potency and du-
ration of action as well as on the basis of their costs of delivery for both the provider
and the patient, real estimates of the value and efficiency of treatments can be
developed.
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The growth in managed care and managed behavioral health care, with their
incentives to reduce costs, has raised concerns that active management of utiliza-
tion may lead to poorer quality of care and to poorer outcomes for persons with
mental illness. The current evidence suggests that substantial cost savings are
being achieved by managed care, but with patient outcomes that are no worse
than those in the fee-for-service system (Iglehart, 1996). However, many con-
cerns are being raised about the potential for adverse consequences as managed
behavioral health care expands to cover more seriously ill and disabled popula-
tions (Mechanic et al., 1995). It is the purpose of this paper to review what is
known about the impact of managed care on the outcomes of care for persons
with mental illness and to suggest issues that should be given priority in future
research. In one sense this is relatively easy to accomplish. The current literature
on mental illness treatment and outcomes in managed care is limited in scope and
depth, although it is expanding (Mechanic et al., 1995; Wells et al., 1995). This
suggests that much more needs to be known, but provides little insight into the
relative importance of different areas of mental health outcomes research and
evaluation.

The discussion of information needs and priorities for research uses the qual-
ity-of-care paradigm of structure, process, and outcome. The incentives inherent
in managed care capitation payment systems versus traditional indemnity fee-for-
service (FFS) payment systems are explored to focus on a series of hypotheses
regarding differences in structure, process, and outcomes. In this context, the ex-
isting research evidence and its limitations are discussed. This leads into a discus-
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sion of the author’s view of research priorities and strategies for filling the current
gaps in knowledge.

BACKGROUND

The growth in the 1990s of managed health care has exceeded all previous
expectations. Federal policy actively promoted capitated and comprehensive
health care for the first time with the passage of the 1973 Health Maintenance
Organization (HMO) Act. The growth in HMO enrollment in the 1970s and
1980s was substantial, but HMOs remained a source of health care for a small
proportion of Americans (Luft, 1987). During the 1980s new forms of managed
care emerged, including the preferred provider organization (PPO). This added to
the penetration of managed care and gave it recognition as a significant and grow-
ing sector of the health care system.

The failure of health care reform in 1994-1995 did more to accelerate the imple-
mentation of managed care than any federal initiative had previously achieved.
This should not be surprising. Over the previous 10 years, elements of managed care
had been progressively adopted by major payers to control the growth in utilization
and costs. These elements include precertification of elective hospital admissions,
concurrent review of length of stay or use of per-case payment, substitution of am-
bulatory surgery and diagnostic testing for inpatient services when appropriate, and
other controls including limiting the use of emergency rooms, establishment of drug
formularies, and organizational control over the selection of the practitioners in-
cluded in networks or group practices (Payne, 1987; Weiner and de Lissovoy, 1993).
The literature suggests that these actions can individually and collectively reduce
health care costs below the levels found in FFS practice and even more so for men-
tal health care (Frank et al., 1995).

The utilization control strategies used in managed medical care have been
applied to mental health and substance abuse services (Mechanic et al., 1995).
Among an estimated 185.7 million people with private insurance in 1994, 106.6
million were enrolled in plans that offered some form of managed behavioral
health care (Iglehart, 1996). One difference, however, is that the tradition of
HMO and indemnity insurance coverage for mental illnesses has not been com-
parable to the coverage for somatic health problems. Historically, the treatment
of chronic mental illness has not been covered by HMOs, and indemnity insur-
ance has restricted mental health benefits such that persons with chronic and
disabling illnesses would be likely to use services in excess of the available cover-
age (McFarland, 1994). The reasons for this distinction between mental and so-
matic illnesses were numerous, including uncertainty that mental illnesses could
be cured or medically managed and the role of the states and the public sector as
the last provider of mental health services, particularly for persons with severe
and persistent mental illnesses (Grob, 1991). Also, significant stigma has been
associated with mental illness, which has tended to suppress the demand for ser-
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vices and for expanding coverage. Another reason for limiting coverage was to
limit costs, which became a major topic of debate during health care reform delib-
erations (Arons et al., 1994; Frank et al., 1992).

Significant changes that have occurred over the past two decades are likely
to lead to greater comparability in coverage between mental and somatic disor-
ders. The biological basis of many mental illnesses has been established, and the
efficacies of drug and other treatments have been demonstrated for many disor-
ders. Even so, the stigma associated with mental illness continues, but it appears
that this may be slowly changing too. Laws to guarantee parity of benefits for
mental illness have been passed in several states and were considered recently by
the U.S. Congress. Parity legislation can be expected to shift more of the cost
burden for the treatment of severe and disabling mental illness from the public
sector to the private health insurance system. How this will affect persons with
severe mental illness is uncertain. Many of these individuals are deprived of the
ability to work and gain income, leaving them in poverty and reliant on welfare
and publicly supported health insurance, under Medicare or Medicaid. However,
it is clear that managed care will be involved. One of the more recent trends has
been the movement of Medicaid programs to managed care. By June 1994, 7.8
million Medicaid beneficiaries were enrolled in some form of managed care,
double the number in the previous year (Essock and Goldman, 1995; Iglehart,
1996).

SPECIALIZED MANAGED CARE: MANAGED BEHAVIORAL
HEALTH CARE

As managed care grew in the 1980s and grew at an accelerated rate in the
1990s, specialized managed behavioral health care networks emerged (England
and Vaccaro, 1991). Managed behavioral health care companies sell managed
care services, ranging from utilization review to accepting capitated risk as a pro-
vider of specialty mental health services. A new terminology emerged to describe
carve-outs and carve-ins as means of integrating managed behavioral health care
services into a network of managed health care services. Managed care organiza-
tions are created through a series of contractual arrangements with primary care
providers, specialty providers, hospitals, utilization managers, and behavioral
health firms (Gold et al., 1995a). This is quite different from the HMO concept
embodied in the 1973 HMO Act that stimulated the growth of group practice and
independent practice association HMOs. The newer forms of managed care in-
clude PPOs, physician-hospital organizations, and point-of-service plans. Al-
though there are growing numbers of variations on the HMO concept, they share
most of the elements common to HMOs: they offer a limited choice of practitio-
ners, they make efforts to control the use of high-cost services and to substitute
lower-cost services when appropriate, they provide comprehensive coverage, and
they require low out-of-pocket payments for services.
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MANAGING MENTAL HEALTH CARE

The need for information on managed care is elevated by policy concerns at
the state and federal levels. Questions have been raised regarding how treatment
and patterns of care received under the managed behavioral health care system
differ from those received under the indemnity insurance system. To the extent
that patterns of care differ, how is this affecting patient outcomes? The previous
discussion suggests a range of hypotheses that derive from financial incentives
and organizational differences between the managed care and traditional indem-
nity insurance systems. These hypotheses are organized around the quality-of-
care framework presented by Donabedian (1993) that organizes quality into three
areas: structure, process of care, and outcomes of care.

Structure and Access to Care

Choice of Practitioner

In concept, indemnity insurance has made it possible to go to any practitio-
ner in the community. This is largely true for well-insured, middle-class Ameri-
cans. However, for those with more limited incomes, practitioners who do not
accept Medicare and Medicaid payments or who bill their patients for the amounts
that are not covered by Medicare or Medicaid may have out-of-pocket costs so
high that many people cannot afford them (Berk et al., 1995). For persons cov-
ered under medical assistance programs (Medicaid), the level of payment to par-
ticipating practitioners may be so low that many practitioners will not accept
patients with this coverage. Yet, most Americans continue to perceive that in-
demnity coverage makes it possible to choose any practitioner. In contrast, man-
aged care offers the patient a defined panel of providers, with the size of the panel
varying from few to most community providers. In POS and PPO managed care
plans, any practitioner can be chosen, but the cost of going outside of the pre-
ferred panel is a substantial deductible and coinsurance comparable to those un-
der indemnity coverage. On the basis of these characteristics, the following is
hypothesized:

Hypothesis 1A: Managed care leads to the concentration of
patient services among a more limited set of providers than
occurs under indemnity insured care.

It is clear that the managed care system uses organizational and financial
incentives to limit the choice of providers (Gold et al., 1995a), but the literature
does not appear to include any studies evaluating the impact of managed care on
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the number and type of providers seen for specific health problems, including
mental illness.

Access and Availability of Services

Another aspect of the structure of health care concerns the availability of
services. In each community there are limits on the availability of health services,
but additional limits that are not present under indemnity insurance plans are
likely to be imposed by managed care plans. Even though managed care plans
control the availability of physician services, they provide 24-hour access and
have financial incentives to provide accessible urgent care during off hours in-
stead of having enrollees go to hospital emergency rooms (Gold et al., 1995a). A
study of Medicare beneficiaries found them to be more satisfied with waiting times
for an appointment under the managed care system than under the FFS system
(Rossiter et al., 1989); however, these results were not specific to mental health
care services. This leads to the following hypothesis:

Hypothesis 1B: Delays in receiving nonurgent care will be
less in the managed care system than in the indemnity
covered care system; urgent care will be more accessible
in the managed care system.

Access and Unmet Need

Important differences exist between indemnity insurance and managed care
plans in the use of coverage limits and out-of-pocket payments to control utiliza-
tion and costs. Indemnity insurance coverage has relied on limiting coverage and
imposing significant deductibles and coinsurance to reduce utilization and costs.
The effects of deductibles and coinsurance were evaluated in the RAND
Corporation’s Health Insurance Experiment in the 1970s (Manning et al., 1986).
The study found that persons were less likely to seek treatment when faced with
significant out-of-pocket payments, but when treatment was sought, the pattern
of treatment did not substantially differ by level of deductible or coinsurance
(Keeler and Rolph, 1988; Keeler et al., 1986). This was found for both mental and
somatic disorders.

In contrast, HMOs and other managed care organizations offer comprehen-
sive coverage (except for specialty mental health services) and impose few or no
deductibles and small or no copayments. When there are higher copayments for
mental health care, these have comparable effects on reducing utilization (Simon
et al., 1994). With the implementation of a managed behavioral health care carve-
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out in the Massachusetts Medicaid program in 1992, the results from the first year
found a higher proportion of enrollees receiving mental health care under man-
aged care (Stroup and Dorwart, 1995). Here changes in access would not have
been related to out-of-pocket costs but may have involved changes in other orga-
nizational and provider characteristics. In McFarland’s (1994) review of previous
research on HMO services provided for mental illness, he found a “pattern in
which HMO members are as likely as or more likely than non-HMO members to
visit a mental health provider but tend to have fewer contacts with that provider
after the initial visit.” The net effect of lower access barriers in managed care should
be greater accessibility of services for those with a need for care. This leads to the
following hypothesis:

Hypothesis 1C: Unmet need for care will be higher under
indemnity coverage than under managed care.

Provider Participation

One of the complexities in evaluating the impact of managed care, and par-
ticularly managed mental health care, is the range and complexity of organiza-
tional and financial arrangements (Gold et al., 1995b). Individual practitioners
may be paid on a fee-for-service basis but at a reduced rate or may share risk
through a full or partial capitation. Since a practitioner sees patients covered un-
der different insurers, the financial incentives may vary substantially from one
patient to the next. Thus, practitioners would be expected to respond to incen-
tives in a way that would maximize their practice and income preferences. Little is
known regarding how practitioners make choices regarding joining a managed
care network and how they respond to a complex array of incentives arrange-
ments when they are part of multiple managed care organizations.

At the same time, managed care organizations make choices regarding which
practitioners to ask to participate in their network. This choice may involve the
use of practitioner profiles (Salem-Schatz et al., 1994) that identify higher-cost
practitioners and that exclude them from the network. Initially, efforts to market
managed care organizations in new geographic areas may give priority to market
penetration and may include as many participating practitioners as possible. Over
time, however, the managed care organization may wish to concentrate its enroll-
ees among a more limited set of practitioners whose practices are consistent with
managed care organization expectations. These dynamics are complex and lead to
the following hypothesis:
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Hypothesis 1D: Practitioner participation in managed care
organization networks is jointly determined by practitioner
preferences, practice characteristics, and managed care
organization market strategies.

The structure of managed care organizations is evolving and changing as or-
ganizations seek to learn through experience what works and how to improve on
existing organizational and financial incentives. As a result, there are unusual
opportunities for research, but some opportunities may be time-limited and may
require access to privileged management information.

Process of Care Screening and Treatment

Detection and Diagnosis

The process of care may involve screening, diagnosis, treatment, follow-up,
and maintenance care, plus rehabilitation in some instances. Under the managed
care system some would argue that the financial incentive is not to diagnose new
problems because this adds to costs. However, the mental health research on cost
offsets indicates that failure to diagnose and treat mental and emotional problems
does not prevent future utilization and costs, and may make utilization more costly
(Fiedler, 1989). One example is Northern California Kaiser Permanente Medical
Care Program, which has reported savings of medical costs by upgrading its be-
havioral health care benefit (Iglehart, 1996).

In contrast, the financial incentives under indemnity coverage are to provide
more services that might increase rates of detection and follow-up care. The Medi-
cal Outcomes Study (MOS) of the diagnosis, treatment, and outcomes of one
mental illness, depression, found somewhat lower rates of detection under the
prepaid care system, primarily related to the greater use of primary care practitio-
ners, who have substantially lower detection rates than mental health specialists
(Wells, 1989; Wells and Sturm, 1995). However, the Massachusetts Medicaid
managed behavioral health care carve-out appears to have led to higher rates of
specialty care, possibly associated with higher rates of detection and referral
(Stroup and Dorwart, 1995). Since there are complex incentives arrangements
affecting care-seeking and mental illness recognition, it is uncertain which direc-
tion a hypothesis should be stated; however, the following hypothesis is provided:
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Hypothesis 2A: The probability of detection and diagnosis
of mental and emotional problems will be the same under
the managed care system as under the indemnity
insurance system.

Use of Hospitals and Specialty Care

Although there is some uncertainty regarding the direction of potential dif-
ferences in detection and diagnosis rates, there are clear incentives for managed
care plans to provide less intensive services for the treatment of mental and emo-
tional problems, as reflected by the lower level of use of inpatient psychiatric
services. This usually involves a process for preadmission certification. Wickizer
et al. (1996) found little reduction (less than 2 percent) in admissions. In the
Massachusetts Medicaid managed behavioral health care carve-out, there was a
22 percent reduction in overall mental health costs in the first year and a 30
percent reduction in inpatient psychiatric services (Stroup and Dorwart, 1995).
The structure of incentives leads to the following hypothesis:

Hypothesis 2B: The probability of hospitalization for a
mental illness will be lower under the managed care system
than under the indemnity insurance system, as will the
probability of referral to a mental health specialist, except
when there are fiscal incentives for primary care providers
to refer a patient to mental health specialty providers.

Duration of Treatment

Another way to control the cost of treatment is to control the duration of
treatment. Under the indemnity insurance system, the incentive is to continue to
treat mental illness until the coverage limits are reached or the patient decides
that no more treatment is desired. Under the managed behavioral health care
system, there is active utilization review to assess the need for continuing services
in inpatient and outpatient settings. In inpatient settings, one recent study found
precertification and continuing stay review led to 16.8 days of stay approved out
of 23.5 days requested (Wickizer et al., 1996). In a study of admissions for affec-
tive disorders, Frank and Brookmeyer (1995) found both short-term and longer-
term savings from preadmission certification programs that came from fewer ad-
missions, even though readmission rates were somewhat higher, and shorter
lengths of stay. In the Massachusetts Medicaid managed behavioral health care
carve-out there were reductions in length of stay of from 9.7 to 8.7 days in the first
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year, and for persons with severe mental illness, the reductions were from 22.5 to
17.8 days (Stroup and Dorwart, 1995). In an evaluation of PPOs, Wells et al.
(1992) found lower rates of ambulatory services use in the PPO than in the in-
demnity insurance system, but access was comparable. As a result, it would be
expected that:

Hypothesis 2C: The duration of treatment episodes under
the managed care system will be shorter than the duration
of treatment episodes under the indemnity insurance
system.

Prescription Patterns

There does not appear to be much research on the patterns of medication use
for mental illness in managed care settings. In a study of general prescription prac-
tices, Weiner et al. (1991) found that practitioners at managed care plans were
more likely to use generic drugs than practitioners under the indemnity insurance
system, but that practitioners under both systems were equally likely to use newer
and frequently high-cost medications. The MOS found that the HMO patients
were less likely to receive the clinically recommended dose of the prescribed anti-
depressant than patients receiving care under the indemnity insurance system,
but the difference was largely ascribed to the greater use of primary care physi-
cians in the HMO compared with the use of greater numbers of specialists in the
indemnity insurance system (Wells and Sturm, 1995). It is not known to what
extent managed care organizations have responded to this finding and have en-
couraged the use of the appropriate dosage that has been found to contribute to
better outcomes. The differences that are likely to persist will be those that relate
to controlling costs, leading to the following hypothesis:

Hypothesis 2D: Treatment with medications will be the
same between the managed care and indemnity insurance
systems, but practitioners at managed care plans will be
more likely to use generic substitutes and other lower-cost
alternatives.

This discussion has reviewed some of the findings related to differences in the
use of services between managed care plans and the indemnity insurance system.
These differences reflect the differences in financial incentives between capita-
tion and fee-for-service payment plans. In general, managed care plans use less in-
tensive and lower-cost services, with uncertain implications for the quality of care.
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Quality of Care

Quality-of-care studies among HMOs in the 1950s to the 1970s found that
the prepaid group practice and staff model HMOs provided care of equal or higher
quality compared with that provided by other community providers (Luft, 1987;
McFarland, 1994). Few studies have been conducted since the rapid growth of
managed care organizations. Currently, the Schizophrenia and Depression Pa-
tient Outcome Research Team projects are examining quality-of-care issues and
the impact of quality of care on patient outcomes. The MOS found process of care
differences, with lower rates of diagnosis and appropriate treatment in the HMO,
but this was largely explained by a greater reliance placed on primary care physi-
cians than physicians in the FFS practice setting, with greater reliance on mental
health specialists (Wells and Sturm, 1995). Under different carve-in and carve-
out arrangements, there may be substantial variations in the use of specialty ser-
vices among managed care organizations. As a result of these uncertainties, the
following hypothesis is suggested:

Hypothesis 2E: Adherence to quality-of-care criteria for the
diagnosis and treatment of mental illness will be equal
under the managed care and indemnity insurance systems,
but it will be greater when mental specialists are providing
care.

Outcomes of Care: Clinical, Health Status, Satisfaction, and Costs

It is easier to develop hypotheses regarding access to services and patterns of
use than to hypothesize the presence and direction of differences in outcome. The
hypothesized differences in structure and treatment process discussed above are
unlikely to equally affect outcomes. Those likely to have greater impacts are the
following:

1. Better access to primary care and preventive services for individuals in
managed care settings than for individuals with indemnity insurance coverage
may reduce unmet need for services.

2. Reduced access to specialty services for individuals in managed care
settings may lead to less adequate treatment and poorer outcomes than for indi-
viduals who are covered by indemnity insurance.

3. The provision of less intensive services of shorter duration in managed
care settings than in settings covered by indemnity insurance may lead to equal or
poorer outcomes.

There is some evidence to support the contribution of specialty care to better
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mental health outcomes, as found in the MOS for depression (Wells and Sturm,
1995). The receipt of specialty care was less likely in HMOs. The MOS examina-
tion of depression treatment and outcomes across fee-for-service and HMO prac-
tice settings is unique (Wells, 1989). Although one may want to draw conclu-
sions regarding the impact of the managed care system on mental illness treatment
and outcomes, it is important to remember that HMOs are not representative of
the range of today’s managed care plans and that most fee-for-service practitio-
ners are now practitioners for one or more different managed care plans (Gold et
al., 1995b). Studies of the impact of capitation payment in both public and pri-
vate systems have been conducted (Lurie et al., 1992), with mixed or uncertain
findings regarding outcomes. The traditional indemnity coverage is disappearing,
with Medicare beneficiaries and a small proportion of privately insured individu-
als remaining. Thus, the available evidence is stronger for differences in outcomes
between specialists and generalist practitioners than between managed care and
other settings covered by indemnity insurance.

Hypothesis 3A: Clinical status, health status, and
satisfaction outcomes will be better for those receiving
specialty care, no matter whether this is under the
managed care or the indemnity insurance system, but the
costs of specialty care will be higher than primary care.

The expectations that access to primary medical care is better in managed care
organizations than in settings covered by indemnity insurance, plus the MOS find-
ings comparing HMO and FFS practice settings, lead to the following hypothesis:

Hypothesis 3B: Population-based outcomes will be better in
the managed care setting than in settings covered by
indemnity insurance; greater access to primary care
services and utilization of preventive and screening
services will lead to lower levels of unmet need, although
more limited access to specialty services in the managed
care setting will contribute to poorer outcomes among
those treated.

Unfortunately, there do not appear to be any studies that can support or re-
fute this hypothesis. This requires the linkage of epidemiological studies compar-
ing the need for care with utilization data and outcomes assessment. The method-
ology might build on the work of Shapiro et al. (1985), who linked indicators of

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


APPENDIX C 323

need for mental health services to consumer-reported use of services using the
National Institute of Mental Health (NIMH) Epidemiologic Catchment Area
Study (Baltimore). The missing elements include indicators of the quality of care
received and a strategy for measuring outcomes.

Past studies of Medicare beneficiaries and their satisfaction with care under the
HMO and FFS systems have found no overall difference in satisfaction. However,
there was greater satisfaction with waiting times and claims processing in HMOs
and greater satisfaction with practitioner competence and practitioner willingness
to discuss problems in the FFS system (Rossiter et al., 1989). Current work by the
Center for Mental Health Services (CMHS) to standardize a consumer-oriented
satisfaction survey will aid in understanding these relationships for behavioral health
care. Consideration of the incentives and what is known leads to the following
hypothesis:

Hypothesis 3C: Patient satisfaction with waiting times,
financial arrangements, and out-of-pocket costs will be
greater in managed care plans; whereas satisfaction with
choice of practitioner and practitioner communication will
be greater in settings covered by indemnity insurance.

The financial incentives and the success of managed mental health care in
reducing hospitalizations suggest that the costs of care should be lower in man-
aged care.

Hypothesis 3D: The costs of care covered by indemnity
insurance will be higher than costs in the managed care
system after adjusting for the severity and mix of patients
treated.

The literature does not appear to contain studies on the cost of mental illness
that rigorously compare services between the managed care and indemnity insur-
ance systems. Case mix adjustment is a key feature of such a comparison.

Summary

The incentives inherent in managed care plans versus those in settings cov-
ered by indemnity insurance ensure that there will be important differences in
access and treatment patterns, and these may lead to significant differences in
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outcomes. Neither form of financing and organization is inherently better, but
managed care brings a population focus that is critically important in any effort to
improve the health of all Americans.

Overall, managed care may provide better access to care for most Americans
and will likely provide less costly and intensive services. The value of intensive
services varies, and their impacts on outcomes are uncertain. A desirable goal for
research on consumer outcomes is to ensure that the potential of managed care to
make a positive difference in health outcomes is achieved. There appears to be
little question that it is achieving its objective to control or reduce health care
costs.

ROLE OF CONSUMER OUTCOMES RESEARCH

The expectations have been very high that research using information on
patient outcomes can clarify what is appropriate treatment, for whom, and under
what circumstances. Outcomes are broadly conceptualized to include disease or
clinical measures, health status (physical, mental, and social functioning), quality
of life (satisfaction with health status), and satisfaction with the care process.
Also, the costs of care are sometimes included. When the U.S. Congress estab-
lished the Agency for Health Care Policy and Research in 1989, it specifically
directed it to establish a research program on the effectiveness of health care on
the basis of patient outcomes. The initial focus was on the Medicare population
and the conditions in which a high degree of variability in treatment patterns
could be documented and for which costs were high (Wennberg, 1987). This
focus has been broadened to other population groups, and the focus on outcomes
research has been adopted by other agencies, including NIMH, the U.S. Depart-
ment of Veterans Affairs, and others.

The experience in outcomes research to date has provided important insights
and some valuable lessons. The available statistical methods and measurement
tools are being pushed to their limits in efforts to link treatment variations to
outcomes in naturalistic (quasiexperimental) study designs. Both need to be im-
proved. Outcomes are multidimensional, and some dimensions may improve while
others decline. Relatively little is known about patient, family, practitioner, payer,
and society’s preferences for different dimensions, but investigators are trying to
learn (Kleinman, 1995). Lastly, treatment efficacy trials, which look for signifi-
cant mean differences in one or more clinical outcomes, are much less ambitious
than effectiveness research, which looks for the best match of a treatment to pa-
tient characteristics to maximize outcomes for an individual consumer.

Outcomes research must be viewed as a long-term investment in reorienting
the health and mental health care systems to place greater value on their most
important output: maintenance and improvement of functional status and health-
related quality of life. Achieving this goal will require improvements in preven-
tive, treatment, and rehabilitative services for behavioral health problems. Out-
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comes and effectiveness research is one means for identifying opportunities for
improvement in services by providing new insights into the critical managed care
question: how can services be organized and provided to defined populations to
maintain and improve health outcomes at a reasonable cost? To ensure the rel-
evance and application into practice of the findings of outcomes research, a close
alignment between outcomes research priorities and the issues facing managed
care will be needed.

RESEARCH PRIORITIES

The challenge of setting priorities in an area of health care that is rapidly
changing and that is relatively poorly understood by researchers is significant.
Research has traditionally required long-term investments to produce informa-
tion that can be used by policymakers, practitioners, regulators, consumers, and
other users. Maximization of the value of a long-term investment strategy, and at
the same time responsiveness to more immediate demands for information, sug-
gest the need for an integrated strategy in which key elements of managed care are
characterized and efforts are made to stimulate researchers to examine these ele-
ments in a variety of settings. The long-term research question to be addressed is
the following: how can health and mental health care be better managed (orga-
nized, financed, and delivered) to achieve the full range of outcomes desired by
payers, practitioners, consumers, and the public? In a rapidly changing environ-
ment, priority may be given to using research to assess the adverse risks of change
on quality of care and patient outcomes. This is an important priority and should
be pursued. At the same time, a changing environment opens opportunities for
innovation that may not be found at other times. Now is a time to encourage
researchers to conceptualize and evaluate innovative strategies for providing
health care that break from tradition. Health services researchers should be ask-
ing the question, “If American health care were being redesigned from the bot-
tom up, what type of health care system should be developed to meet the needs of
persons with behavioral health problems?” This might involve a very different
mix of health care practitioners and might redefine the roles of patients, families,
and practitioners.

In the following discussion a simple framework for examining mental health
care management and outcomes will be used to suggest research topics and priori-
ties related to patient outcomes. A caution is offered, however, in listing specific
issues: the attention tends to be focused on system components and not the over-
all system structure. Both need to be addressed in outcomes research.

Assumptions

In an effort to focus on specific priorities, assumptions concerning care for a
mental illness and the overall care management process will be made. The first
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assumption is that mental illness is frequently recurrent or chronic in nature, and
its care should be approached from a perspective of long-term management and
the prevention of a recurrence. The importance of this assumption is that it sug-
gests that the patient and family need to be full participants in the management of
the care and in decision-making processes, or the goals of preventing recurrences
and maximizing long-term outcomes are less likely to be achieved.

The second assumption is that managing care involves managing access; di-
agnosis, treatment, and maintenance; and rehabilitative care. In Table C.1, there
is an effort to identify some of the elements used in managing these three stages in
the care process. These will be discussed more fully as specific priority recommen-
dations are made.

A third assumption is that research on the care of persons with the greatest
needs should be given higher priority, as should research on preventing the worst
outcomes of mental illness.

By using these assumptions and the elements in Table C.1, the potential for
managed care to improve the delivery of mental health care will be examined to
identify priority topics for research.

TABLE C.1 Managing Care: Elements of the Process

Access to care: Consumer, family, and practitioner roles
• Recognition of problem
• Recognition of need for care
• Decision to seek/provide care
• Barriers to receiving/providing care

Diagnosis and treatment
• Diagnostic criteria
• Practitioner—primary care or specialty care (physician or nonphysician)
• Treatment guidelines
• Follow-up arrangements to ensure continuity and maintenance
• Utilization controls
• Financial incentives to practitioner and patient
• Limits of coverage
• Role of family, employer, and self-help groups

Rehabilitation
• Assessment of need for services
• Limits of coverage
• Cost and utilization controls
• Follow-up arrangements
• Role of family, employer, and self-help groups

xxx
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Population-Based Mental Health Outcomes: Opportunities for
Improvement

Under the managed care system, there is a need to address both population-
and patient-based outcomes. Population- and patient-based outcomes have not
been addressed in the indemnity insurance system. Three observations from the
literature regarding mental illness care provide the basis for discussing opportuni-
ties for improvements of population-based outcomes. First, mental illnesses tend
to go undiagnosed and untreated, leading to high levels of unmet needs for care
(Shapiro et al., 1985). These tend to be higher than those for somatic disorders.
When diagnosed, mental illnesses are frequently inadequately or inappropriately
treated, as is true of many somatic health problems. Even when treatment is initi-
ated, many patients fail to continue treatment, fail to complete referrals, and are
lost to follow-up, maintenance, and rehabilitative care. This, too, is true of the
care for many chronic somatic disorders. Taken together, population-based out-
comes are driven by the combination of unmet needs for care, inadequately or
inappropriately met needs when services are received, and a lack of effective long-
term maintenance strategies to maximize long-term outcomes.

For example, in the early days of the National Heart, Lung, and Blood Insti-
tute National High Blood Pressure Education Program, it was noted that 50 per-
cent of those with high blood pressure knew it, 50 percent of those who knew it
were receiving care for high blood pressure, and 50 percent of those who were
receiving care had their blood pressures under adequate control. From a popula-
tion-based perspective, 12.5 percent were achieving the desired clinical outcome.
This low rate of effective care for a population with a specific health problem may
be quite similar to the current situation in the treatment of behavioral health
problems. Efficacious treatments are available for most mental illnesses. The chal-
lenge is to bring those who can benefit from treatment under effective and ongo-
ing clinical management.

How can research on managed care accelerate the development and imple-
mentation of effective strategies for addressing these three major determinants of
poorer health outcomes? The following are suggested elements in a strategy for
achieving this goal. In each of these elements, there is the issue of the cost of care
and the need to identify efficient service strategies to achieve good outcomes.

Structure of Managed Care

The observation that managed care is rapidly changing and evolving is taken
as a truism. For this reason, the study of managed care as an entity is not as rel-
evant as it was in the previous two decades when HMOs were relatively stable and
were compared with FFS medicine. Hence, it becomes important to understand
the impacts of the specific mechanisms used to manage care and how combina-
tions of these mechanisms affect access, processes of care, and outcomes. As yet,

Copyright © National Academy of Sciences. All rights reserved.

Managing Managed Care: Quality Improvement in Behavioral Health
http://www.nap.edu/catalog/5477.html

http://www.nap.edu/catalog/5477.html


328 MANAGING MANAGED CARE: QUALITY IMPROVEMENT IN BEHAVIORAL HEALTH

there is little research on specific mechanisms beyond capitation payment (Me-
chanic et al., 1995) and the need for precertification for inpatient services (Frank
and Brookmeyer, 1995).

Another reason for focusing research on managed care mechanisms and their
impacts on outcomes of care is the increasing difficulty of identifying opportuni-
ties to compare managed care with “unmanaged” or settings covered by indem-
nity insurance without some managed care features. The current research oppor-
tunities are evolving toward comparisons of populations that receive care under
different managed care mechanisms that may be applied with varying degrees of
rigor and consistency.

An example of managing care for persons with severe and disabling mental
illness is the Program for Assertive Community Treatment (PACT). This has
been evaluated over the past two decades and has demonstrated positive out-
comes at a cost comparable to or less than that for long-term hospitalization (Stein
and Test, 1985). Recent work is showing a relationship of outcomes to the degree
of fidelity to the PACT model (McGrew et al., 1994). Similarly, research is needed
to measure the relationship between managed behavioral health care strategies
and outcomes.

Problem Recognition

Population-based health care needs efficient strategies for recognizing behav-
ioral health problems. Multiple foci should be explored, including enhancing prac-
titioners’ abilities to recognize behavioral health problems and provide them with
incentives to diagnose such problems, examining the role of the employer (e.g.,
employee assistance programs), and examining the role of the family and consumer.
However, recognition of a behavioral health problem is not sufficient. Research is
needed on effective strategies to decrease the stigma associated with behavioral
health problems and to make consumers and families more willing to enter care.
This could involve research on strategies for public education and opportunities for
consumers to assess their own problems by having access to screening instruments
and referral guidelines. The question is how can the unmet needs of enrolled popu-
lations be more effectively addressed at a reasonable cost?

Entering the Care Process

As the managed behavioral health care system grows, many questions are
being raised. Are there new models for engaging consumers with behavioral health
problems in the care process? What is the role of the primary health care system,
in which the majority of patients are treated for behavioral health problems? How
can outcomes measurement strategies encompass both those who enter care and
those who do not? One of the major concerns is whether it will be known if the
managed care system is reducing the number of individuals with unmet needs. An
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example of a research and demonstration strategy is being implemented by the
Mental Health Outcomes Roundtable. It is testing the feasibility of using comple-
mentary strategies to measure population- and patient-based outcomes using a
population survey and patient questionnaires (Flynn and Steinwachs, 1995). One
concern is whether or not there are measurement tools and strategies that can do
this at a reasonable cost. The National Committee for Quality Assurance’s
(NCQA’s) Health Plan Employer Data and Information Set (HEDIS) report cards
have pushed managed care organizations to be concerned with population-based
measures of access for preventive care; comparable measures are needed for behav-
ioral health care.

Choice of Provider: Cost and Effectiveness

As indicated above, the PACT model of team care has been the subject of
extensive research on cost and effectiveness. As the managed behavioral health
care system attempts to put together provider panels and teams to care for the full
spectrum of mental illness and substance abuse problems, there will be questions
regarding what makes a cost-effective team, when a team approach is needed, and
how mental health professionals should be trained in the future to participate in
managed care. In many ways very little is known about staffing and organizational
options and how they contribute to consumer outcomes and costs. This issue also
touches on the structure of medical practice (e.g., prescription privileges), self-
care and consumer-organized care (e.g., clubhouses), and the roles of the different
professional groups now providing mental health care. There appears to be little
research on how to put together the managed care team for population-based
management, and this is critically important to the future of managed care.

Treatment Strategy

Mental health is beginning to adopt practice guidelines and promote quality-
of-care research that is comparable to research on medical and surgical condi-
tions. The general impression is that mental health has lagged behind medicine
in efforts to move toward explicit quality-of-care criteria (guidelines). Yet, the
efficacies of treatments for mental illnesses are in many ways better established
than the efficacies of treatments for many medical problems (NIMH, 1993). Us-
ing the results of efficacy studies and effectiveness research, the process of devel-
oping quality-of-care criteria needs to be accelerated if the information needed to
assess quality of treatment under any and all forms of managed care is to be avail-
able. Mental health quality-of-care research needs to recognize the special roles of
consumers and families in the care of individuals with chronic and recurring ill-
nesses. There are effective ways to involve the family in the care process to im-
prove outcomes, and these should be part of high-quality care (Lehman, 1995).

Individuals may not receive high-quality care for many reasons. Failures may
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occur in the system, the practitioner may not diagnose the illness or prescribe
medications consistent with quality standards, and the patient may not adhere to
the practitioner’s directions. In research, special attention also needs to be given
to the consumer’s incentives to be a full participant in the care process, not just
the practitioner’s incentives to diagnose and treat the consumer effectively. High
proportions of patients are reported to drop out of treatment and to stop taking
medications. It appears that relatively little is known about how to engage con-
sumers and families in the long-term process of chronic disease management. Es-
sentially, research into ways to support consumers and families in integrating the
care process into their daily lives is needed.

Targeting High-Risk, High-Cost Patients

The success of many health care interventions lies in the capacity to effi-
ciently identify high-risk cases and intervene effectively. It is not clear that there
has been sufficient progress in developing useful criteria for identifying high-risk
or high-cost patients that can be used by managed care plans to target individuals
and groups for outreach and active case management. Complicating the problem
is the frequent observation that high-risk and high-cost patients have multiple
morbidities (comorbidity) and may require specially integrated treatment systems.
Current research on cost-effective models for integrated treatment of
comorbidities appears to be lacking. If cost-effective strategies to manage high-
cost patients are not tested and evaluated, the incentives of managed care may
lead to minimal maintenance strategies that attempt to contain costs and that
may not maximize outcomes.

Priorities Among Elements of Managed Care

Other elements in care management will need to be examined critically if
there is to be a truly managed health care system that respects the consumer and
family roles and achieves goals related to outcomes of care and costs. A poten-
tially effective strategy for developing a full research agenda on managed care
outcomes would be to bring together all the stakeholders in managed behavioral
health care, including consumers and families, payers, regulators, practitioners,
policymakers, and researchers. The objective would be to define the long list of
researchable issues and to identify priorities. The product could be a national plan
that could serve the very useful role that the NIMH National Plan to Improve
Care for Persons with Severe and Persistent Mental Illness did in the early 1990s
(NIMH, 1990). The purpose of the plan would be to focus research resources and
researchers on key issues in the rapidly changing system.
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STRATEGIES FOR FILLING THE GAPS IN KNOWLEDGE

Substantial gaps in knowledge related to behavioral health care exist, and
the system is in a process of change that does not allow the leisure of relying solely
on long-term research strategies if the direction of change is to be influenced
through research. This suggests that a mix of strategies may be needed if current
demands for better information are to be met and if the long-term needs for infor-
mation to improve treatment and service systems are to be ensured.

Secondary Data Strategies, Health Statistics, and Report Cards

One of the highest priorities for research should be the development and
testing of measures of population-based behavioral health care performance that
could be incorporated into report cards. HEDIS and NCQA have begun the pro-
cess, but measures of mental health care are less well developed than some of
those for preventive services and other chronic diseases (e.g., diabetes).

A range of research issues is involved, including quality-of-care measurement
(i.e., what care predicts good outcomes), population-oriented as well as patient-
oriented measures, and valid and reliable strategies for obtaining measures at rea-
sonable costs. Work by CMHS has provided measures of satisfaction, and the
Mental Health Outcomes Roundtable is testing disease-specific modules for de-
pression and schizophrenia plus population-based survey strategies (Flynn and
Steinwachs, 1995). The Managed Behavioral Health Association is developing
and testing its report card. This work needs to be accelerated and substantially
expanded. It should include both public and private initiatives. Notable is the
absence from almost all report cards of outcomes measures except in the area of
satisfaction. This limitation of current report cards urgently needs to be addressed.

Attention needs to be given to national survey strategies in the new managed
care world. The traditional tracking of specialty practitioners and services by
CMHS needs to be reconsidered, and ways to incorporate measures of quality and
consumer outcomes need to be examined. This may be the only way to track
trends over time and to produce timely information on changes in the overall
system.

Strategies for Outcomes Management Systems

Increasingly, managed care organizations are attempting to track outcomes and
link this information to costs (Burlingame et al., 1995). As early experience sug-
gests (Steinwachs et al., 1994), the routine collection of outcomes information is
not simple, and the interpretation of this information for quality improvement is
frequently uncertain and can be a complex task. This is an excellent area in which
the use of considering multisite outcomes tracking and quality improvement efforts
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should be considered. No single organization may be able to invest the time and
resources needed to adapt research instruments to everyday use and the analytic
expertise to analyze and interpret the results. Furthermore, no single organization
can know how well it is doing compared with the performance of other practitioners
(e.g., benchmarking). The model of outcomes data collection being developed by
the Managed Health Care Association Consortium on Outcomes Management,
the Mental Health Outcomes Roundtable, and the Foundation for Accountability
needs to be examined critically and could become part of a national research dem-
onstration agenda. The goal would be quality improvement, and the products would
include report card strategies for ensuring accountability.

Focusing on Mechanisms for Managing Care

The focus on research into the impact of mechanisms for managing care on
consumer outcomes will require new partnerships between researchers and man-
aged care organizations. There has been limited experience in developing these
partnerships from either the researcher or the managed care perspective. One way
to accelerate this process may be to address two fundamental concerns. First, well-
developed models (including model contracts) that protect the interests of both
the researcher and the managed care organization are needed. Second, funding
sources need to be available to promote joint research, much as there has been
NIMH funding to promote mental health research in the public sector. A key
factor toward success is likely to be the choice of research topics that can bring
together the interests of the two parties and that do not involve high levels of risk
for either party.

Research on the long-term role of consumers and their families in the suc-
cessful management of care is also going to be important and may involve work-
ing with family and consumer groups, since people switch insurance and managed
care plans. Collaborations with consumer and family groups could also benefit
from similar investments in developing models for productive relationships and
providing targeted support.

Research and Demonstrations on Improved Systems for
Mental Health Care

Managed care is making changes, some of which are considered radical, but
most are on the margins of current medical practice. One potential drawback of
incremental change is that it may not lead to real innovation in treatment and
improvement in consumer outcomes. This can result from a series of incremental
changes that do not lead to a well-defined vision of what the future health care
system should be. There needs to be an effort to solicit the best thinking of re-
searchers and the managed care system regarding innovative models for managed
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behavioral health care. These could be funded under research and demonstration
authority if they were related to the Medicare or Medicaid programs. The key is to
attempt to move the research agenda to address issues that are in front of where
managed care is making its changes today. Otherwise, the danger is that research-
ers will too easily focus their energies on evaluating the changes introduced by
managed care and not think creatively about what managed care should be. Re-
search and demonstration initiatives should target innovative models that break
from tradition by testing alternative ways to manage care, provide services, and
monitor outcomes.

SUMMARY AND CONCLUSIONS

The growth of managed behavioral health care is making this one of the most
interesting times in U.S. health care, yet it is placing many consumers at consid-
erable risk when existing care arrangements are disrupted. Without systems for
measuring quality of care and patient outcomes, the documentation of the impact
of change may be no more than a series of anecdotal stories. There is an urgent
need to develop and improve measurement tools (quality of care, access, and out-
comes) and to refine research designs that can make it possible to monitor and
evaluate the end results of health care, that is, consumers’ health outcomes. The
proposed research focus on how to manage care effectively and efficiently is a
long-term agenda. An evaluation of each new type of managed care organization
would appear to be of limited value since these organizations usually change con-
sequentially by the time the results become available. There is value in focusing
on the specific mechanisms used to manage care and their consequences for con-
sumer outcomes.

The promise of managed care needs to be more clearly conceptualized than it
has been. The research agenda needs to examine critically mechanisms and strate-
gies for achieving positive outcomes for consumers through a population-based fo-
cus on health and mental health care. Although the challenges for outcomes re-
search are great, the potential to improve consumer health outcomes and control
costs will only succeed if there is an ever growing base of information that links the
processes of behavioral health care to the outcomes valued by consumers.
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D

Public Workshop Agendas and
Participants

INSTITUTE OF MEDICINE
NATIONAL ACADEMY OF SCIENCES

Committee on Quality Assurance and Accreditation Guidelines
for Managed Behavioral Health Care

PUBLIC WORKSHOP AGENDA
April 18, 1996

Cecil and Ida Green Building
2001 Wisconsin Avenue, NW, Room 104

Washington, DC

9:00 Welcome and Introductions
Jerome Grossman, Committee Chair
Constance Pechura, Director, IOM Division of Neuroscience and
Behavioral Health
Margaret Edmunds, Study Director
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Invited Speakers

9:15 Building Accountability Systems for Quality in Managed Behavioral
Health Care

 Margaret O’Kane, President, National Committee for Quality
Assurance, Washington, DC

9:30 Discussion

9:40 Implementation of the ASAM Patient Placement Criteria
David Mee-Lee, Medical Director, Community Systems, Castle
Medical Systems, Honolulu, HI, and Co-Author, Patient Placement
Criteria for the Treatment of Psychoactive Substance Abuse
Disorders American Society of Addiction Medicine

9:55 Discussion

10:05 Ensuring Meaningful Participation of Consumers in Program
Evaluation, Quality Assurance, Service Provision, and Rights
Protection Under Managed Care

Daniel Fisher, Director, National Empowerment Center, and
Medical Director, Eastern Middlesex Human Services, Wakefield,
MA

10:20 Discussion

10:30 Break

10:45 PERMS: The American Managed Behavioral Health Care Association
(AMBHA)

John Bartlett, Executive Vice President for Quality Improvement,
Magellan Health Services, Atlanta, GA, and Chair, AMBHA
Committee on Quality Improvement and Clinical Services

11:00 Discussion

11:10 Measurement of HMO Performance with Behavioral Health Standards
Susan Goldman, Manager of Behavioral Health Services, John
Hancock Mutual Life Insurance Company, Boston, MA

11:25 Discussion

11:35 Accreditation of Managed Behavioral Health Care
Paul Schyve, Senior Vice President, Joint Commission on
Accreditation of Healthcare Organizations, Chicago, IL

11:50 Discussion
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12:00 Quality Activities and the Health Care Financing Administration
(HCFA)

Robert Valdez, Deputy Assistant Secretary for Health and Director
of Interagency Health Policy, HCFA, Washington, DC

12:15 Discussion

12:25 Lunch

1:00 Public Statement Session
Time slots appear in 15-minute intervals to allow for a 10-minute
presentation followed by a 5-minute discussion period

1:00 Ron Manderscheid, Substance Abuse and Mental Health Services
Administration, Center for Mental Health Statistics, Rockville, MD

1:15 Geoffrey Reed, American Psychological Association, Washington,
DC

1:30 Mark Parrino, American Methadone Treatment Association, New
York,  NY

1:45 Linda Kaplan, National Association of Alcoholism and Drug Abuse
Counselors, Arlington, VA

2:00 Rita Vandivort, National Association of Social Workers, Washington,
DC

2:15 Raphael Metzger, National Coalition of Hispanic Health and Human
Services Organizations, Washington, DC

2:30 Sarah Stanley, American Nurses Association, Washington, DC

2:45 William Dennis Derr, Mobil Corporation EAP, Princeton, NJ

3:00 Gwen Rubinstein, Legal Action Center, Washington, DC

3:15 Break

3:30 Elizabeth Edgar, National Alliance for the Mentally Ill, Arlington,
VA

3:45 Donald Galamaga, Rhode Island Department of Retardation, Mental
Health and Hospitals, Providence, RI

4:00 Elizabeth Hadley, National Association of Insurance Commissioners,
Washington, DC

4:15 Linda Bresolin, American Medical Association, Chicago, IL
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4:30 Sybil Goldman, National Technical Assistance Center for Children’s
Mental Health, Georgetown University Child Development Center,
Washington, DC

4:45 Golnar Simpson, National Federation of Societies for Clinical Social
Work, Inc., Boston, MA

5:00 Michael Faenza, National Mental Health Association, Alexandria, VA

5:15 Ray Bridge, Northern Virginia Mental Health Consumers Association,
Falls Church, VA

5:30 Closing Comments

Reception

INSTITUTE OF MEDICINE
NATIONAL ACADEMY OF SCIENCES

Committee on Quality Assurance and Accreditation Guidelines
for Managed Behavioral Health Care

PUBLIC WORKSHOP
April 18, 1996

WORKSHOP PARTICIPANTS

John Bartlett, Executive Vice President for Quality Improvement, Magellan
Health Services,  Atlanta, GA

Linda Bresolin, Director, Department of Women’s and Minority Health,
American Medical Association, Chicago, IL

Ray Bridge, Chair, Northern Virginia Mental Health Consumer’s Association,
Falls Church, VA

Jackie Bryan, Director of Health Policy, Association of State and Territorial
Health Officials, Washington, DC

Jeff Buck, Acting Director, Office of Policy and Planning, Center for Mental
Health Statistics, Substance Abuse and Mental Health  Services
Administration, Rockville, MD

Mady Chalk, Director of Managed Care Initiatives, Center for Substance
Abuse Treatment, Substance Abuse and Mental Health Services
Administration, Rockville, MD
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William Dennis Derr, Manager, Employee Assistance Program, Mobil
Corporation, Member, Employee Assistance  Professionals Association,
Princeton, NJ

Elizabeth Edgar, State Issues Coordinator, National Alliance for the Mentally
Ill, Alexandria, VA

Michael Faenza, President and CEO, National Mental Health Association,
Alexandria, VA

Daniel Fisher, Director, National Empowerment Center, Lawrence, MA
Susan Fitzpatrick, Training Coordinator, On Our Own of Maryland, Inc.,

Baltimore, MD
Donald P. Galamaga, Executive Director, Division of Integrated Mental Health

Services, Rhode Island Department of Mental Health and Retardation and
Hospitals, Cranston, RI

Don Galvin, President, Commission on Accreditation of Rehabilitation
Facilities, Tucson, AZ

Robert W. Glover, Executive Director, National Association of State Mental
Health Program Directors, Alexandria, VA

Nancy Goetschius, Health Insurance Specialist, Health Care Financing
Administration, Baltimore, MD

Susan Goldman, Manager of Behavioral Health Services, John Hancock
Mutual Life Insurance Company, Boston, MA

Sybil Goldman, Associate Director, National Technical Assistance Center for
Children’s Mental Health, Georgetown University, Washington, DC

John Gustafson, Executive Director, National Association of State Alcohol and
Drug Abuse Directors, Washington, DC

Elizabeth Hadley, Associate Counsel for Health Policy, National Association of
Insurance Commissioners, Washington, DC

Jeff Harris, Senior Policy Analyst, Health Policy Studies Division, National
Governors’ Association, Washington, DC

Judith Hines, Interim Co-Director, Council on Accreditation of  Services for
Families and Children, New York, NY

Robert Huebner, Chief, Health Services Research, National Institute on
Alcohol Abuse and Alcoholism, Rockville, MD

Corinne Husten, Medical Officer, Office on Smoking and Health, Centers for
Disease Control and Prevention, Atlanta, GA

Marcia Jones, Health Care Attorney, Division of Health Policy, American
Foundation of State, County  and Municipal Employees, Washington, DC

Linda Kaplan, Executive Director, National Association of Alcoholism and Drug
Abuse Counselors, Arlington, VA

Nancy Kennedy, Managed Care Coordinator, Center for Substance Abuse
Prevention, Substance Abuse and Mental Health  Services Administration,
Rockville, MD

Kenneth A. Kessler, President, American Psych Systems, Bethesda, MD
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Chris Koyanagi, Director of Government Affairs, Bazelon Center for Mental
Health Law, Washington, DC

Beverly B. Long, President, World Federation for Mental Health, Atlanta, GA
Bob Lubran, Chief, Quality Assurance and Evaluation Branch, State Programs

Division, Center for Substance Abuse Treatment, Substance Abuse and
Mental Health Services Administration, Rockville, MD

Irene Lynch, Collaborative Support Programs, Aleppos Foundation, NJ
Ron Manderscheid, Chief, Survey and Analysis Branch, Center for Mental

Health Statistics, Substance Abuse and Mental Health  Services
Administration, Rockville, MD

Thomas McLellan, Professor, Department of Psychiatry, School of Medicine,
University of Pennsylvania, Philadelphia, PA

David Mee-Lee, Medical Director, Community Systems, Castle Medical Center,
Honolulu, HI

Raphael Metzger, General Counsel, National Coalition of Hispanic Health and
Human Services Organizations, Washington, DC

J.  Peter Nixon, Senior Policy Analyst, Service Employees International
Union, Washington, DC

Margaret O’Kane, President, National Committee for Quality Assurance,
Washington, DC

Mark Paris, Senior Policy Analyst, Mental Health Quality, Directorate of
Quality Management, Office of the Assistant Secretary of Defense, U.S.
Department of Defense, Washington, DC

Mark W. Parrino, President, American Methadone Treatment Association, Inc.,
New York, NY

Lee Partridge, Director of Health Policy Unit, American Public Welfare
Association, Washington, DC

Linda Peltz, Medicaid Analyst, Medicaid Bureau, Health Care Financing
Administration, Baltimore, MD

Natan Polster, Adolescent Medicine Newsletter, Washington, DC
Lane Porter, DC Health Law Consultant, Washington, DC
Lucille Pritchard, National Mental Health Association, Alexandria, VA
Susan Probyn, Senior Manager, Quality Improvement Initiatives, American

Association of Health Plans, Washington, DC
Dan Quinn, Media Associate, Office of News and Public Information, National

Academy of Sciences, Washington, DC
Geoffrey Reed, Assistant Executive Director for Professional Development,

American Psychological Association, Washington, DC
Annette U. Rickel, Clinical Psychiatry Professor, Department of Psychiatry,

Georgetown University, Washington, DC
Larry Robertson, Consultant to the Center for  Substance Abuse Treatment,

Substance Abuse and Mental Health Services Administration, Johnson, Bassin
and Shaw, Silver Spring, MD
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Gail Robinson, Mental Health Policy Resource Center, Washington, DC
E. Clarke Ross, Executive Director, American Managed Behavioral Health Care

Association, Washington, DC
Gwen Rubinstein, Health Policy Associate, Legal Action Center, Washington,

DC
Jenny Schnaier, Health Research Policy Analyst, Research Triangle Institute,

Washington, DC
Paul Schyve, Senior Vice President, Joint Commission on Accreditation  of

Healthcare Organizations, Oakbrook Terrace, IL
Claire Sharda, National Committee for Quality Assurance, Washington, DC
Golnar Simpson, National Federation of Societies for Clinical Social Work, Inc.,

Arlington, VA
Sarah Stanley, Director of Nursing Practice, American Nurses Association,

Washington, DC
Tom Stantis, National Association of State Alcohol and Drug Abuse Directors,

Washington, DC
Robert Valdez, Deputy Assistant Secretary for Health, Interagency Health

Policy, U.S. Department of Health and Human Services, Washington, DC
Rita Vandivort, Senior Staff Associate for Mental Health and Addiction,

National Association of Social Workers, Washington, DC
Linda R. Wolf Jones, Executive Director, Therapeutic Communities of America,

Washington, DC
Anne Young, Center for Mental Health Statistics, Substance Abuse and Mental

Health  Services Administration, Rockville, MD
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INSTITUTE OF MEDICINE
NATIONAL ACADEMY OF SCIENCES

Committee on Quality Assurance and Accreditation Guidelines
for Managed Behavioral Health Care

PUBLIC WORKSHOP AGENDA
May 17, 1996

The Arnold and Mabel Beckman Center of the National Academy of Sciences
100 Academy Drive, Lecture Room

Irvine, CA

9:00 Welcome and Introductions
Jerome Grossman, Committee Chair
Margo Edmunds, Study Director

Invited Speakers

9:15 Council on Accreditation (COA): A Unique Combination of Generic
Standards and Service-Specific Standards for the Full Array

Judith Hines, Executive Director, Council on Accreditation of
Services for Families and Children, New York, NY

9:30 Discussion

9:40 Commission on Accreditation of Rehabilitation Facilities (CARF)
Accreditation Process and Standards in Behavioral Health Care

Tim Slaven, National Director, Behavioral Health Division,
Commission for the Accreditation of Rehabilitation Facilities,
Tucson, AZ

 9:55 Discussion

10:05 Utilization Review Accreditation Commission (URAC) Accreditation
Randall Madry, President, Utilization Review Accreditation
Commission, Washington, DC

10:20 Discussion
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10:30 Break

10:45 Behavioral Health Care Industry Perspectives on Proposed
Performance Indicators

Tom Trabin, Vice President, Informatics and Outcomes Initiatives,
CentraLink, Tiburon, CA

11:00 Discussion

11:10 Implementing Quality Improvement Programs
Peter Panzarino, Medical Director, Vista Behavioral Health Plans,
San Diego, CA

11:25 Discussion

11:35 Purchasers’ Perspectives on Quality
Catherine Brown, Senior Project Manager, Pacific Business Group
on Health, San Francisco, CA

11:50 Discussion

12:00 Lunch

1:00 Quality Issues as Seen by Benefits Consultants
Michael J. Jeffrey, Associate, William M. Mercer, Inc., Baltimore,
MD

1:15 Discussion

1:25 County Perspectives on Performance Measurement
Robert Egnew, Director, Behavioral Health Division, Monterey
County Health Department, Salinas, CA

1:40 Discussion

1:55 Managed Care, Public-Sector Style
Ann Froio, Director of Quality Management, ComCare, Phoenix,
AZ

2:10 Discussion

2:20 Technical Challenges for Outcomes Researchers in Health
Departments

Don Austin, Oregon Health Division and Centers for Disease
Control and Prevention, Atlanta, GA

2:35 Discussion

2:45 Closing Comments

3:00 Adjourn
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INSTITUTE OF MEDICINE
NATIONAL ACADEMY OF SCIENCES

Committee on Quality Assurance and Accreditation Guidelines
for Managed Behavioral Health Care

PUBLIC WORKSHOP
May 17, 1996

WORKSHOP PARTICIPANTS

Don Austin, Oregon Health Division, Portland, OR
Catherine Brown, Pacific Business Group on Health, San Francisco, CA
Robert Egnew, President, National Association of County Managed Behavioral

Health Directors, Behavioral Health Division, Salinas, CA
Ann Froio, Director of Quality Management, ComCare, Phoenix, AZ
Mary Graham, Director, Office of Economic Affairs and Practice Management,

American Psychiatric Association, Washington, DC
Judith Hines, Executive Director, Council on Accreditation of Services for

Families and Children, Inc., New York, NY
Michael Jeffrey, Associate, William M. Mercer, Inc., Baltimore, MD
Marcia Jones, Health Care Attorney, American Federation of State, County,

and Municipal Employees, Washington, DC
Randall Madry, President, Utilization Review Accreditation  Commission,

Washington, DC
Joan McCrea, Corporate Manager, Hughes Aircraft Company, EAP, Corporate

Human Resources, Los Angeles, CA
Mary Cesare Murphy, Director, Behavioral Health Accreditation Services,

Joint Commission on Accreditation of Health Care Organizations,
Oakbrook Terrace, IL

Peter Panzarino, Medical Director, Vista Health Plan, San Diego, CA
Gail Shultz, California Society of Addiction Medicine, Oakland, CA
Tim Slaven, National Director, Behavioral Health Division, Commission for

the Accreditation of Rehabilitation Facilities, Tucson, AZ
Tom Trabin, Vice President, Informatics and Outcomes Initiatives,

CentraLink, Tiburon, CA
Nancy Young, Children and Family Futures, Irvine, CA
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INSTITUTE OF MEDICINE
NATIONAL ACADEMY OF SCIENCES

Committee on Quality Assurance and Accreditation Guidelines
for Managed Behavioral Health Care

FOURTH COMMITTEE MEETING AGENDA
June 25-26, 1996

The Foundry Building
1055 Thomas Jefferson Street, NW, Room 2004

Washington, DC

8:30 Continental Breakfast

9:00 Welcome and Introductions
Jerome Grossman, Committee Chair
Constance Pechura, Director, IOM Division of Neuroscience and
Behavioral Health
Margo Edmunds, Study Director

Invited Speakers

9:15 Concerns of Mental Health Consumers and Family Members in
Managed Care

Laura Lee Hall, Deputy Director of Policy and Research, National
Alliance for the Mentally Ill, Arlington, VA

9:30 Discussion

9:40 Managed Care and Populations With Special Health Care Needs:
Child and Family Mental Health

Robert Cole, Director, Washington Business Group on Health,
Washington, DC

9:55 Discussion

10:05 Perspectives on Quality Management and Managed Care in the
Department of Defense

Mark Paris, Senior Policy Analyst, Mental Health Quality, Office
of the Assistant Secretary of Defense, Washington, DC

10:20 Discussion

10:30 Break
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10:45 Quality Issues in Managed Care for Seniors
Sarah Gotbaum, Director, Managed Care Project, United Seniors
Health Cooperative, Washington, DC

11:00 Discussion

11:10 Cultural Competence in Health Care
Julia Puebla Fortier, Director, Resources for Cross-Cultural Health
Care, Silver Spring, MD

11:25 Discussion

11:35 Coordination of Services for Native Americans
Reginald Cedar Face, Public Affairs Specialist, Pine Ridge
Hospital, Indian Health Service, Pine Ridge, SD

11:50 Discussion

12:00 Culturally Appropriate Managed Care for Asians and Pacific Islanders
Grace Wang, Medical Consultant, Association of Asian Pacific
Community Health Organizations, Oakland, CA

12:20 Discussion

12:30 Closing Remarks

INSTITUTE OF MEDICINE
NATIONAL ACADEMY OF SCIENCES

Committee on Quality Assurance and Accreditation Guidelines
for Managed Behavioral Health Care

FOURTH COMMITTEE MEETING
June 25, 1996

PARTICIPANTS LIST

Reginald Cedar Face, Public Affairs Specialist, Pine Ridge Hospital, Indian
Health Service, Pine Ridge, SD

Robert Cole, PhD, Director, Washington Business Group on Health,
Washington, DC

Sarah Gotbaum, PhD, Director, Managed Care Project, United Seniors Health
Cooperative, Washington, DC
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Committee on Quality Assurance and
Accreditation Guidelines for Managed

Behavioral Health Care

PRIVATE SECTOR
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Department of  Biomathematics and
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Health Insurance Association of America (HIAA) Joseph O’Hara
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Associations—State and County
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Value Behavioral Health Ian Schaffer
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William M. Mercer, Inc. Michael Jeffrey

Business and Industry
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Children and Families

Child Guidance Center Dennis Mohatt
Federation of Families for Children’s Mental Health Barbara Huff
National Association of Psychiatric Treatment Joy Midman

 Centers for Children
National Technical Assistance Center for Children’s Sybil Goldman

 Mental Health, Georgetown University

Consumer Organizations

Alcohol and Drug Abuse Association Anne Tafe
Center for the Study of Services, CHECKBOOK Robert Krughoff

 Magazine
Consumer Managed Care Network Laura Van Tosh
DC Consumer League Nancy Lee Head
Legal Action Center Gwen Rubenstein
Mental Health Consumers Association Ray Bridge
National Alliance for the Mentally Ill (NAMI) Elizabeth Edgar

Laurie Flynn
Laura Lee Hall

National Empowerment Center (NEC) Daniel Fisher
National Mental Health Association (NMHA) Michael Faenza

Lucille Pritchard
On Our Own of Maryland, Inc. Michael Finkle

Susan Fitzpatrick
Technical Assistance Collaborative Martin Cohen
The Information Exchange Burt Pepper
United Seniors Health Cooperative Sarah Gotbaum

Diversity

Association of Asian Pacific Community Health Grace Wang
 Organizations (AAPCHO)

National Coalition of Hispanic Health and Jane Delgado
Human Service Organizations (COSSHMO) Raphael Metzger

Pine Ridge Reservation Reginald Cedar Face
Resources for Cross-Cultural Health Care Julia Puebla Fortier

Policy Research

Bazelon Center for Mental Health Law Claudia Schlosberg
Chris Koyanagi

Center for the Advancement of Health Jessie Gruman
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Employee Benefits Research Institute Paul Fronstin
Intergovernmental Health Policy Project Lee Dixon

Molly Stauffer
Mental Health Policy Resource Center Leslie Scallet

Gail Robinson
Research Triangle Institute (RTI) Kathleen Lohr

James Lubalin
Science Applications International Corporation Judith Emerson

 (SAIC)

Publications

Adolescent Medicine Natan Polster
Advances Harris Dienstfrey
Health Affairs John Iglehart
Mental Health Report Patrick Cody

Unions

American Federation of State, County, and Marcia Jones
 Municipal Employees Ann Kempski

Service Employees International Union Peter Nixon

PUBLIC SECTOR

Affiliation Panel Member

Federal Government

U.S. Department of Health and Human Services
Agency for Health Care Policy and Research Lisa Simpson
Centers for Disease Control and Prevention Julie Fishman

Jeffrey Harris
Corinne Husten
Yvonne Lewis
Suzanne Smith

Health Care Financing Administration  (HCFA) Clarke Cagey
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National Institute on Alcohol Abuse and Faye M. Calhoun
 Alcoholism (NIAAA) Robert Huebner

Office of the Assistant Secretary for Health Robert Valdez
Substance Abuse and Mental Health Services Eric Goplerud

 Administration (SAMHSA)
         Center for Mental Health Services (CMHS) Jeff Buck

Paolo del Vecchio
     Ron Manderscheid

Anne Young
         Center for Substance Abuse Prevention (CSAP) Nancy Kennedy
         Center for Substance Abuse Treatment (CSAT) Mady Chalk

Bob Lubran
U.S. Department of Defense (DOD)

Office of the Assistant Secretary of  Defense Mark Paris
U.S. Navy Beverly Paige-Dobson

U.S. Department of Veterans Affairs (VA) Thomas B. Horvath

State Governments

Department of Mental Health and Addiction Susan Essock
Services, State of Connecticut

Department of Mental Health, Retardation, and Donald P. Galamaga
Hospitals, State of Rhode Island A. Kathyrn Power

Department of Public Health, Commonwealth of David H. Mulligan
Massachusetts

Mental Hygiene Administration, State of Maryland John Allen
Nebraska Department of Health Mark B. Horton
State of Oregon Health Division Don Austin
Texas Department of Health David R. Smith
Texas Department of Mental Health and Mental H. Ed Calahan

 Retardation Vijay Ganju
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Organizations That Submitted Written
Materials to the Committee

Organization Contact Person

American Managed Behavioral Healthcare E. Clarke Ross
Association

American Medical Association Linda Bresolin
American Methadone Treatment Association Mark Parrino
American Nurses Association Sarah Stanley
American Psych Systems Kenneth Kessler
American Psychological Association Geoffrey Reed
American Society on Addiction Medicine David Mee-Lee

Michael Miller
Association of Asian Pacific Community Health Grace Wang

Organizations
Council on Accreditation of Services for Children Judith Hines

and Families
Employee Assistance Professionals Association William Dennis Derr
Federation of Families for Children’s Mental Sybil Goldman

Health
Institute for Behavioral Health Care Tom Trabin
John Hancock National Account Services Susan Goldman
Joint Commission on Accreditation of Healthcare Paul Schyve

Organizations Carol Newcomb
Legal Action Center Gwen Rubinstein
Medstat Group Leigh Ann Albers
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National Alliance for the Mentally Ill Elizabeth Edgar
National Association of Alcoholism and Drug Abuse Linda Kaplan

Counselors
National Association of Insurance Commissioners Elizabeth Hadley
National Association of Social Workers Rita Vandivort
National Coalition of Hispanic Health and Human Raphael Metzger

Services Organizations
National Committee for Quality Assurance Margaret O’Kane

Claire Sharda
National Empowerment Center Daniel Fisher
National Federation of Societies for Clinical Social Anne Kilguss

Work Golnar Simpson
National Mental Health Association Michael M. Faenza
National Technical Assistance Center for Children’s Sybil Goldman

Mental Health
Northern Virginia Mental Health Consumers Ray Bridge

Association
Rehabilitation Accreditation Commission Tim Slaven
University of Wisconsin at Madison Richard Brown
Utilization Review Accreditation Commission Randall Madry
Vista Health Plans Peter Panzarino

Public Sector

Center for Mental Health Services, Substance Abuse Jeff Buck
and Mental Health Services Administration Ronald Manderscheid

Center for Substance Abuse Treatment Mady Chalk
Centers for Disease Control and Prevention Corinne Husten
Rhode Island Department of Mental Health, A. Kathryn Power

Retardation, and Hospitals Donald Galamaga
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Index

A

Access to care
barriers to, 169-171
for children and adolescents, 152-153,

154
concerns about managed care, 168-169,

316-317
cultural competency as factor in, 174
definition, 171
gender differences, 175
measures of, 4-5, 142, 171-174, 175,

178-180
need for care and, 174-175, 178
negative effects of limiting, 170
as quality assessment component, 168
racial/ethnic considerations in, 175-

176, 248
for special populations, 249
universal coverage and, 171
wraparound services, 136-138

Accountability
consensus on quality for, 199
employer coalitions for, 191
in evolution of behavioral health care,

189-190

for outcomes, 237-238
in primary care, 87
public reporting systems for, 198
quality of care and, 184-186
through credentialing and privileging,

187
Accreditation

and clinical practice guidelines, 252-253
cost issues, 214-215
effect on quality of care, 54, 186
findings, 243-244
goal of, 203
government role in, 218-219, 246
of Indian Health Service health

centers, 158
for monitoring contracts, 7-8
for monitoring quality of care, 6, 186
organizations for, 32, 204, 214. See also

Accreditation organizations
process, 215-216
quality improvement program

requirements, 64
recommendations for, 6-9, 244-247
requirements for, 214
scope of, 186
trends, 203-204, 214-215
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See also Certification and licensure
Accreditation organizations

Council on Accreditation of Services
for Families and Children, 23, 204-
205

Joint Commission on Accreditation of
Healthcare Organizations, 32, 158,
204, 218

National Committee for Quality
Assurance, 190-191, 202, 205-213

Rehabilitation Accreditation
Commission, 32, 204

Utilization Review Accreditation
Committee, 32, 213-214

Adverse selection, 51-52
Advocacy, consumer, 23-24
Affective disorders, 77

risk among children, 153
Agency for Health Care Policy and

Research
activities, 203
recommendations for, 9, 11, 12, 14,

247, 250, 253, 254
Alcohol abuse/dependence, 77

co-occurring disorders, 176-177
detoxification, 276-277, 278
disease model, 106
drunk driving, 112
evolution of treatment system, 104-107
measures of local prevalence, 178
mortality, 157
suicide and, 78
treatment effectiveness, 84
trends in insurance coverage, 90-91
See also Substance abuse

Alcohol, Drug Abuse, and Mental Health
Administration, 107, 111.  See also
Substance Abuse and Mental
Health Services Administration

Alcoholics Anonymous, 105, 114, 293
Alternative/innovative healing practices,

10, 248
American Managed Behavioral Healthcare

Association, 141-142, 174
quality standards, 190-191

Anxiety disorders, 77, 177, 191
Auditing activities, 187-188, 245

B

Behavioral health problems
among seniors, 156
co-occurring, 176-177
cost of care trends, 141
historical development of treatment

system, 96, 103
negative effects of restricted access, 170
prevalence and incidence, 1, 15, 77
public perception/understanding, 20-

21, 23-24, 170
risk among children, 153
service needs, 80-84
social costs, 77-78, 84
social stigma, 170
suicide and, 78
terminology, 22
underdiagnosed/underestimated, 3, 76,

78-80, 170
utilization patterns, 28

Benefits consulting, 31-32

C

Capitated payments
as barrier to access, 168, 169
definition, 46
in Medicaid, 47
prevalence, 46
role of, 46
soft, 48

Carve-in arrangements, 45, 49
Carve-outs, 45, 49, 88
Case management, 49
Center for Mental Health Services, 201-

202, 247
Center for Substance Abuse Prevention,

201
Center for Substance Abuse Treatment,

85, 112-113, 201
Centers for Disease Control and

Prevention, 11, 250
Certification and licensure

credentialing and privileging, 123, 187
peer review for, 186
quality of care issues, 57-58
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state activities, 54-56, 186-187
for substance abuse counselors, 58-59,

294-295
substance abuse treatment, 57-58
transition of public services into

managed care, 59
types of practitioners, 123

Child abuse, 153
Child and Adolescent Service System

Program, 154
Children and adolescents

adolescent treatment issues, 155
findings, 251-252
health screening, 153
with impaired parents, 152-153
mental health care trends, 141
military health services for, 149-150,

151
prevalence of behavioral health

problems, 77
principles of care for, 154
program financing, 153-154
recommendations regarding, 11-12, 252
risk for abuse, 153
risk for mental health problems, 153
school-based intervention, 153
service needs, 152-153
substance abuse, 77, 155, 177

Civilian Health and Medical Program of
the Uniformed Services, 148, 149-
150, 151, 152, 189

Clinical outcomes information system,
230, 233

Clinical practice
alternative/innovative techniques, 10,

248
coverage design/limitations and, 26
credentialing and privileging, 123, 187
cultural competence in, 159-162
duration of treatment, 319-320
effectiveness of, 84-85
findings, 252-253
focus of outcomes research, 84
in managed behavioral health care,

318-320
peer review, 186
prescription patterns, 320

recommendations for, 12-13, 253
standardization, 26-27
state licensure and effectiveness of, 57-

58
structural measures of quality, 122
substance abuse counselors, 26, 58-59,

123, 294-295
terminology, 22
types and characteristics of

practitioners, 25-26, 123
use of hospitals, 319

Clinical practice guidelines
as accreditation issue, 252-253
current extent of use, 60
current limitations, 252
outcomes research and, 235
potential effects, 60-61
role of, 60, 188-189

Cocaine, 276, 277-278
Community Mental Health Centers Act

of 1963, 103, 104
Comprehensive Alcohol Abuse and

Alcoholism Prevention,Treatment,
and Rehabilitation Act. See Hughes
Act

Comprehensive Drug Abuse Prevention
and Control Act of 1970, 110

Confidentiality, 35
in carve-outs, 88
concerns, 67-68
in substance abuse treatment, 68

Consultants
health benefits, 188
for regulatory compliance, 144-145
See also Benefits consulting

Consumer protection, 2
confidentiality rights, 67-68
government role in, 8-9, 219, 245-246
in managed care system, 241
meaning of, 21
patient autonomy, 69
recommendations for, 8-10, 245-246,

248
strategies, 241-242
structural/process models, 219

Consumers and families
advocacy efforts by, 23-24
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definition, 21-22, 247
diversity, 25
involvement in health care system,

247-248
Consumer satisfaction

with access, 171, 175
measurement of, 9-10, 201-202
as measure of quality, 189, 245
media dissemination of findings, 189

Continuity of care/coverage, 6, 93, 245
Contracts/contracting

public sector-managed care, 48-49
quality assessment provisions, 29
quality of care and, 66
recommendations for, 7-8, 245
scope of coverage, 66-67
soft capitation, 48

Cost of care
adverse selection effects, 51-52
behavioral health problems, 77-78, 80
behavioral health trends, 141
concerns about quality of care, 16-17,

312
financing of child and adolescent

programs, 153-154
indirect costs, 80-84
integration of service systems for, 146
managed care containment strategies,

42-45, 168
preventive interventions in workplace

to reduce, 147
regional disparities, 176
spending trends, 28
substance abuse treatment

expenditures, 28, 135
for substance-abusing criminal

offenders, 113-114
Cost shifting, 53, 93
Council on Accreditation of Services for

Families and Children, 32, 204-205
Coverage design/limitations

adverse selection effects, 51
benefits consultants, 31-32
competition for enrollees, 45-46
current status, 91
effect on quality of care, 54
employer-sponsored plans, 94, 184-185

historical limitations on mental health
services, 313-314

legislative efforts, 24, 25
Medicaid, 128-129
Medicare, 130-131
parity, 24, 170-171, 314
private sector trends, 93-95
purchaser influence, 28-29
to restrict access, 169-170
substance abuse counseling, 26
treatment planning and, 26
trends, 90, 314
universal coverage, 171

Criminal justice system
alcoholism intervention, historical

development of,  105-106
cost of behavioral health problems,

78
drug abuse intervention, historical

development of, 107-109, 112
implications of limiting access to care,

170
managed care contracts, 114
public addiction treatment system and,

112
substance abuse by criminals, 112-113,

114
substance abuse treatment in, 113-114

Cultural competence
as ethical issue, 254
findings, 248
meaning of, 159
military health services, 150
models for practice, 160
need for, 159
recommendations for, 10, 248
resource networks, 162
threshold issues, 160-161

D

Data collection and management
admissions/discharge forms, 236
claims data, 217, 236
clinical outcomes information system,

230
confidentiality issues, 67-68
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Mental Health Statistics Improvement
Program, 201-202

for outcomes measurement, 233, 236-
237

private sector quality standards, 191-
199

public sector performance standards,
199-200

for quality improvement, 64
for quality measurement, 217-218
for report cards, 66
research priorities, 331
shortcomings of, 217-218

Defense, Department of, 4, 189
historical development of mental

health care, 148-149
managed care services in, 151-152
TriCare program, 151-152
See also Military programs

Deinstitutionalization, 103
Delivery system

alcoholism intervention, historical
development of, 104-107

behavioral health disability
management plans, 145

challenges to, 3, 77
components of, 3, 122-123
in criminal justice system, 113-114
current functioning, 76-77
drug abuse intervention, historical

development of, 107-111
employee assistance programs, 114-115
fragmented nature of, 76-77, 80, 96,

153-154, 163
historical development, 96, 103-111
Indian Health Service, 157-159
integration of public-private services,

49, 59, 115-116
managed care, 29-31
military managed care programs, 151-

152
organizational interactions, 4
primary care in, 87-89
for rural areas, 162-163
service sector boundaries, 91-93
for special populations, 10
state level, 95-96

structural measures of quality, 122
wraparound services, 138-139

Demand management, 147
Depression/depressive disorders

among seniors, 156
primary care treatment, 87, 89

Disability
access to care, 249
behavioral, management of, 145
Medicare coverage, 130
substance abuse-related, 25

Drug Abuse Office and Treatment Act of
1972, 110

Drug Abuse Prevention, Treatment, and
Rehabilitation Act, 68

E

Employee assistance programs, 114-115,
143-144, 146

Employee Retirement Income Security
Act of 1974, 90-91

Employer-sponsored health plans
behavioral health disability

management, 145
control of competition in, 45-46
cost of coverage, 46, 94
coverage design, 94
current status, 27-28
employer coalitions for quality

accountability, 191
enrollment patterns, 46, 93-94
historical development, 184-185
mechanisms to restrict access in, 169-

170
as purchasers of behavioral health care,

190-191
See also Workplace service systems

Enabling services. See Wraparound
services

Enrollment patterns
behavioral health care, 20-21
employee assistance programs, 115
employer-sponsored plans, 46, 93-94
health maintenance organizations, 31
indemnity insurance, 46
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insured population, 28
managed behavioral health care, 1, 15,

45, 313
managed care, 1, 15, 31, 41-42
market influences, 45-46
Medicaid, 129, 202, 314
Medicare, 129, 131, 156-157, 202
private insurance, 31
substance abuse programs, 134-135

Ethical concerns, 71
confidentiality, 67-68
findings, 254
patient autonomy, 69
recommendations for, 13-14, 254
therapeutic relationship, 69-70

F

Families
with impaired parents, 152-153
military programs for, 149, 150
as substance abuse rehabilitation

outcome factor, 290
Federal government

confidentiality regulations for
substance abuse treatment, 68

consumer advocacy for behavioral
health care, 24

consumer protection role for, 8, 9, 219,
245-246

current regulation of managed
behavioral health care, 89-90

funding for substance abuse treatment,
135

historical development of alcoholism
treatment, 104-107

historical development of delivery
system, 96, 103, 104, 148

historical development of drug abuse
treatment, 107-111

parity legislation, 24, 170-171, 314
recommendations for, 8, 9, 245-246
regulatory compliance by employers,

consultants for, 144-145
research role, 249

role in quality assurance, 218-219
state level implementation, 95, 96

Foundation for Accountability, 191-198

G

Gender differences, 175

H

Harrison Narcotic Act, 107-108
Health Care Financing Administration,

29, 128
auditing activities, 187-188
quality management activities, 202
recommendations for, 14, 254
responsibilities and authorities, 202

Health maintenance organizations
accreditation requirements, 214
behavioral health care in, 45, 314
characteristics, 42
current regulation, 89-90
enrollment trends, 31
staff model, 45

Health Plan Employer Data and
Information Set, 171-174, 198, 202,
217

Health Resources and Services
Administration, 9, 11, 12, 247, 250,
252

Healthy People 2000, 200-201
Homeless mentally ill, 103
Housing, 83
Hughes Act, 57, 68, 106-107, 114-115

I

Indemnity insurance
enrollment trends, 46
in managed care system, 31
reimbursement system, 41

Independent practice associations, 42
Indian Health Service, 157-159
Infant mortality, 157
Institute for Behavioral Healthcare, 142
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J

Job training, 83
Joint Commission on Accreditation of

Healthcare Organizations, 32, 158,
204, 218

K

Kassebaum-Kennedy bill, 24, 170-171

L

Legal issues, 188
Length of stay, 319-320

M

Managed behavioral health care
advantages of, 27, 48
adverse selection, 51
barriers to effective primary care,

88-89
choice of practitioner in, 315-316
clinical practice in, 318-320
competition, 50
conceptual approach to, 33-35
concerns about access, 169, 316-317
concerns about quality, 17, 47-48, 241,

312, 321
cost shifting, 53, 93
cultural competence issues, 160-161
current coverage, 91
current regulatory environment, 89-90
demands for quality, 53
effectiveness of, 50, 241, 242
employee assistance programs

integrated with, 144, 146
enrollment, 1, 15, 313
ethical issues, 71
goals, 47
health promotion programs, 56-57,

146-147
historical growth, 31, 45, 314
integration of public-private services,

49-50, 59, 115-116

mechanisms to restrict access in, 169-
170

in military health services, 151-152
moral hazard.  See Adverse selection
outcomes of care, 321-324
performance measurement, 141-142
population needs assessment, 174-175
practitioner resistance to, 27
practitioners, 25-27, 123
principal issues, 19-20
quality improvement programs, 65
quality monitoring mechanisms, 41, 45
quality standards in private sector, 191-

199
research priorities, 325-330
service sector boundaries, 91-93
skimming, 53
spending, 141
system trends, 41, 314
treatment planning in, 26
treatment trends, 15-16

Managed care
accreditation, 186
carve-outs, 45, 49, 88
challenges to confidentiality, 67-68
concerns about access, 168-169
consumer concerns, 24
cost management strategies, 42-45, 168
enrollment trends, 15, 28, 31, 41-42
evolution of structure, 42
financial incentives in, 46
goals, 1, 15, 40
historical growth, 42, 313
in Indian Health Service programs,

158-159
industry stakeholders, 31-32
influence on health care system, 40,

90-91
insurance industry in, 31
measuring local needs and access, 178-

179
outcome studies, 229
patient autonomy and, 69
quality of care concerns, 16-17, 312
in rural areas, 162-163
structure and operations, 29-31, 41-45
terminology, 21
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therapeutic relationship in, 69-70
See also Managed behavioral health

care
Medicaid, 4, 92-93, 128

administrative structure, 129, 202
auditing activities, 188
capitated payment system in, 47
child health screening, 153
cost containment in, 129
coverage design, 128-129, 169
enrollment trends, 129
funding, 128
managed behavioral health care in, 94
managed care enrollment, 45, 128,

129, 202, 314
mental health care expenditures, 129
performance assessment, 130
recipients, 128
spending trends, 129
structure and operations, 128
in system of behavioral health care, 80,

104
Medicare, 4, 130

auditing activities, 188
benefit design, 130-131
costs, 131
disabled population, 130
enrollment, 31, 129, 131, 156-157, 202
managed care plans, 31, 129, 131, 202
mental health care provisions, 131
performance assessment, 130
quality improvement program, 64

Mental Health Statistics Improvement
Program, 201-202

Methadone treatment, 109, 110
Military programs

child and adolescent services, 149-150,
151

coordination of treatment in, 149
cultural competence, 150
family services, 149
historical development, 148-149
older adult services, 150
services for chronic relapsing

conditions, 150
See also Defense, Department of;

Veterans Affairs, Department of

N

Narcotic Addict Rehabilitation Act of
1966, 109

Narcotics Anonymous, 293
National Alliance for the Mentally Ill,

246
National Association for Research on

Schizophrenia and Depression, 246
National Committee for Quality

Assurance, 190-191, 202, 205-213
National Depressive and Manic

Depressive Association, 246
National Drug and Alcohol Treatment

Utilization Survey, 131-133, 134
National Institute of Mental Health

alcohol abuse research, 106, 111
Community Support Program, 103-104
drug abuse research, 110, 111
historical development, 103
recommendations for, 9, 11, 247, 250,

252
National Institute on Alcohol Abuse and

Alcoholism, 106, 114-115
National Institute on Drug Abuse, 110-

111, 250, 252
National Institutes of Health, 9, 11, 12,

247, 250, 252
National Mental Health Association, 246

O

Obsessive-compulsive disorder, 177
Older adults/senior citizens

coordination of services for, 156
as health care consumers, 156-157
health perceptions of, 156
military health services for, 150
risk for chronic conditions, 156
risk for mental health problems, 156
substance abuse patterns, 177

Opiate addiction/detoxification, 277, 278
Outcomes measurement/research

accountability for findings, 237-238
analytical framework for, 231-232
clinical outcomes information system,

230
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clinical practice guidelines and, 235
criteria for evaluating, 235-236
data sources, 236-237, 245
effect on quality of care, 54
efficacy/effectiveness assessments, 234
employee assistance program

performance, 143-144
general measures, 230-232
indicators of access, 173-174
limitations of, 5, 84, 85, 233-234, 238-

239, 249
long-term and short-term objectives,

228-229
in managed behavioral health care,

321-323
managed care research, 142, 229
as measure of quality, 3, 61, 198
multidimensional context, 226, 228
new approaches, 229-230
performance indicators for, 233
population-based, 327
practitioner characteristics, 123
process variables, 232
prospects for, 237-238
public dissemination of findings,

237
public expectations for treatment and,

227-228
quality improvement and, 234-235
quality indicators, 272-274
significance of, 5-6, 226, 232, 239, 324-

325
stakeholder perspective as factor in,

20
standardized instruments for, 230, 236
structural variables, 232
substance abuse findings, 271-272
substance abuse rehabilitation

indicators, 282-287
substance abuse treatment, 84-85
substance abuse treatment quality

indicators, 272-273, 299-304
treatment effectiveness, current

understanding of, 84-85
treatment goals and, 226-227
treatment setting as variable, 230

P

Parity, 24, 170-171, 314
Peer review, 186
Performance-Based Measures for Managed

Behavioral Healthcare, 174, 217
Pharmacotherapy

prescription patterns in managed care,
320

prospects, 85
for substance abuse rehabilitation, 281-

282, 295-297
Physician-patient relationship, 69-70

cultural resource networks, 162
Planning Systems Development Program,

154
Point-of-service plans, 15, 42, 44
Preferred provider organizations, 15, 42,

43
President’s Commission on Mental

Health, 101
Preventive intervention(s), 56-57

with children in schools, 153
cultural competence in, 160
demand management as, 147
educational, in workplace, 147
health promotion plans, 56-57, 146-

147
opportunities in workplace, 142-143

Primary care
barriers to behavioral health

assessment, 88, 170
child/adolescent behavioral problems

in, 153
definition, 87
in delivery of behavioral health care, 3,

76, 87
diagnostic accuracy in, 87
findings, 253
in integration of services, 87, 116
practitioners, 25
quality assurance in, 89
quality of behavioral health care in,

76
recommendations for, 13, 253
utilization, 87
vs. managed care carve-outs, 88
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Private systems of care
accountability, 184-186
alcoholism intervention, historical

development of, 105
coverage trends, 93-95
in delivery of behavioral health care, 3,

4
drug abuse intervention, historical

development of, 109
employee assistance programs,

historical development of, 115
health benefits consultants, 188
measures of quality in, 5, 184, 190-191
public sector services and, 91-93
quality standards, 191-199
strengths and limitations of, 94

Process measures of quality, 3, 5, 61
as outcome variables, 232

Provider inclusion
determinants of, 317-318
managed care practice, 46, 168
recommendations for, 9, 246-247

Public Health Service, 200-201
Public perception/understanding

of behavioral health care, 20-21, 23-24
as factor in outcomes measurement,

227-228
of mental illness, 170

Public services
characteristics of substance abuse

treatment programs, 133-134
for children and adolescents, 153-154
concerns with managed care contracts

for, 47-48, 49-50
contracting with managed care

organizations for, 47-49, 67, 94
criminal justice system and, 112
eligibility criteria for mental health

services, 169
funding for, 76, 80, 111, 122, 242-243
historical development of alcoholism

treatment, 104-107
historical development of delivery

system, 96, 103-104
historical development of drug abuse

intervention, 107-111

integration with private services, 49,
59, 115-116

measures of quality in, 5, 184
mental health care expenditures, 80
mental health treatment system, 135-

136
performance measurement for, 199-200
private sector insurance boundaries,

91-93
state-federal relationship, 95, 96
substance abuse screening, 56-57
substance abuse treatment program

funding, 135
in system of behavioral health care, 3,

4, 76, 80, 91
wraparound services, 138-139

Purchasers, group
adverse selection effects, 51-52
assessments of access by, 179-180
competition for enrollees, 45-46
employer coalitions, 191
influence of, 28-29
potential for savings, 48
price sensitivity, 51-52
purchasing alliances, 28
quality of care as issue for, 53
state governments as, 47
See also Employer-sponsored plans

Q

Quality assessment
access to care as measure for, 168
auditing for, 187-188, 245
challenges to, 6, 18, 19-20
conceptual variables, 3, 61
consensus on measurement of, 199
consumer involvement in, 9-10, 17-18,

189, 219, 248
contract provisions, 29
by corporate purchasers, 190-191
in Department of Defense TriCare

program, 152
of employee assistance programs, 143-

144
framework for, 2-3, 33, 232
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goals of, 199
historical development in behavioral

health care, 189-190
information infrastructure for, 217-218
managed care industry activities, 32-

33, 141-142
managed care monitoring mechanisms,

41, 45
Medicaid, 130
Medicare, 131
methods, 186-187
participants, 6
private sector quality standards, 191-

199
in public sector, 199, 202, 203
stakeholder perspective as factor in, 19-

20, 21, 184
Quality assurance, 61

good program qualities, 223
government role, 218-219
limitations of, 62
in primary care, 89

Quality control, 61
Quality improvement, 72

applications in behavioral health care,
65

applications in health care, 64-65
goals, 53
outcome measurement and, 234-235
principles of, 62-64
recommendations for, 7, 245
role of, 35
tools for, 64

Quality indicators
definition, 272
good qualities of, 273-274
for substance abuse detoxification, 278-

279
for substance abuse rehabilitation, 287-

298
for substance abuse treatment, 272-

273, 299-304
Quality of care

accountability and, 184-186
competition and, 95
components, 35-36

concerns about managed care, 16-17,
47-48, 312, 321

consumer advocacy for, 24-25
contracting and, 66-67
definition, 17
determinants of, 21
goals, 33
legal considerations, 188
management trends, 189-190
market forces, 53
measurement approaches, 2-3, 5, 17-18
in primary care settings, 76
purchaser standards, 28-29
recommendations for monitoring, 7,

244-245
responsibility for, 54
role of accreditation systems, 6
system determinants, 54
treatment setting as variable in, 87

R

Race/ethnicity
patterns of substance abuse, 175-178
See also Cultural competence

Reagan administration, 103-104
Rehabilitation Accreditation

Commission, 32, 204
Rehabilitation medicine, 83

goals for substance abuse, 279-282
outcome indicators for substance abuse

rehabilitation, 282-287
quality indicators for substance abuse

rehabilitation, 287-298
Report cards

data collection for, 66, 331
market demands, 198
public sector initiatives, 201-202
role of, 66
standardization of, 66

Research
child and adolescent interventions,

155
choice of provider, 329
current status, 249
population-based outcomes, 327
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priorities, 325-330
problem recognition, 328
recommendations for, 10-11, 250
strategies for, 331-333
structure of managed care, 327-328
targeting high-risk patients, 330
on treatment strategy, 329-330
See also Outcomes measurement/

research
Risk sharing, 50
Rural areas, 162-163, 176

S

Screening policies
for adults, 56-57
for children, 153

Skimming, 53
Social Security Disability Income, 25
Special Action Office for Drug Abuse

Prevention, 110
Special populations

access issues, 175-178, 249
cultural competence issues, 159-162
findings, 249
goals for, 35
recommendations regarding, 10, 249
rural services, 162-163
See also Children and adolescents

State government
alcoholism treatment requirements, 90
certification and licensure activities,

54-56, 186-187
current regulation of managed

behavioral health care, 89-90
federal action and, 95, 96
funding for mental health treatment,

136
funding for substance abuse treatment,

135
historical development of alcoholism

treatment, 106-107
historical development of behavioral

health care, 104
historical development of drug abuse

treatment, 110, 111

integration of public-private services,
116

Medicaid administration, 128, 129
as purchaser of managed care services,

47
recommendations for, 8-9, 246
role in quality assurance, 218-219
shortcomings of behavioral health care

delivery, 96
structure of delivery system, 95
substance abuse treatment regulation,

57-58
support for purchasing alliances, 28

Structure of behavioral health care system
access to care as component of, 168
accreditation review, 214
for child and adolescent services, 153-

154
components, 122-123, 232
findings, 242-243
fragmented nature of, 163
as measure of quality, 3, 61, 122
mental health treatment, 135-136
military, 148-149, 151-152
organizational linkages, 3, 76-77
as outcome variable, 232
recommendations for, 6, 243
research needs, 327-328
in rural areas, 162-163
substance abuse service systems, 131-

135
workplace services, 142-148
wraparound services, 136-139
See also Delivery system

Substance abuse
among children and adolescents, 77,

177
co-occurring mental health problems,

176-177
criminal behavior and, 112-113
gender differences, 175
measures of local prevalence, 178-179
by older adults, 177
parental, 152-153
racial/ethnic differences in, 175-178
research needs, 304
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risk among children, 153
screening policies, 56-57
social costs, 77-78
See also Alcohol abuse/dependence;

Substance abuse treatment
Substance Abuse and Mental Health

Services Administration, 18, 134-
136

managed care initiatives, 201
Mental Health Statistics Improvement

Program, 201-202
quality standards, 188, 190-191
recommendations for, 9, 10, 11, 12, 14,

247, 249, 250, 252, 253, 254
Substance abuse treatment

client characteristics, 134-135
confidentiality regulations for, 68
cost of, 28, 141
counselor practitioners, 26, 58-59, 123,

294-295
coverage patterns, 169
credentialing of practitioners, 123
detoxification and stabilization, 274-

279
disparities in delivery, 176
effectiveness of managed care

programs, 50
effectiveness research, 84
employee assistance programs, 114-115
employment-related outcome factors,

289-290
family-related outcome factors, 290
future prospects for, 85
goals, 227
historical development of system, 96,

103, 107-111
long-term and short-term goals, 228-

229
military service system, 149
outcomes research findings, 271-272
patient-related outcome factors, 285,

288-289
pharmacotherapy, 281-282, 295-297
program enrollment, 134-135
program funding, 135
psychiatric problems as outcome factor,

286-287

public sector managed care initiatives,
201

quality indicators, 272-273, 299-304
rehabilitation goals, 279-282
rehabilitation outcome indicators, 282-

287
rehabilitation quality indicators, 287-

298
severity of abuse as outcome factor,

285-286
state regulation of, 57-58
treatment-related outcome factors,

290-298
types and characteristics of

practitioners, 123
types and characteristics of service

systems, 131-135
wraparound services, 138-139, 251
See also Alcohol abuse/dependence

Suicide
among seniors, 156
behavioral health problems and, 78
prevention among adolescents, 252

Supplemental Security Income, 25
Synanon, 109

U

Uniform Alcoholism and Intoxication
Treatment Act, 57, 107

Uninsured individuals, 92-93
Universal coverage, 171
Utilization

estimates of, 28
gender differences, 175
measurement of, for quality assessment,

217
primary care, 87
substance abuse treatment, 133
trends in, 20-21, 23-24

Utilization effect, 50-51
Utilization management

effectiveness of, 190
as mechanism to restrict access, 169-

170
role of, 46
tools of, 46
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Utilization Review Accreditation
Commission, 32, 213-214

V

Veterans Affairs, Department of, 4
historical development of mental

health care, 148-149
managed care services in, 151
services for chronic relapsing

conditions, 150
See also Military programs

W

Workplace service systems, 4
behavioral health disability

management, 145

consultants for regulatory compliance,
144-145

demand management, 147
findings, 250
health promotion plans, 146-147
health training and education, 147
recommendations for, 11, 250
significance of, 142-143, 147-148
special needs of, 145
See also Employee assistance programs;

Employer-sponsored health plans
Wraparound services

findings, 251
funding, 138-139
historical development, 136-138
recommendations for, 11-12, 245, 251
types and characteristics of, 138-139
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