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Introduction

Mental health and substance use disorders affect peo-
ple of all ages and demographics and are extremely bur-
densome to society. At least 18.1% of American adults
experience some form of mental disorder, 8.4% have a
substance use disorder, and about 3% experience co-
occurring mental health and substance use disorders
(SAMHSA, 2016). In 2013, health-related spending on
mental health disorders in the United States was about
$201 billion (Roehrig, 2016). Moreover, four of the top
five sources of disability in people 18-44 years old are
behavioral health conditions (WHO, 2001). While knowl-
edge regarding recognition and treatment has steadily
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advanced, the public health effects of that knowledge
have lagged. More effective and specific treatments
exist now than in the past, and increased numbers of
people who have these conditions can now lead pro-
ductive, useful lives if they are treated properly.

Behavioral health is an essential component of over-
all health. People seen in primary care settings with
chronic medical conditions—such as diabetes, asthma,
and cardiovascular disorders—have a higher probabil-
ity of having a substance use disorder or more com-
mon mental health disorders, such as depression and
anxiety disorders. Coexistence of mental health or sub-
stance use disorders with general medical conditions
complicates the management of both.
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People who have more severe behavioral health
conditions—such as psychotic disorders, complex bi-
polar disorders, treatment-resistant depression, se-
vere obsessive-compulsive disorder, and substance
use disorders—commonly have or develop such medi-
cal problems as diabetes or heart disease and often
die early, as much as two decades earlier than the gen-
eral population.

Although behavioral health and overall health are
fundamentally linked, systems of care for general
medical, mental health, and substance use disorders
are splintered. For historical, cultural, financial, and
regulatory reasons, the three care systems operate
separately from one another.

People who have co-occurring behavioral health
and general medical conditions make up a high frac-
tion of the so-called super user group. The extra health
care costs due to the co-occurrence of medical, mental
health, and substance use disorders were estimated to
be $293 billion in 2012 for all beneficiaries in the United
States. Most of the increased cost for those who have
comorbid mental health and substance use disorders
is due to medical services, so there is a potential for
substantial savings through integration of behavioral
and medical services (Melek et al., 2014).

We have an “execution” problem and a “know-how”
problem in the fields of mental health and substance
use. Although for many conditions there is still a need
to develop better and more effective personalized
treatments, we do have effective treatments; but we
have not been successful in getting these treatments
to many of the people who can benefit from them.
We often fail to identify, engage, and effectively treat
people in primary care settings who are suffering from
behavioral health conditions. People who have severe
mental health and substance use disorders have dif-
ficulty in accessing effective primary and preventive
care for chronic medical conditions. Yet, there are well-
tested models for providing care for people who have
common behavioral health conditions in primary care
settings with support from behavioral health provid-
ers. And there are effective care models that provide
integrated care for people who have complex behav-
joral health conditions in behavioral health settings
with support from other medical care providers. In
both cases, establishing a team approach fostered by
an integrated care system and supported by effective
use of technology needs to have high priority. We are
not routinely applying accountability strategies that

offer incentives to use these models. Execution is ham-
pered by shortages and maldistribution of psychia-
trists, psychologists, social workers, counselors, and
other providers that care for these populations. The
stigma attached to these conditions, as is often per-
petuated in the mass media, still presents a challenge
to getting people the care that they need. And we have
substantial knowledge gaps. Currently, available treat-
ment approaches are not always effective, and many
patients are not able to achieve optimal response. We
need to develop more effective treatments and learn
much more about tailoring treatments to individuals.
We also need to develop better strategies for imple-
menting effective programs across large and diverse
health systems.

Barriers to Service Delivery and Coordination

Three key barriers to improving well-being and health
outcomes for people who have behavorial health con-
ditions and general medical conditions need to be
addressed.

A Fragmented Care System

Most Americans who have both medical and behav-
ioral health conditions must interact with separate,
siloed systems: a medical care system, a mental health
care system, and a substance use service system. Each
system has its own culture, regulations, financial incen-
tives, and priorities. Each focuses on delivering a specif-
ic set of services and overlooks key questions, such as,
“How can | help this person to lead a productive, satis-
fying life?” “What is the full array of needs that must be
addressed to make this person healthier and put him
or her on a path to well-being?” Many small front-line
agencies, offices, and organizations in primary care,
mental health, and addiction are poorly run, poorly
capitalized, and poorly staffed. They are struggling to
adopt more modern approaches to patient care.
Amplifying the fragmentation is the failure to ensure
that behavioral health is fully integrated into the main-
stream of health information technology (HIT). Strong
HIT is a cornerstone of effective coordinated and in-
tegrated care; it has the potential to enable the auto-
mated provision of outcome assessments to patients
and to summarize data in practical formats to facilitate
provider decision making, quality measurement, and
improvement. However, behavioral health providers
face key barriers of cost, sustainability, concern about
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privacy and information sharing in the context of be-
havioral health conditions, and regulation in imple-
menting electronic health record (EHR) systems. No-
tably, the 2009 Health Information Technology for
Economic and Clinical Health (HITECH) Act—which pro-
motes the adoption of EHRs in medical settings, autho-
rizes financial incentives for HIT uptake, and defines
minimum acceptable standards for EHR systems—
excludes behavioral health organizations and non-
physician providers from eligibility for the HIT incen-
tive payments and thus renders EHR implementation
and sustainability prohibitively expensive for many of
these providers.

Until our nation establishes shared accountability in
culture and in practice and integrates the various ele-
ments of its care systems, good outcomes and value-
based efficient service strategies are unlikely to be
achieved.

An Undersized, Poorly Distributed, and
Underprepared Workforce

The diversity of health care workers required to de-
liver effective care of Americans who have behavioral
health and complex medical conditions includes pro-
fessionals with a wide array of backgrounds and skills,
including physicians, psychologists, nurses, mental
health and substance use counselors, care manag-
ers and coordinators, and social workers. Our current
workforce is undersized and inadequately resourced,
and available providers often lack the specific skills and
experience to offer effective evidence-based and inte-
grated care. Racial, ethnic, and geographic diversity of
the workforce is lacking, and there is extreme maldis-
tribution of behavioral health professionals; people in
rural and impoverished areas have limited access.
Psychiatry is the only medical specialty other than
primary care in which the Association of American
Medical Colleges has identified a physician shortfall, a
deficit that will get progressively worse by 2025 if not
addressed (IHS, 2015). According to the federal govern-
ment, in 2013, the nation needed 2,800 more psychia-
trists to address the gap (IHS, 2015, p. 11). But the psy-
chiatry deficit is growing. For example, the number of
psychiatrists per 10,000 of population decreased from
1.28in2008t0 1.18in 2013 (Bishop et al., 2016). Itis dif-
ficult to see how the current national infrastructure for
psychiatry training would address the gap, inasmuch

as only 1,373 medical-school graduates matched to
psychiatry in 2016 (NRMP, 2016). The number of PhD
psychologists was virtually unchanged over the same
period (Olfson, 2016). Similar trends persist for social
workers and substance use counselors. The constant
size of the mental health and substance use provider
workforce is one factor that has made it so difficult for
many people who have behavioral health needs to get
access to services. One recent study found that two-
thirds of primary care physicians report that they can-
not obtain referrals to psychiatrists for their patients
in need (Roll et al., 2013). Workforce shortages exist
in most areas of the country, but some locales have
rather small numbers of trained professionals who are
delivering behavioral health services.

Providers in different parts of our care system are
not sufficiently incentivized to work efficiently as a co-
ordinated team to identify, engage, and manage care
effectively for people who have both medical and be-
havioral health conditions. Primary care doctors need
to be effective in identifying mental health and sub-
stance use problems and in engaging patients to get
the care that they need on a continuing basis. Similarly,
behavioral health providers need to be prepared to
identify medical problems faced by patients and either
manage patients or link them to required medical care.
Mental health and substance use providers often lack
up-to-date training in delivery of empirically support-
ed treatments. In addition to shortcomings in specific
clinical skills, behavioral health providers often work in
solo or small independent practices, and our training
system has not prepared them to work effectively in
teams or collaborative settings. Nor has our payment
system offered incentives to encourage providers to
work in these settings. Working in isolated practice
settings also limits the adoption and implementation
of integrated delivery approaches. In addition, reduc-
tions in public-sector programs, low percentage of
commercial insurance premium attributable to behav-
joral health, and low market rates for these services
help to keep the numbers of people entering these
professions low and thereby limit access to care and
the ability of providers to embrace and implement new
technologies.

There are important needs and barriers regarding
care for behavioral health conditions in children and
youth—in whom these conditions typically emerge.
There are clear benefits to early intervention, but
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effective treatments are often not implemented. The
relative shortage of child psychiatrists serves as a major
barrier to developing effective integrated care models
for this population. And there are profound challeng-
es at the other end of the age spectrum as a conse-
quence of the growing number of older Americans
and the high prevalence of chronic conditions in this
population (IOM, 2012).

Finally, our health system has not made full use of
new communication technologies, such as telehealth
and mobile health, to leverage the capacity of the ex-
isting behavioral health workforce. New technologies
are simplifying communication with patients and of-
fering opportunities for real-time health monitoring of
patients. A major barrier has been tensions regarding
information sharing and confidentiality that are spe-
cific to clinical substance use and mental health data.
Emerging technologies have the capacity to overcome
those barriers and improve the productivity and effec-
tiveness of the workforce, but it is crucial to integrate
new technologies with other treatment approaches so
that they do not constitute an extra burden but rath-
er become a seamless part of practice that enhances
outcomes.

Payment Models that Reinforce Care Silos and
Fragmentation of Care

The dominant approach to medical care and behav-
ioral health care reimbursement is to use a fee-for-
service (FFS) system. Essential elements of integrated
care (outreach, provider-to-provider consultation, and
population management) are often not reimbursed.
FFS payment does not provide the flexibility to imple-
ment needed coordinated care effectively. Moreover,
the current FFS system does not sufficiently value pay-
ment for behavioral health services (which are general-
ly cognitive and time based, as opposed to procedure
based).

In theory, bundled or capitated approaches can al-
low more flexibility in how resources are used by a
provider and allow a broader team of professionals to
coordinate the care of patients. However, the methods
for implementing and pricing capitated payment ar-
rangements are less than ideal for patients who have
behavioral health conditions.

One barrier is that the wrong provider may be capi-
tated. For example, if a physician group receives a

fixed payment for managing the nonhospital care of
patients, the effects of better treatment approaches
on hospital use will not accrue to the provider. In the
case of Medicaid, the capitated payment by a state
government to a managed care organization might be
distributed to individual providers by using FFS pay-
ment approaches; the actual provider has little flexibil-
ity to use the capitated payment to improve outcomes
and efficiency.

One other substantial challenge in using reimburse-
ment schemes to provide incentives to make care
more effective is that the needs of patients who have
behavioral health conditions can vary from one patient
to another. Thus, capitated or bundled payments for
patients who have behavioral health conditions need
to be appropriately risk adjusted to account for dif-
ferences in the expected costs of care for different
patterns of problems. McGuire shows that current
risk-adjustment approaches are not sophisticated
enough to pay providers the fair amount for high-need
patients (McGuire, 2016). That failure can lead provid-
ers and payers who use capitated payment systems to
discourage the enrollment of high-need patients in a
practice or plan. More work is needed to ensure that
risk adjustment creates proper incentives for enrolling
and effectively treating patients who have behavioral
health conditions. In addition, for these payment mod-
els to work, they must properly account for the real
costs of caring for people who have behavioral health
conditions. As noted earlier, behavioral health condi-
tions are the most expensive at a societal level. But the
proportion of direct health care costs for these condi-
tions has dropped substantially over the last several
decades and now only makes up about 3.5% of the
costs of commercial plans and 7% of public payments
(Frank et al., 2009; Mark et al., 2014, 2016).

Parity laws now require insurance coverage to have
the same policies to guide payments for medical care
as for behavioral health care, but there are tactics that
payers can use to avoid having to care for the latter.
For example, the presence of inadequate networks of
behavioral health providers can push patients with be-
havioral health conditions away from a specific man-
aged care organization. Moreover, many people in
need of behavioral health care face additional barri-
ers when they find that a large proportion of psychia-
trists have opted out of accepting public and private
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insurance plans (Bishop et al., 2014; Boccuti et al.,
2013). Of all physician specialists, psychiatrists are
least likely to accept new Medicare patients. Only 64%
of psychiatrists report that they accept new Medicare
patients in their practices, whereas 53% report taking
new patients who have private noncapitated insur-
ance, and 44% take new Medicaid patients (Bishop et
al., 2014). Thus, a large number of psychiatrists accept
only new patients who have the capacity to pay higher
fees out of pocket (Bishop et al., 2014; Boccuti et al.,
2013).

Facilitators of Potential Improvements in Care

There are opportunities to overcome the barriers to ef-
fective care to improve the well-being of people who
are coping with mental health disorders, substance use
disorders, and medical care conditions. A new admin-
istration can take advantage of the opportunities both
to improve outcomes for people who have those prob-
lems and to reduce the financial burden of the services
that they need. Several key facilitators are described
below.

Know-How
Effective Treatments

Abundant evidence demonstrates the acceptable effi-
cacy of several pharmacologic, psychotherapeutic, and
behavioral treatments for management of most men-
tal health disorders. In addition, there is a substantial
evidence base supporting the efficacy of psychothera-
pies and pharmacotherapies for treatment for sub-
stance use disorders. Recent progress led to Food and
Drug Administration (FDA) approval of medications
for treatment for smoking, alcohol use disorders, and
opioid dependence. There are not yet FDA-approved
pharmacotherapies for treatment for cannabis use
disorder, stimulant use disorders (involving cocaine,
amphetamine, or MDMA), or hallucinogen abuse disor-
ders (involving ketamine, PCP, LSD, or psilocybin). With
the possible exception of disulfiram (Antabuse) treat-
ment for alcohol use disorders, which generates high
rates of abstinence among fully adherent patients (the
minority of treated patients), medications for addiction
are more successful in reducing the intensity of use of
the abused substance than in producing and sustain-
ing abstinence. That finding has led to a growing focus

on reducing the harm associated with substance use
as a treatment objective that may complement that of
attaining total abstinence. In addition, there are vari-
ous group and individual therapeutic approaches and
counseling strategies that have favorable effects on
the lives of people who use such services. The grow-
ing recognition of the link between early life trauma,
mental health, addiction, and poor health outcomes
has led to increased interest in trauma-informed care.
With the increasing evidence base, there is a need to
develop, train in, and implement these approaches.

Effective Models of Care

Substantial investment in research and demonstra-
tions has improved our understanding of what effec-
tive care is. Examples of models of care that have been
demonstrated to be effective and scalable are collab-
orative-care models in primary care, integrated-care
models in mental health clinics, team-based assertive
community treatment programs for people who have
severe mental health disorders, and early-intervention
programs for first-episode psychosis.

The Current Imperative for Integration

Health care providers around the country have en-
tered an era of business integration. Hospitals are
merging, hospitals and physician practices are merg-
ing, and traditional medical care practices are affiliat-
ing more closely with mental health, substance use,
long-term care, oral health, and social service provid-
ers. In part, the imperative for integration is driven by
market forces that seem to encourage scale and scope
in service offerings. But the integration imperative also
has been encouraged by federal policy initiatives that
have created financial incentives for providers to inte-
grate, especially with a focus on services supported by
Medicare and Medicaid.

Changing Approaches to Paying for Care

The first and foremost principle that has to be adopted
is that payment by payers and provider agencies should
be reasonable and adequate for evidence-based prac-
tices. If that simple principle is not observed, all other
issues will remain difficult to solve.

In addition to integration, our national health sys-
tem has been exploring a broad array of value-based

NAM.edu/Perspectives
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payment systems that reward providers for good out-
comes rather than for the volume of services provided.
Experiments in changing incentives in payment sys-
tems are occurring among the three key types of pay-
ers: Medicare, Medicaid, and private insurers.

Value-based approaches and bundled-payment
models not only create better incentives to improve
outcomes but allow flexibility to support nontradi-
tional services or nontraditional providers that are
central to integrated care. For example, Colorado-
based Rocky Mountain Health Plans is testing whether
a global payment model can support the provision
of behavioral services in local primary care practices.
Under the Sustaining Healthcare Across Integrated Pri-
mary Care Efforts pilot, which was launched in 2012,
three practices in western Colorado that have already
integrated behavioral health care are receiving global
payments to pay for team-based care; three integrat-
ed practices that earn FFS payments are serving as
controls.

Insurance Expansion and Mental Health
Parity Laws

The large increase in the number of Americans now
covered by health insurance because of the Patient
Protection and Affordable Care Act (ACA) facilitates im-
provements in the care of people who have complex
conditions. And insurance policies offered in the ACA
marketplaces are required to cover behavioral health
services. Furthermore, recent health parity laws pre-
vent insurers from placing greater financial require-
ments (such as copayments or treatment limits) on
mental health services than are placed on medical care
services in any insurance policy offered. Those laws
will substantially expand financial access to a full array
of behavioral health services.

Technology

Advances in technology have the potential to enhance
access to and quality and cost efficiency of behavioral
health and mental health care.

Electronic Health Records

Quality and cost efficiency of care rely on effective and
efficient communication among providers and on the
smooth flow of information into and among medical
records. Similar benefits could derive from EHR use
in behavioral and mental health, but their adoption

has been notably slow. In fact, in comparison with the
rapid rise in EHR use in general medical and primary
care settings, less than 20% of behavioral health facili-
ties have adopted EHRs (Walker et al., 2016). Reasons
for slow adoption include concerns about information
sharing and confidentiality that are specific to clinical
substance use and mental health data and to the cost
and affordability of HIT, particularly in small and widely
disseminated practice settings, which have substantial
financial barriers to adoption. To realize the benefits of
HIT, innovative solutions are needed to address confi-
dentiality issues and provide incentives for behavioral
health providers to purchase and use the technology
in ways that are integrated into general medical sys-
tems. Innovative solutions are also needed to make
the EHR more efficient, more informative, and easier
for providers to use.

Technology-Enabled Therapy for Behavioral and
Mental Health

Technology-based therapies that patients can ac-
cess with greater ease and at lower cost than face-
to-face conventional psychotherapy have been
developed, such as Mood Gym (Australia National
University, 2016), Beating the Blues (2015), and
ThisWayUp (2016) (Richards and Richardson, 2012).
Although much work remains to optimize the applica-
tion of the therapies in clinical settings, evidence sug-
gests that with proper patient selection and appro-
priate strategies for successful engagement, patients
who have less complicated psychiatric needs (such
as for mild to moderate depression or anxiety) can
derive clinical benefit at lower cost while overcoming
the logistical hurdles to access, including basic avail-
ability of clinicians in a locale. Such on-line resources
are rapidly expanding to cover a broad continuum
from educational and self-help materials to modular
offerings that emulate manualized evidence-based
cognitive behavioral therapies.

Virtual visits provided by clinicians over the Inter-
net improve access and outcomes principally by en-
hancing patient convenience. Compelling examples
include geriatric patients who have mobility chal-
lenges and young patients who have autism and for
whom transport to a doctor’s office can be difficult
or even prohibitive. In such instances, the ability to
hold a session by video conference can reduce can-
cellations and “no shows” and give clinicians a better
window into behavior in the actual home context.

Page 6

Published September 19, 2016



Improving Access to Effective Care for People Who Have Mental Health and Substance Use Disorders

Summary Recommendations for Vital
Directions

To improve the lives of people who have behavior-
al health and medical conditions, it is essential that
public policy play important roles in changing the ap-
proach to delivering services to this population. The
following three vital directions are critical for improv-
ing outcomes by increasing access to effective ser-
vices:

+ New payment approaches that recognize the costs
of managing the care of patients who have complex
conditions and that encourage the use of teams
and technology to identify, engage, and manage
the care of such patients.

+ Investment in strategies and programs to expand,
improve, diversify, and leverage— through technol-
ogy and more efficient team-based approaches—
the clinical workforce and to develop incentives to
improve service in underserved areas.

+ Development and implementation of clearly mea-
surable standards to encourage dissemination of
tested organizational models and to establish a cul-
ture of shared accountability to integrate the deliv-
ery of services.

Implement Payment Models That Support Service
Integration

The current approach to paying for behavioral health
care and general medical care will never lead providers
to meet the needs of people for these types of care ad-
equately. The emphasis is on payment for the volume
of service provided, and incentives to push providers
to focus on patients’ outcomes are not in place.

Afirst public-policy goal should be greater use of pay-
ment approaches that offer incentives to providers to
improve outcomes by paying adequately for evidence-
based services. Current trends toward more integra-
tion of service capacity among health care providers
will make it more likely that the provider system will
develop care approaches that meet the varied needs
of people who are facing behavioral health challenges.

To design a payment system that works, we need
a blend of policy strategies that create incentives
for good care for the full array of patients who have
behavioral health conditions:

+ Payment models should encourage quality and
value, as well as allow flexibility, so that providers

can choose management strategies that will lead to
the best possible outcomes. Through Medicare and
Medicaid, the federal government can lead the way
in the transition to value-based payment.

+ People who have complex behavioral health and
medical conditions should be specifically encour-
aged to enroll in Medicaid programs and exchange
policies offered through the ACA.

« Payments should be risk adjusted with sophisti-
cated methods so that providers are paid appro-
priately to ensure that adequate resources flow
to providers who care for the neediest in our
population.

* Regulations to complement new reimbursement
approaches should be implemented so that there
is a level playing field for providers and so that de-
livery of adequate care will be guaranteed.

Such strategies should have high priority in the
coming years and could lead to better outcomes and
more efficient use of our medical care investment.

Train a Workforce Skilled in Managing Behavioral
Health Conditions

The workforce needs to grow and diversify to meet the
demand to engage and serve people who have mental
health and substance use disorders more effectively.
Access to insurance is growing, but insurance is not
valuable if there are no providers to deliver needed
services. The development of innovative organization-
al models for managing behavioral health conditions
is laudable, but they will not be sufficiently implement-
ed if there is not a workforce that understands and is
trained to deliver services with the new models of care
that have been tested in careful studies.

A new administration should give high policy prior-
ity to ensuring that our health-system workforce can
deliver the services required to improve outcomes for
people who have behavioral health conditions. Three
policy approaches could contribute:

* Fund well-tested programs that could encourage new
entry into the behavioral health services field. A wide
array of federal programs supports the training of
physicians and other traditional medical care pro-
viders, such as nurses and dentists. For example,
the federal Bureau of Health Workforce oversees
loan repayment programs for physicians and
dentists, and scholarship programs are aimed at
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increasing the numbers of primary care physicians,
dentists, and nurses. Those programs should be
expanded and should focus on increasing the num-
bers of professionals who care for people who have
mental health and substance use disorders.
Provide opportunities for providers to learn prin-
ciples of care coordination and of teamwork. Build-
ing an effective workforce to improve outcomes
of people who have mental health and substance
use disorders requires more than scaling up of the
workforce. Public policies should also focus on new
skills for members of the workforce. Educational
programs directed at the skills needed to work in
teams and the skills needed for effective care coor-
dination are needed around the country. Similarly,
primary care physicians need additional training
to be comfortable in working collaboratively with
providers of care for mental health and substance
use disorders because they must often manage
patients who have these conditions, especially pa-
tients whose disorders are mild to moderate.
Spread use of new technologies that leverage the work-
force. New technologies that can help leverage the
skills of providers in this field are being developed
each year. For example, telehealth technologies can
link psychiatrists to primary care providers in rural
areas who require help in diagnosing problems and
developing treatment plans. Public policy should
correct the failure to provide the needed incentives
for behavioral health organizations and providers
to invest in and use tools and information systems
to “defragment” care and accelerate the develop-
ment of new technologies that assist in managing
behavioral health care. Federal policies should fund
training to help the existing workforce to learn how
to use technology more effectively to leverage the
ability to treat as many patients as possible and as
effectively as possible.

Develop Incentives to Disseminate Tested
Organizational Models

A third vital direction for public policy in behavioral
health is to fund improvements in know-how for build-
ing better care models, in organizational strategies,
and in accountability to attain better outcomes.

Expand Investment to Develop, Evaluate, and Implement
Behavioral Health Quality Measures

Better care models can be identified only when there

are clear, routinely collected quality measures for
tracking the effectiveness of health care integration.
Several strategies could support development of mea-
sures at the interfaces between behavioral health care
and general medical care:

+ Expanding expectations for health systems to es-
tablish structural mechanisms for integration of
mental health care, substance-abuse care, and
general health care. This could include expanding
requirements for accreditation or recognition pro-
grams, such as Patient-Centered Medical Home,
that focus on the population of people who have
mild to moderate behavioral health conditions and
are being seen in general medical settings.

+ Expanding measures that focus on access to effec-
tive behavioral health care and behavioral health
outcomes for patients in general medical care
settings.

+ Developing measures to assess access to preven-
tive health services, primary care, and chronic-dis-
ease care for people in behavioral health care set-
tings and to assess their associated outcomes.

Beyond specifically developing measurement strate-
gies for integrated care, a lead agency should be iden-
tified that has responsibility, expertise, and resources
for stewarding the field of behavioral health quality
measurement to be held accountable for their devel-
opment. In collaboration with other public and private
stakeholders among the “six Ps"—patients, providers,
practice organizations, payers, purchasers, and policy
makers—that agency should develop a coordinated
plan to implement this and the next two recommenda-
tions (Pincus et al., 2003).

Take Action to Overcome Barriers to Improve and Link
Data Sources

Effective integration of behavioral health and general
medical care must incorporate strategies to develop,
implement, use, and coordinate HIT to meet the needs
of consumers who have behavioral health conditions
and of their health care providers and systems.

Gaps in standardizing and capturing behavioral
health information must be addressed. For example,
under the HITECH Act, SNOMED-CT and LOINC are
mandated medical terminologies for the exchange
of clinical information, but if these terminologies
do not accommodate behavioral health needs, the
goals of the act cannot be achieved. A recent Insti-
tute of Medicine report recommended incorporating
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evidence-based behavioral health psychosocial in-
tervention in classification systems, such as Current
Procedural Terminology (IOM, 2015). Policies and
regulations should include specifications for standard-
izing behavioral HIT among different general medical,
mental health, and substance use treatment settings
to ensure data sharing and data transportability. More
sophisticated information-exchange protocols are
needed to address behavioral health privacy and secu-
rity concerns. Vendors should be expected to develop
EHRs that enable tagging of specific data elements
with different privacy levels; this would be important
for accommodating the use of consumer-driven tech-
nologies, such as mobile applications. Finally, behav-
ioral health clinical organizations and nonphysician be-
havioral health providers will need funding (possibly as
part of bundled payments) to assist in deploying and
using HIT that meets specifications that the HITECH Act
provided for hospitals and physicians.

Conduct Research to Develop the Evidence Necessary to
Expand Our Treatment Armamentarium and Support a
More Robust and Comprehensive Set of Standards and
Measures

Standards and measures should be developed to

+ Document the mechanisms underlying mental
health and substance use conditions better.

+ Develop and test new, more effective, safer treat-
ments.

+ Determine which treatments achieve the best out-
comes for different types of patients, especially in
the context of different comorbidities.

+ Implement evidence-based treatments.

Collaboration among funding agencies and health care
organizations should inform the development of a re-
search agenda that could marry the goals of interven-
tion development and testing with the needs of quality
measurement and improvement at clinical, organiza-
tional, and policy levels.

Conclusions and Summary

We face substantial and enduring challenges to im-
prove the lives of many Americans who cope with
mental health and substance use disorders. Those dis-
orders are often chronic, and recovery can be a life-
long process, but better outcomes and the potential
for better life courses are within easy reach for our
society. There are barriers to progress, but our nation

is at a moment when there also are many facilitators
that can help us to make striking progress in improving
people’s lives. We have much of the know-how that is
needed, and now we need to put the know-how into
action.

It will take the energy and commitment of many
parts of our society to improve outcomes for people
who have mental health and substance use disorders,
especially in the presence of other medical problems
that these people commonly face. We need support-
ive, and supported, families, supportive workplaces,
supportive health providers, and supportive communi-
ties. But public policy at the federal level can also play a
role in leading progress in this social challenge.

Three vital directions are offered to guide efforts to
improve behavioral health care across our nation:

* New payment approaches: Develop and apply
new payment approaches that provide fair pay-
ments that recognize the costs of managing the
care of patients who have interacting medical and
behavioral health conditions and encourage the use
of teams and technology to implement evidence-
based strategies to identify, engage, and manage
the care of such people effectively.

+ Workforce development: Invest in strategies and
programs to expand, improve, diversify, and lever-
age—through technology and more efficient team-
based approaches—the clinical workforce and to
develop incentives to improve service in under-
served areas.

+ Standards and incentives to disseminate test-
ed organizational models: Encourage and invest
in improvements in know-how for building better
care models, clinical and organizational strategies,
and accountability mechanisms to attain better
outcomes. Measurable standards must be created
to implement incentives to diffuse tested organi-
zational models and establish a culture of shared
accountability to integrate the delivery of services.

There are barriers that make progress difficult, but
there are also clinical and policy strategies that hold
potential for enabling striking progress in improving
the lives of people who face these challenges. We have
much of the know-how that is needed, but we need to
put it into action.

NAM.edu/Perspectives
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Summary Recommendations for Vital Directions

1. Implement payment models that support service integration.
2. Train a workforce skilled in managing mental health and substance abuse in the

context of integrated care.

3. Develop incentives to disseminate tested organizational models and create new

approaches.
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