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Executive Summary

Introduction

Quality measurement has a number of broad purposes: to assure accountability to government, consumers and payers; to inform accreditation; to enable comparison between providers and health plans; to inform purchasing decisions; to improve the quality of care delivery; and to assist consumer choice.

Quality measurement takes place at different levels: individual consumers, clinicians and practitioners; group practices; facilities; organizations; programs; health plans; county, state and national systems. It has a particular purpose depending on what is being measured and who is doing the measuring.

Within the US, it occurs within a variety of contexts: in the work of accreditors, through NCQA’s HEDIS and JCAHO’s ORYX programs; in CMS’s federal regulation of hospitals, home health, nursing homes, doctors’ offices and managed care plans; in the accountability of government bodies, such as SAMHSA and VA to Congress; in the market, within the contract specifications of payers, employers and health plans; in state contracts with providers and health plans and state oversight, regulation and licensing; and in the internal quality improvement efforts of care providers. 

This report assesses how the quality of mental health services is being measured, in practice, in the United States. It examines: what is being measured, in which populations, at what level of the mental health care system, by whom, and how information is reported and utilized.

Measuring quality in mental health

The Institute of Medicine defined quality 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.” This classical definition of quality is problematic for mental health, where housing, employment, psychosocial rehabilitation and peer support, for example, are an essential part of the spectrum of care. Health outcomes are also only one part of desired outcomes, alongside functioning in multiple domains, quality of life and subjective impressions of illness and well-being. Factors other than care provision, such as environmental factors, have a strong influence on outcomes. The boundaries of the mental health “system”, the range of health and social care provision and the broader definition of outcomes exacerbates the challenge of relating outcomes to processes and to specific interventions. Outcomes measurement is complicated by the temporal relationship between treatment and outcomes, the variables affecting outcomes, including patient characteristics and therefore the control of plans and providers over outcomes and the probabilistic nature of outcomes.

Evolution and consensus

Quality measurement in mental health has evolved but remains behind other sectors, echoing the experience of other countries. Measurement, in practice, reflects fragmentation, reassessment and consensus. The National Quality Forum, the Carter Forum, regulators and accreditors such as CMS, JCAHO and NCQA, are driving consensus. Common measures are emerging for psychiatric hospitals and within the NQF and CMS’s ambulatory care measures. The HEDIS mental health measures are used across commercial, Medicare and Medicaid plans, within the VAs’ performance measurement system, and to some extent within managed care contracts. VA’s depression measures are used within CMS’s Doctor’s Office Quality Project. SAMHSA has developed common measures for state mental health systems to report and consumer surveys used in community and inpatient care. NASMHPD’s NRI provides a de facto performance measurement system for state psychiatric hospitals. JCAHO and NCQA’s accreditation standards drive performance measurement.  JCAHO requires organizations to collect data around core safety issues such as seclusion, restraint and medication management.

Fragmentation

However, the complexity and fragmentation of the mental health system and market makes measurement burdensome and commonality more difficult to achieve. There are a plurality of measures and measurement systems according to the type of health plan, type of hospital, payer or contractor, state or county, MCO, program, disorder, setting and age group.

Oversight of this patchwork of systems differs from program to program. CMS has different requirements for Medicare and Medicaid; for fee for service and managed care and for different types of health plans.

Different requirements apply to different care settings. JCAHOs; ORYX requirements apply only to hospitals and not to community mental health services. Community services are less developed than hospital services in their capacity to measure quality. 

There are different priorities in different sectors. For example, HEDIS measures were developed from employers’ priorities. Consequently HEDIS mental health measures focus on depression and alcohol use as does the business coalition schema, eValue8. This makes those measures useful but insufficient when applied to the public sector. Similarly, outcomes measurement instruments, used predominantly in the commercial sector, alongside measures of functioning and well-being, assess absenteeism from work.  For public systems, assessing the socially disabling effects of serious mental illness, outcomes measures incorporate criminal justice involvement and housing status.

Constraints

Measurement is also constrained by the cost of implementing measurement and issues of confidentiality. Moreover the rapid change in the organization and financing of mental health services, with the growth of managed behavioral health care, has sharpened the debate around accountability, operational transparency and the availability of data.

Within the systems studied, measures for major depressive disorder are more prominent than for other disorders, such as schizophrenia, bipolar disorder, or anxiety disorders. Measures focus on adult and children and adolescents rather than older adults. Much of the focus in practice is on medication adherence rather than other interventions.

Outcomes measurement

Outcomes measurement is increasingly being implemented in public and private programs. However the mandate for outcomes measures from payers is variable and outcomes measures are used more widely in specialist than generic managed care organizations. In the cases studied, self-reports were being used by MBHOs in the commercial public sector, in a Medicaid carve-out, by private psychiatric hospitals to meet JCAHO’s ORYX requirements and within a public mental health system. Clinician ratings were used across the VA mental health system, within the NRI’s performance measurement system for state hospitals and within a state system. 

Potential problems with clinician ratings include: cost, training, potential for gaming, reliability of assessment, and inter-rater reliability. For self-reports: social desirability, idiosyncratic completion and use with patients who are acutely unwell. Lambert has demonstrated the value of providing feedback to clinicians, in producing better outcomes, which underpins PacifiCare’s approach.  

Dickey recommended a multidimensional approach incorporating patient, clinician and family reports to include the subjective experience of the patient, the patient’s disease and its effect on the family. This does not suggest a hierarchy of data, rather that patients, clinicians and family members may be best placed to provide particular information. There is increasing consensus that quality in mental health needs to be measures from different perspectives. Both PacifiCare and Ohio utilize self-reports alongside clinician reports.

Satisfaction surveys

A number of specific and generic satisfaction and perception of care surveys are used in mental health services: the MHSIP Consumer Survey and MHSIP Inpatient Survey; CMS’s Health Outcomes Survey; HRSA’s Patient Satisfaction Survey; VHA Survey of the Health Experiences of Patients (SHEP); NCQA’s Experience of Care and Health Outcomes (ECHO) and Consumer Assessment of Health Plans (CAHPS) and the hospital version of CAHPS; together with home-grown surveys. 

Consumers can provide a valid assessment of quality and the selection bias inherent in consumer satisfaction surveys does not invalidate assessments. Their particular value lies in their ability to provide information which may not otherwise be available. The limitation of satisfaction ratings lies in their ability to trace changes over time and the usefulness of crude satisfaction ratings to direct quality improvement. Satisfaction scores generally give high ratings and are not good at measuring dissatisfaction.

Reporting

The availability of information about the quality of mental health services depends on the type of program or health plan or commitment of payer to publishing information. The utility and accessibility of information varies widely. 

Priority for mental health

Mental health measures are marginal in the consensus sets that have so far been agreed by the National Quality Forum. For example the hospital measures agreed and used by CMS, have no mental health measures.

The capacity of states to measure quality varies state by state, shaped in part by the motivation of the state legislature. In managed care, state governments are far more likely to collect HEDIS measures in areas other than behavioral health.

Quality measurement remains, relatively a limited priority for plans and payers. Payers and employers are still more likely to focus on measures of cost rather than quality.

Lessons for the UK

Quality and outcomes measurement is more advanced in the US, for all its limitations, than the UK. Selective learning from the US experience can therefore be valuable in the further evolution of this field in the UK.

There are a number of areas of potential utility:

· The science of quality measurement and the best application of process and outcome measures
· The rigour with which – for example the NCQA – develops, tests and implements quality measures

· The implementation of outcomes measurement, particularly, the use of patient self-reports, feedback to clinicians, and technologies to facilitate measurement

· The application of evidence-based process measures

· The use of satisfaction surveys relative to other measures of quality

· Consensus-building and multi-stakeholder involvement in the development of quality measures

Measuring quality in mental health services
Introduction

This report assesses how the quality of mental health services is being measured, in practice, in the United States. It examines: what is being measured, in which populations, at what level of the mental health care system, by whom, and how information is reported and utilized. 

This study use the term, quality measurement. It is recognized that the terminology and definitions in this field are imprecise and that “quality” and “performance” are often used synonymously. 

Drivers

There are a number of generic and specific drivers for quality measurement. The federal Government requires accountability for public spending through the Government Performance and Results Act 1993. Escalating costs mean payers want to obtain maximum value from expenditure. The consumer movement in mental health has demanded accountability,
 consumer involvement in quality assessment and consumer-oriented measurement. Concerns about the safety of care and the practice of seclusion and restraint have focused attention in this area. The growth of managed care in private and public sectors has raised concerns about the quality of care in managed care. There is evidence of the poor quality of much of routine mental health care 
 
 
 
 
The development of evidence-based practice and guidelines in mental health has enabled comparison of routine with effective care. Finally, the burden of mental disorders, for individuals and society, is well established, and the priority to improve the quality of mental health care.

Purpose

Quality measurement has a number of broad purposes: to assure accountability to government, consumers and payers; to inform accreditation; to inform purchasing decisions; to enable comparison between providers and health plans; to improve the quality of care delivery; and to inform consumer choice. 

It is one strategy for health care improvement among others which include: accreditation and regulation, evidence-based practice, clinical audits, peer review, continuous quality improvement and report cards.

Quality measurement takes place at different levels: individual consumers, clinicians and practitioners; group practices; facilities; organizations; programs; health plans; county, state and national systems. It has a particular purpose depending on what is being measured and who is doing the measuring.

It occurs within a variety of contexts: in the work of accreditors, through NCQA’s HEDIS and JCAHO’s ORYX programs; in CMS’s federal regulation of hospitals, home health, nursing homes, doctors’ offices and managed care plans; in the accountability of government bodies, such as SAMHSA and VA to Congress; in the market, within the contract specifications of payers, employers and health plans; in state contracts with providers and health plans and state oversight, regulation and licensing; and in the internal quality improvement efforts of care providers.  

The mental health system

Quality measurement takes place within the particular context of the mental health “system”. The “system” is described as “a patchwork of policies, laws, contracts, providers and purchasers (which) has evolved into highly complex subsystems of care.
”  The Surgeon General’s report on mental health identified four sectors to this system: specialty mental health, general medical and primary care, human services and voluntary support networks4. The President’s New Freedom Commission on Mental Health described the mental health delivery system as being fragmented and in disarray, because of the complex array of funding streams, payers, health plans and provider agencies
. 

The mental health “system” has other distinct characteristics, which are important for the assessment of quality. Government funding, particularly Medicaid, state and local government funding plays a greater role in the care of the seriously ill mentally ill (SMI) as public mental health services act as a provider of last resort for the uninsured, Medicaid enrollees and the under-insured.

Managed Behavioral Health Care Organizations (MBHOs) play a dominant role, particularly in the private insurance sector but also in privatized public provision.

The public and private sectors serve distinct populations although there has been a blurring of the public and private sectors, with the privatization of public systems, and the role of non-profit and private providers in public provision. Managed care organizations have a range of public and private clients and use public and private providers.
 The public sector serves the seriously mentally ill, while the commercial population represents a broader and less severe spectrum of problems. Eisen compared members of Medicaid and commercial health plans, as part of the testing of the CABHS survey, and found the former were less likely to be college graduates, more likely to have used alcohol services and had lower overall health status. They were also less likely to receive timely help or be told they could refuse treatment. 

The distinction between populations served in the public and private sectors is important because it drives the focus of quality measures. For example, HEDIS measures were developed from employers’ priorities. Consequently HEDIS mental health measures focus on depression and alcohol use as does the business coalition schema, eValue8. This makes those measures useful but insufficient when applied to the public sector. Similarly, outcomes measurement instruments, used predominantly in the commercial sector, alongside measures of functioning and well being, assess absenteeism from work.  For public systems, assessing the socially disabling effects of serious mental illness, outcomes measures incorporate criminal justice involvement and housing status.

Measuring quality in mental health

The Institute of Medicine defined quality 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.” 
 This classical definition of quality is problematic for mental health, where housing, employment, psychosocial rehabilitation and peer support, for example, are an essential part of the spectrum of care. Health outcomes are also only one part of desired outcomes, alongside functioning in multiple domains, quality of life and subjective impressions of illness and well-being. Factors other than care provision, such as environmental factors, have a strong influence on outcomes. The boundaries of the mental health “system”, the range of health and social care provision and the broader definition of outcomes exacerbates the challenge of relating outcomes to processes and to specific interventions. Salzer described the notion of “putative” or “aesthetic” quality where structure or process indicators have no demonstrated relationship to outcomes or outcomes are unrelated to service processes.
 Donabedian’s definition of outcomes related to changes that could be attributed to antecedent health care. 
 Outcomes measurement is complicated by the temporal relationship between treatment and outcomes, the variables affecting outcomes, including patient characteristics and therefore the control of plans and providers over outcomes and the probabilistic nature of outcomes.

Origins

The organized measurement of quality in mental health began in the 1980s. Contemporary measurement owes its existence to a number of critical initiatives in the 1990s – primarily the MHSIP consumer-oriented report card; 
HEDIS mental health measures; 
VHAs performance measurement programs; 
the NASMHPD framework
 and managed care initiatives, nationally through AMBHA
 and individual MBHOs. 

Considerable work and effort has been undertaken since that time to conceptualize, standardize and implement quality measurement. This report describes how quality is measured in several case studies: the Joint Commission of the Accreditation of Health Care Organizations; the National Committee for Quality Assurance; Centers for Medicare and Medicaid Services; the Human Resources and Services Administration depression collaborative; the Veterans’ Healthcare Administration; Pacificare Behavioral Health; United Behavioral Health; Massachusetts Behavioral Health Partnership; the Substance Abuse and Mental Health Services Administration Uniform Reporting System; public mental health systems in Ohio and Texas; Consumer Quality Initiatives Massachusetts; Quality Review Services Ohio; and the National Business Coalition on Health, eValue8  program

Joint Commission for the Accreditation of Health Care Organizations (JCAHO)
JCAHO is a private not-for profit accreditor, which primarily accredits health care providers. JCAHO measures performance through its ORYX system and its accreditation standards.  JCAHO accreditation also performs an important role in ensuring that providers meet the requirements for participation in Medicare and Medicaid.

ORYX

Under JCAHO’s ORYX system, accredited organizations are required to choose from a portfolio of performance measures and regularly transmit data to JCAHO. Organizations can choose from a wide range of JCAHO licensed performance measurement systems. Those systems have a number of defined requirements including: the specification of performance measures, technical capabilities, the transmission of quarterly data to JCAHO on its clients, risk adjustment and the provision of feedback reports to clients containing control and comparison charts.

This choice of systems has enabled flexibility. However it has worked against comparability and standardization. System vendors may offer a portfolio of process, outcome and perceptions of care measures. In June 2005, there were 94 licensed vendors of which 36 offered measures for behavioral health programs.

Similarly, as part of JCAHO’s performance measurement requirements, organizations must carry out surveys of consumers’ perceptions of care. However there is no prescription regarding the instrument to be used.

JCAHO has developed “core” measures for some areas of general medicine and surgery. Hospital-based mental health services are required to choose and transmit nine “non-core” measures to JCHAO.  Unlike hospitals, organizations accredited under the Behavioral Health Care program are not required to report ORYX data to JCAHO. Behavioral health care organizations began collecting data under ORYX in 1999. However this requirement was withdrawn in 2002, pending the agreement on core measures. Providers also complained about the relevance of the early licensed systems, cost and its comparability with other reporting requirements, such as CMS.

JCAHO therefore has greater traction with hospital than community. All state psychiatric hospitals are accredited by JCAHO. The majority of behavioral health care organizations are not. In Texas only 2 out of 41 Community Mental Health Centers are accredited. By contrast, Ohio has introduced a rule requiring the accreditation of provider agencies within its jurisdiction.

Behavioral health care organizations are required to meet JCAHO’s accreditation standards around performance measurement and as part of this to collect data on six measures, although this does not need to be reported to JCAHO. The areas include seclusion, restraint and medication management, with a focus on basic safety issues.

National Association of State Mental Health Program Directors (NASMHPD) National Research Institute (NRI)

NRI operates a Behavioral Healthcare Performance Measurement System (BHPMS) for 221 state operated or contracted hospitals in 49 states. It represents a de facto performance measurement system for state hospitals, both JCAHO accredited and non-accredited. More recently NRI also opened its system to private providers. NRI has 26 active measures, 24 of which are approved by JCAHO, for facilities to select from, of which facilities are required to report nine to JCAHO.

The NRI measures cover a number of domains: client perception of care – using the MHSIP Inpatient Consumer Survey; medication use; use of restrictive interventions; safety; changes in symptoms and functioning and administrative measures.

The six measures most commonly used by facilities are predominantly safety measures: 30-day re-admissions; restraint; elopement rate; seclusion; client injury and medication errors. BPRS and GAF are the most commonly outcomes measures. 

NRI piloted common measures with the National Association of Psychiatric Health Systems (NAPHS), the association of private sector providers, the precursor to collaboration with JCAHO to develop core hospital measures.

NRI Behavioral Healthcare Performance Measurement System

	Measures

	30 day re-admission rate

	Client injury rate

	Elopement rate

	Medication error rate

	New generation antipsychotic use

	Restraint use

	Seclusion use

	Clients with co-occurring psychiatric and substance disorders involved in treatment interventions for their hospital disorders

	Prevalence of co-occurring psychiatric and substance disorders

	Staff injury rate

	Brief Psychiatric Rating Scale (BPRS)

	Child and adolescent assessment scale (CAFAS)

	Global Assessment of Functioning (GAF)

	Multnomah Community Ability Scale (MCAS)

	Medical Outcomes Study Short Forum (SF –12/36)

	Child Behavior Checklist (CBCL)

	Client perception of outcome of care

	Client perception of dignity

	Client perception of rights

	Client perception of participation in treatment

	Client perception of the facility environment

	Concurrent antipsychotic therapy

	Medication changes near discharge

	Mean antipsychotic dose

	Mean number of scheduled medications


The NRI measures incorporate the Mental Health Statistics Improvement Program (MHSIP) in-patient survey. The in-patient survey was developed and tested in 2000/1. It enables compliance with JCAHO’s accreditation requirements.

	MHSIP In-patient Survey

	MHSIP In-patient survey includes 28 items, 7 demographic questions and 3 identifying items. The items are grouped into the following scales:

	· Outcomes

	· Rights

	· Dignity

	· Participation

	· Environment


McLean Hospital

McLean Hospital, in Belmont Massachusetts, is a licensed vendor, primarily for private psychiatric hospitals. McLean offers 24 outcome, perception of care and administrative measures including measures from the self-report – Behavioral and Symptom Identification Scale (BASIS) -  BASIS-32; its home-grown Perception of Care survey; and indicators on restraint and seclusion; medication errors; patient and staff assaults and 30 day re-admissions.

BASIS-32 is a self-report outcome assessment instrument, originally developed for SMI inpatients. It has also been tested and found to be valid for outpatients.
 It has also been found to increase patients’ assessment of their involvement in treatment planning.
 A revised version of the instrument, BASIS-24 has been developed and field- tested.

	Measures

	BASIS-32: Overall change score from hospital inpatient programs

	BASIS-32: Relation to self/other change score from hospital inpatient programs

	BASIS-32: Depression and anxiety change score from hospital inpatient programs

	BASIS-32: Impulsive and addictive change score from hospital inpatient programs

	BASIS-32: Daily living/role functioning change score from hospital inpatient programs

	BASIS-32: Psychosis change score from hospital inpatient programs

	BASIS-32: Overall change score from residential/partial programs

	BASIS-32: Relation to self/other change score from residential/partial programs

	BASIS-32: Depression and anxiety change score from residential/partial programs

	BASIS-32: Daily living/role functioning change score from residential/partial programs

	BASIS-32: Impulsive and addictive change score from residential/partial programs

	BASIS-32: Psychosis change score from residential/partial programs

	Perceptions of Care Indicators

	Continuity and coordination of care

	Communication / information received from providers

	Global evaluation of care

	Interpersonal aspects of care

	Administrative Indicators (18 years and older)

	Restraint and seclusion hours for patients 18 years and older

	Restraint and seclusion episodes for patients 18 years and older

	Restraint and seclusion hours for patients under 18 years old

	Restraint and seclusion episodes for patients under 18 years old

	Medication errors

	Patient to staff assaults

	Patient to patient assaults for patients

	Readmission within 30 days for patients


Reporting

JCAHO’s performance measures are not reported publicly. Measurement systems report data on participating organizations to JCAHO for use in accreditation. Comparative data is also reported to those organizations. Performance measures inform quality of care and embed performance measurement in quality improvement. However JCAHO does publish Quality Reports for organizations which include accreditation status, performance on national patient safety goals and accreditation history. 

Accreditation and performance measurement

Performance measurement is a core part of JCAHO’s accreditation standards. Organizations are required to collect data on the “perceptions of care, treatment, and services of clients including…their specific needs and expectations, how well the organization meets these needs and expectations, how the organization can improve client safety.” JCAHO does not prescribe the tool organizations should use to collect this data.

JCAHO also requires that organizations collect data on the following high-risk processes:

· medication management

· restraint use

· seclusion use

· behavior management and treatment

· care, treatment, and services provided to high-risk or vulnerable populations as defined by the organization

Core measures

JCAHO has joined with the National Association of State Mental Health Program Directors (NASMHPD) National Research Institute (NRI) and National Association of Psychiatric Health Systems (NAPHS) to develop core measures for hospital mental health services. 

The work is focusing on four domains: transitional care – discharge planning, case management and assessment; processes of care – family involvement; clinical outcomes – symptom reduction, functioning, recovery; safety – seclusion and restraint, medication management, risk assessment. 
Common measures will be piloted in 2006 and go through the National Quality Forum consensus process, prior to adoption. The development of common measures for community-based services is more remote.

National Committee for Quality Assurance (NCQA)
The National Committee for Quality Assurance (NCQA), is a private not for profit organization which accredits and measures the quality of care managed by health plans. It assesses quality through the Health Plan Employer Data and Information Set (HEDIS) and consumer surveys. 

HEDIS measures are perhaps the most established, standardized measures for assessing the quality of health care. They are used to assess commercial, Medicare and Medicaid managed care plans. The Veterans Healthcare Administration includes the HEDIS depression measures within its own performance measures. States also use HEDIS measures in their managed care contracts and the depression measures are incorporated in the National Quality Forum’s draft ambulatory care measures.

In addition to the HEDIS measures, quality measurement is a core component of NCQAs accreditation process for both MCOs and MBHOs.

There are five specific mental health measures within the current HEDIS set. They address antidepressant medication management and follow-up after hospitalization for mental illness:

	Measures

	Antidepressant medication management (effective acute treatment phase): percentage of members who remained on an antidepressant drug during the entire 84-day (12-week) acute treatment phase

	Antidepressant medication management (effective continuation phase treatment): percentage of members who remained on an antidepressant drug for at least 180 days (six months).

	Antidepressant medication management (optimal practitioner contacts for medication management): percentage of members who had three or more outpatient follow-up visits or day/night treatment with a non-mental health practitioner or mental health practitioner within 84 days (12 weeks) after new diagnosis of depression

	Mental illness: percentage of members who had an ambulatory or day/night mental health visit within 30 days of hospital discharge

	Mental illness: percentage of members who had an ambulatory or day/night mental health visit within 7 days of hospital discharge


The antidepressant medication management measures derive from the Agency for Health Care Policy and Research (AHCPR) clinical practice guidelines for the treatment of Major Depressive Disorder. The HEDIS measure uses provider claims or encounter data to identify patients with depression and pharmacy claims to identify those who were prescribed an antidepressant. 

HEDIS measures go through a rigorous developmental, testing and implementation process, managed by its Committee for Performance Measurement, according to the principles of relevance, scientific soundness and feasibility.

The performance of health plans on the HEDIS measures is published in NCQA’s annual Quality Compass. Quality Compass provides information on the performance of HMO, POS, Medicaid and Medicare plans.  Importantly, HEDIS measures are used to assess commercial HMO and POS plans and not PPO plans or MBHOs, although half of health plans sub-contract their mental health benefits to MBHOs and PPOs are the most popular form of health plan. This is because MBHOs are dependent on HMOs for information and the lack of standardized data systems in MBHOs. 

Not all health plans report their data publicly although x did in 2004. However CMS requires all Medicare Advantage plans to publicly report their results and more than 100 Medicaid plans do the same. Health plans that report their performance publicly do better than those who do not.

Experience of Care and Health Outcomes (ECHO) survey

NCQA developed a consumer survey designed specifically for mental health – the Experience of Care and Health Outcomes (ECHO) survey.
 ECHO evolved from the CABHS survey designed for the assessment of health plans and the MHSIP survey designed to assess the experiences of an SMI population in the public mental health system. 
 It was developed to gauge member satisfaction and experiences of behavioral health care in managed care organizations. ECHO was recommended, though not required, by NCQA, as part of its accreditation requirements.

	Experience of Care and Health Outcomes (ECHO) Survey

	ECHO 3.0 is a 51 item questionnaire which asks consumers questions about:

· Getting counseling and treatment quickly

· Communication with clinicians

· Information on side effects

· Consumer involvement in treatment

· Information and choice about treatment options

· Confidentiality

· Consumer rating of counseling and treatment

· Consumer rating of health and functioning

· Experience of the health plan


ECHO was administered to a sample of health plan members by telephone or mail contact, relying on current contact details. However, field-testing found that this information was not available in 12% to 60% of cases, more commonly in Medicaid than commercial samples. Response rates have been variable, ranging from 6% to 65% depending on the sample. Some MBHOs preferred to use homegrown surveys, citing the length, relevance and response rates to the ECHO survey.

Most recently, NCQA decided to withdraw the ECHO survey, because of low-take up by MBHOs, poor response rates and limited leverage for its use from payers and employers.
The State of Health Care Quality: 2004 – HEDIS Measures 2003 

	
	Commercial
	Medicare
	Medicaid

	Antidepressant medication management (effective acute treatment phase)
	60.7
	53.3
	46.2

	Antidepressant medication management (effective continuation phase treatment)
	44.1
	39.2
	29.3

	Antidepressant medication management (optimal practitioner contacts for medication management)
	20.3
	10.5
	18.0

	Mental illness: percentage of members who had an ambulatory or day/night mental health visit within 30 days of hospital discharge
	74.4
	60.3
	56.4

	Mental illness: percentage of members who had an ambulatory or day/night mental health visit within 7 days of hospital discharge.
	54.4
	38.8
	37.7


NCQAs 2004 state of health care quality report was based on audited data from 262 Managed Care Organizations. The performance of health plans on the mental health measures compares poorly to other areas of care and has improved more slowly if at all. NCQA concluded that: “appropriate treatment of people with behavioral health conditions remains a critical shortcoming of our health care system with enormous adverse impact on quality of life and workplace productivity.”  The commercial sector did better than Medicare or Medicaid plans. 

Poor performance on the HEDIS measures has been attributed both to the actual quality of care and to artifact. Around 50% of MCOs carve-out their mental health benefits to MBHOs.  The MCO, the carve-out or both may therefore provide depression care. This makes it difficult to identify where quality improvement should take place.

Kobak examined the reasons for performance on the HEDIS measures. In addition to patient non-compliance, He found that the most common reasons for poor performance were: patient restarted a previously prescribed successful anti-depressant; the patient did have a visit with the prescribing provider but mental health was not coded or documented; visits were undercounted and use of medication samples skewed start dates.

Accreditation

NCQA’s standards and guidelines for the accreditation of MBHOs incorporate standards for quality management and improvement. This includes structures and processes for quality improvement. 

The standards required that the MBHO has a plan for collecting and providing information on provider and practitioner safety and quality. They also require that MBHOs report the results of their improvement efforts annually to behavioral health practitioners and providers and enrollees.

The standards also include performance measures for the accessibility of services:

· Care for a non-life-threatening emergency within 6 hours

· Urgent care within 48 hours

· An appointment for a routine office visit within 10 business days

They also contain assessment against telephone standards:

· The quarterly average for screening and triage calls shows that telephones are answered by a non-recorded voice within 30 seconds

· The quarterly average for screening and triage calls reflects a telephone abandonment rate within 5 percent.

Organizations must conduct an annual satisfaction survey of its enrollees. NCQA does not prescribe the sample, except that it must be sufficiently extensive, or method of administration. But it does encourage use of the ECHO 3.0 survey, use of which in accordance with the NCQA protocol ensures compliance with the standards. NCQA also requires that the survey addresses: services, accessibility, availability and acceptability.

Centers for Medicare and Medicaid Services (CMS)
CMS has a critical influence on the quality of health care,  for over 80 million people, through the Medicare, Medicaid and SCHIP programs.
 It also has an important federal role in reducing the duplication of performance measures and assisting in the development of common measures.

CMS requirements

CMS monitors the quality of care in Medicare and Medicaid through a variety of programs. It publishes performance measures for hospitals, nursing homes, home health agencies, doctor’s offices and health plans. It requires Medicare managed care plans to report and publish HEDIS measures and the outcomes of CAHPS surveys. As part of this it administers the Health Outcomes Survey to Medicare beneficiaries. It does not require the use of HEDIS measures for Medicaid programs, though many states specify this in contracts. It also requires Medicare agencies to work with Quality Improvement Organizations around identified priorities and Medicaid agencies to work with External Quality Review Organizations (EQRO).

The Balanced Budget Act 1997, defined quality requirements for Medicare and Medicaid managed care. It included rigorous quality improvement standards for the Medicare+Choice (M+C) program (now Medicare Advantage). 
 

Medicare Advantage organizations were required to use the Quality Assessment and Performance Improvement (QAPI) program, part of the Quality Improvement System for Managed Care (QISMC). This includes two quality improvement projects, one chosen by the plan and one by CMS; the Medicare HEDIS and the Consumer Assessment of Health Plan Survey (CAHPS). Included in Medicare HEDIS is the Medicare version of the Health Outcomes Survey (HOS), which reports on beneficiaries health and functional status.  BBA requirements fell primarily on HMOs because they have the greatest capacity to measure and improve care. Non-HMOs were not required to perform the QI projects. Private fee for service providers and PPOs were also exempted from the requirements.

The Balanced Budget Act also required states to collect data from MCOs and submit it to CMS for Medicaid beneficiaries. CMS issued final regulations for Medicaid MCOs to implement these requirements in 2002.

However these regulations do not require the collection or reporting of specific performance measures. State Medicaid programs have flexibility in monitoring the quality of care provided to beneficiaries. They are required to establish and maintain standards for participating organizations. Their methods of monitoring are at the discretion of the state with the exception of nursing facilities and laboratory services. For managed care, states are required to develop and implement a quality assessment and improvement strategy. For each MCO with which they contract, an External Quality Review Organization (EQRO) is required to conduct an annual review of the quality and accessibility of care. This most commonly includes medical record review, but also validation of performance measures.

The Centers for Medicare & Medicaid Services (CMS) has granted NCQA deeming authority to review its managed care program. 

	Medicare and Medicaid HEDIS

	HEDIS measures were adopted for use in the Medicare and Medicaid populations. Medicare managed care plans are required to report on the HEDIS measures, Consumer Assessment of Health Plans (CAHPS) survey and Health Outcomes Survey (HOS). HEDIS is not required in Medicaid managed care, although over 100 Medicaid plans now report on HEDIS measures. 


Fee for service (FFS)

Fee for service programs operate to a lower level of accountability than Medicare and Medicaid managed care. There is no requirement on FFS agencies to participate in CMS quality improvement programs. Nor are there Congressional requirements on FFS for reporting and quality.

CMS uses the Conditions of participation (COPs) as a level to hold institutional providers to minimum standards in FFS program. CMS deems providers achieving COPs if they meet the standards or private accreditors. States enforce COPs for nursing homes, home health agencies and non-accredited hospitals

Quality improvement organizations

Quality improvement organizations (QIOs) are Medicare’s primary tool for enhancing quality.  They are private organizations and also work with state Medicaid agencies. The QIO focus in 2000/2 was on clinical performance measures for acute myocardial infarction, heart failure and stroke. QIOs collect and analyze data on provider performance and assist providers in improving the quality of care.

Medicare Health Outcomes Survey

The Medicare Health Outcomes Survey (HOS) was developed to assess the physical and mental functioning, over time, of Medicare beneficiaries. It was implemented in Medicare managed care in 1998 as part of Medicare HEDIS. 5.3 million Medicare beneficiaries are enrolled in managed care plans, of which 4.6 million are in Medicare+Choice plans 
. NCQA implemented the HEDIS Medicare HOS under contract. It has also been tested in Medicare FFS. 
 The HOS is designed to provide meaningful data for MCOs, providers and Quality Improvement Organizations (QIOs) to improve the quality of care.

The HOS follows a longitudinal cohort design; with baseline and 2 year follow-up surveys of a sample of 1,000 health plan beneficiaries. Since 1998 there have been six baseline surveys and four follow-up HOS surveys of Medicare health plans. Aggregated HOS results have been published for the respective cohorts, including plan performance on mental health functioning. 

HOS data are also used as part of CMSs Health Plan Management System’s (HPMS) composite measures of HEDIS, CAHPS and HOS performance.

Quality Improvement Organizations (QIOs) in several states have used the HOS to work with Medicare + Choice plans to improve the quality of depression care in primary care, as part of a National Pilot Project.

	Medicare Health Outcomes Survey

	The Health Outcomes Survey is based on the Short Form Health Survey, SF-36. It contains 47 questions about respondents’ usual activities and how they rate their health. It assesses the following eight scales and provides a physical and mental component summary: 

	· Physical functioning

	· Role-physical

	· Role-emotional

	· Bodily pain

	· Social functioning

	· Mental health

	· Vitality

	· General health


Medicare Doctor’s Office Quality Project

CMS has also developed a Medicare Physician Focus Quality Initiative. The Doctor’s Office Quality Project has a range of chronic disease and prevention performance measures. This includes the VA depression screening measures and the Physician Consortium for Performance Improvement (PCPI) antidepressant medication measure. The draft ambulatory care measures include the HEDIS depression measures.

	Measures

	% patients screened annually for depression in primary care settings

	% patients with a positive screen for depression with a follow-up assessment or referral

	% patients with Major Depressive Disorder continued on medication for a minimum of 16 weeks following remission of symptoms 


Medicaid
Medicaid is the primary source of funding for mental health services in the US. By 1997 Medicaid accounted for 20% of the total spending and 36% of the $48 billion public expenditure on mental health. It is a critical source of funding people with serious mental disorders and revenue for specialist mental health providers.   

Medicaid pays for mental health care for people whose mental disorders qualify them as disabled, people with other disabilities, children because of their age and income, and pregnant women or adult carers. Those people are enrolled in either Temporary Assistance for Needy Families (TANF) or Supplemental Security Income (SSI). 
 By 2003, 59% Medicaid beneficiaries were enrolled in managed care.

Medicaid managed care

The quality of Medicaid managed care programs is assured through federal laws and CMS regulations and state approaches to quality management. 

SAMHSA reported in 1999 that 42 states had some kind of managed behavioral health care program in place. These programs differed by their scope, level of risk, contracting arrangements, contractors and integration with general health care. Medicaid agencies worked with state mental health agencies, particularly in carve-out programs. Public sector contractors were more common in carve-outs – county and local governments and community mental health centers. 

Recently there has been a recent reduction in the number of private MBHOs seeking to secure state managed care contracts because of complex program application, design and reporting requirements. 

Neither Medicaid nor SCHIP require states to collect specific performance measures. HEDIS measures have been adapted for Medicaid programs. States use publicly available, most commonly Medicaid HEDIS and Medicaid CAHPS,  or their own measures for monitoring quality.

However the collection of mental health measures by state agencies is poor and varies according to the form of managed care. Primary care case management (PCCM) accounts for 6.2 millions beneficiaries or nearly a quarter of managed care enrollment. Schneider found that state Medicaid agencies were less likely to collect data from PCCM’s rather than HMOs. None of the state agencies collected common mental health HEDIS measures from PCCM programs. Only a quarter did so from PCCM and HMO programs and just over a third from HMO programs. Reporting to the public and providers on mental health measures was consequently very limited.
 

Landon found in 2001 that of state Medicaid agencies only 32% collected data on the common HEDIS follow-up after hospitalization measures and only 26% the acute phase antidepressant measure. Only 1 state Medicaid agency made this information available to health plans and enrollees.
 

French and colleagues surveyed state Medicaid and SCHIP agencies in 2001 to assess how they were using HEDIS measures. Only 6 of 23 Medicaid programs reported using the full set of HEDIS measures in 2000. Half of the programs indicating that they carved out services during 2000 reported that they did not collect performance data on carved-out services.

The HEDIS measures were designed for the commercially insured employed population, which is quite distinct from the mental health client group served through Medicaid, with its preponderance of people with serious mental disorders. They focus on depression and are therefore useful but insufficient for the public population, which has high numbers of people with schizophrenia and bipolar disorder.

Nursing homes

CMS publishes measures for Medicare and Medicaid certified nursing homes including measures of physical restraint, also part of CMS’s GPRA goals, and depression and anxiety. The measures do not however, address core concerns such as medication dosages for people with depression. Nursing home report cards are accessible on the CMS web site.

	Measures

	% residents who were physically restrained

	% residents who have become more depressed or anxious


Nursing home assessment uses the Minimum Data Set (MDS) introduced by CMS in 1990 in all Medicare and Medicaid certified nursing homes. OASIS is a clinical data set used by CMS for assessing home care since 1999. Federal government relies on state licensure to ensure providers participating in Medicaid offer appropriate care.  States must use a standard CMS protocol for nursing facilities.

Hospitals

CMS has agreed a broad set of hospital clinical measures around acute myocardial infarction, coronary artery bypass graft, heart failure, community acquired pneumonia and hip and knee replacement. There are currently no hospital measures for mental health. The hospital version of CAHPS is also designed for medical and surgical patients only. 

Health Resources and Services Administration (HRSA) – Bureau of Primary Health Care
A Depression Collaborative is a core part of the HRSA Health Disparities Collaborative – designed to improve health outcomes for underserved populations. Over 450 Bureau of Primary Health Care health centers have participated in the collaborative since 1998.

	Measures of depression population 2005/6

	CSD patients with 50% reduction in PHQ

	CSD patients with a 5 point reduction in PHQ within 6 months

	Patients with documented PHQ re-assessment between 4-8 weeks of last new episode PHQ

	Patients who have a diagnosis of depression and a documented PHQ score within the last 6 months

	Depressed patients with documented self-management goal setting in the last 12 months

	CSD patients with documented early follow-up of last new episode PHQ

	CSD patients who, 4 months or longer after last new episode PHQ, have 50% reduction in PHQ score

	CSD patients with PHQ score less than 5 at least 4 months after last new episode PHQ

	Patients with a diagnosis of major depression of dysthymia on an antidepressant at last visit

	Patients with diagnoses of minor depression, depression NOS, or adjustment disorder not on an antidepressant

	Depressed patients who improve in function

	Patients with diagnosis of major depression of dysthymia remaining on antidepressant for at least 6 months

	Percent of CSD patients on an antidepressant and/or in psychotherapy within one month of last new episode PHS


· CSD = Clinically Significant Depression

Veterans’ Healthcare Administration (VHA)
The quality of mental health services in the VA is assessed through a variety of mechanisms. Performance measurement has been a critical component in the programs to transform the quality of Veterans Health Care. 
 It is supported by the VA Computerized Patient Record System (CPRS), its national electronic health record system.

VHA assesses quality through a number of value domains: technical quality of care, access to services, community health, patient satisfaction, patient functional status and cost-effectiveness, which broadly correspond with the IOM domains. VHA holds itself accountable through these domains. Within the VHA there is a formal performance contract between the Under Secretary for Health and senior network leaders around the value domains, with explicit accountability for performance. Performance data are published internally regularly and distributed widely. The performance contract is also tied to management incentives.

As a Cabinet-level responsibility VHA is subject to intense public scrutiny with public accountability to Congress. VHA has a performance agreement with the White House as part of the Government Performance and Results Act. The VA publishes an annual Performance and Accountability report. The health measures within the report contain a Clinical Guidelines Index, which incorporates measures around depression.

There has been a national mental health report card comparing the performance of VISNs for several years, together with performance measures for specific VA mental health programs, such as Intensive Case Management.
 

Clinicians have been required to measure outcomes using the Global Assessment of Functioning (GAF) since 1997.

VA also requires JCAHO accreditation and has common measures in place for ORYX reporting including: psychosocial assessment, goals met in discharge, screening for depression and post-traumatic stress disorder. 

The North East Program Evaluation Center (NEPEC) publishes a National Mental Health Program Performance Monitoring System report card.

	Measures

	The 2004 report card contains 70 measures of access/population coverage (6 measures); inpatient care (26 measures); outpatient care (30 measures); economic performance (8 measures).

These administrative measures include length of stay, re-admission rates, occupied bed days, follow-up after hospitalization, dual diagnosis treatment, and expenditure and efficiency measures. VISNs are rated on the major domain measures.

The report card also incorporates the VA satisfaction survey. Most recently it included aggregated outcomes using the Global Assessment of Functioning (GAF)


The national report card was developed around a number of goals: maximizing quality of life, clinical satisfaction and clinical improvement; equitable and improving access to VA mental health services – and equitable access to other health services; reducing dependence on inpatient treatment; expanding community-based care; minimizing costs. It compared performance across VISNs to identify outliers. The use of a large number of measures was justified by the limited correlation between the measures used. 

NEPEC also monitors and published reports on specific mental health programs such as Mental Health Intensive Case Management, Schizophrenia Pharmacotherapy and Post-Traumatic Stress Disorder.

Veterans Healthcare Administration 2005 Mental Health Performance Measures

The table below outlines specific mental health measures within the VA’s national performance measurement set in 2005.

	Measures

	Access

	CBOCs serving more than 1,500 veterans will provide mental health providers for at least 10% of visits

	% eligible homeless veterans with intake interview who receive timely MH or SUS specialty services

	% homeless veterans entering a homeless program who receive timely MH or SUS specialty services

	% homeless veterans entering a homeless program who receive timely primary care services

	% veterans discharged from one of three types of homeless programs who receive timely MR or SUD specialty follow-up

	% projected patients receiving care in MHICM

	% high-risk mentally ill inpatients screened for admission to MHICM

	% veterans who are statistically projected to be in need of MHICM services who are actually enrolled in said program

	Functional status

	% veterans who were discharged from a Domiciliary Care for Homeless Veterans (DCHV) Program, Grant and Per Diem (GPD) program or Health Care for Homeless Veterans (HCHV) Community-Based Contract Residential Care Program to independent housing or a secure institutional arrangement

	% resident-associated inpatient admissions to psychiatry bed service for which the supervising attending practitioner has a timely independent progress note

	Quality

	% patient episodes of a new diagnosis of depression and receiving a new prescription for antidepressant medication who: have at least three practitioner contacts for medication management during the 12 week acute phase of treatment; adequate medication for at least 84 treatment days during the acute phase


Mental health measures are derived in part from VHA Clinical Guidelines and in part from current priorities. 
 VHA mental health guidelines include: Major Depressive Disorder, Psychoses, and Post-Traumatic Stress Disorder. The guidelines include specific performance measures. The Depression guideline, for example, contains the following measures: % patients screened annually for depression and % patients with a positive screen for depression with a follow-up assessment or referral. The psychoses guideline contains a performance measure: % high-risk patients screened for admission to Mental Health Intensive Case Management.

The VA has also used the performance measures in an instrumental way to push depression screening or the use of GAF.

The 2005 measures also reflect a current focus on homelessness and tobacco use among veterans and equitable use of community clinics for mental health services.

The 2005 measures also include the HEDIS depression measures.

Outcomes measurement

The VA mandated, through VHA Directive 97-059 in 1997 that clinicians use the Global Assessment of Functioning (GAF) to assessment all mental health inpatients and outpatient in treatment, at least every 90 days and gave VHA goals for raising the GAF index for SMI enrollees. This derived from the Government Performance Results Act (GPRA) and the Veterans Eligibility Reform Act 1996 concerning the care of disabled veterans. 

	Global assessment of functioning (GAF)

	The Global Assessment of Functioning (GAF)  - axis V of DSM-IV - is used in psychiatric assessment to supplement data about symptoms and diagnosis. Clinicians make an overall rating of a patient’s psychological, social and occupational functioning on a scale of 1 to 100.


GAF was chosen because clinicians within VHA were familiar with it and it had been used routinely for inpatient discharges since 1991. Training needs would be limited. To incentivize implementation, a national performance measure for VISN directors on GAF recording compliance, was introduced, with monthly published monitoring. Implementation was supported by national training initiatives. 

Implementation also found that clinical reminders and personal intervention regarding outliers assisted GAF documentation. 

The validity and reliability of GAF has been criticized.
 Moos found that there was a limited association between GAF ratings and patients social, psychological and functioning at follow-up. Diagnosis and symptoms were stronger predictors of GAF ratings than social and occupational functioning. GAF was not predictive of treatment outcomes or use of inpatient services. 

Greenberg and Rosenheck assessed whether GAF could be used to measure changes in outcomes in VA facilities and to compare outcomes across facilities. It found discriminant validity and internal consistency in the use of GAF and internal consistency in facilities over time. It concluded that the study provided preliminary support for “cautious use” of GAF to measure changes in facility outcomes over time but because of the potential for gaming, variations in the administration of the measure and concerns about its validity that it could not currently be used to compare the outcomes of facilities. 
 

VA has also piloted routine outcomes management though computerized self-assessment. Testing found that the system was easy to use, reliable and valid, acceptable to patients, but of variable acceptability for clinicians. 

Patient satisfaction

Patient satisfaction is measured using the Survey of Health Expectations of Patients which covering veteran inpatients and outpatients.

	Areas

	Access - We will provide you with timely access to health care

	Coordination - We will take responsibility for coordination of your health care.

	Courtesy - We will treat you with courtesy and dignity

	Education - We will strive to provide information and education about your health care that you understand

	Emotional Support - We will provide support to meet your emotional needs. 

	Involvement of Family and Friends - We will provide opportunities to involve your family in your care when appropriate

	Physical Comfort - We will strive to meet your physical comfort needs

	Patient Preferences - We will ensure that you are involved with decisions about your care

	Transition - We will provide smooth transition between your inpatient and outpatient care

	Continuity - One health care team or provider will be in charge of your care

	Pharmacy - We will provide you with timely and appropriate Pharmacy Services

	Specialist Care - We will coordinate all your Specialist care in a timely manner


Managed Behavioral Healthcare Organizations (MBHOs)
Managed behavioral health care organizations (MBHOs) – or carve-outs - are managed care organizations who specialize in the management of behavioral health services. Carve-outs take two general forms: payer carve-outs and health plan carve-outs.

MBHOs use a variety of mechanisms to manage care: prior authorization, utilization management, concurrent review, case management, clinical guidelines and increasingly outcomes management – as well as cost containment strategies.

In 1999, around 177 million insured Americans were enrolled in MBHOs. Over 90% of Americans with employer health insurance are enrolled in managed behavioral health care. The largest MBHO, Magellan, had 64.6 million enrollees, through HMO and insurance contracts, direct contracts with employers , Medicaid contracts and federal government plans Magellan had 3,000 customers with a provider network of 40,000. At that time, the top five companies had a 68.6% market share
. 

About half of enrollees in HMOs receive their mental health care through carve-outs. Two thirds of people with health insurance received mental health and substance abuse services through carve-outs in 2000. This includes both MCO carve-outs and direct carve-outs from payers.  

Garnick examined the performance standards in MCO contracts with MBHOs. She found that 6 in 10 specified HEDIS behavioral health measures, while 8 in 10 had some quality standard. HMOs and POSs were far more likely than PPOs to have such standards

Horgan’s assessment of Managed Care Organizations found that about 70% carried out patient satisfaction surveys, 73% monitored performance measures, primarily HEDIS measures. Only 49% measured clinical outcomes because ”outcomes are difficult to measure, members and providers are often reluctant to participate, and outcomes measurement can be very costly.” This may also be attribute to the absence of a mandate to carry out outcomes work from accreditors or payers. HMOs were far more likely to carry out quality improvement activities than PPOs. Carve-outs from MCOs were also more likely to have developed quality improvement work with 87% carrying out patient satisfaction surveys and 69% outcomes assessment. Patient satisfaction surveys were widely reported to external organizations, clinicians and enrollees, as were performance measures. However, reporting of outcomes measures to clinicians and external organizations was comparatively low.  Of course, this study did not assess what outcomes instruments health plans and carve-outs were using. 
 

States are using a variety of carve-out mechanisms to manage mental health care. In four state carve-outs assessed by the General Accounting Office, two states contracted with a for-profit MBHO for the entire state, one contracted with eight regional not-for-profit plans and one with 14 county public plans; two carve-outs were administered by the state mental health departments, one by the state Medicaid agency and one by a Medicaid, substance abuse department collaboration.

The proprietary nature of the managed care industry, the focus on health plans rather than carve-outs, means that public information about the quality of care managed by MBHOs is scarce, although there is a trend towards greater scrutiny and micromanagement of MBHOs by state and county government. 
 This creates important issues of accountability and transparency for managed behavioral health care. 
 
 Goplerud warned that public sector managed care had made inaccessible data about Medicaid that was previously available. Similarly Renner described the obstacles to measurement because of the fragmentation of the system and data availability. 
 

Pacificare Behavioral Health
Pacificare Behavioral Health has 4.3 million members, managing their benefits in both the public and private sectors.

Pacificare implemented the Algorithms for Effective Reporting and Treatment (ALERT) system in 1999. The system uses two patient self-report questionnaires – the Life Status Questionnaire (LSQ) and the Youth Life Status Questionnaire (YLSQ). LSQ and YLSQ are shorter version of the Outcome Questionnaire OQ45 and youth version. 

Clinicians also complete a Practitioner Assessment Report (PAR) at the third session in which the clinician rates symptoms and functioning and diagnosis.

	Life Status Questionnaire

	The self-report questionnaire has 30 items and takes less than 5 minutes to complete. The items include:

· psychiatric symptoms

· substance abuse

· interpersonal relationships

· functioning in daily activities

scored on four severity ranges.


Self-reports are completed by consumers at the clinician’s office at the first, third and fifth visit and then every fifth visit and then faxed to Pacificare using a fax to file technology. Over 7,000 clinicians and 100 group practices were submitting data by the end of 2003, representing 70% of patients receiving psychotherapy services within Pacficare 
.

The ALERT system is founded on the analysis of change using patient self-report and practitioner measures, monitoring of outcomes during treatment episodes, providing real-time information for clinicians and comparing actual change to expected change using a normative database. The database contains around 140,000 cases.
 Lambert found that outcomes for psychotherapy patients were improved by providing feedback to therapists. 

Consumer self-reports are compared to provider reports and the normative database. ALERT uses algorithms, employing a range of variables, as an aid for case managers and automatically generates ALERT letters for at-risk cases such as suicide risk, substance use and premature termination of treatment. Data from the questionnaires is combined within the algorithms with the patient’s prior history, for example hospitalization, to focus care on patients at risk of admission. The notification of providers of high-risk cases by case managers helps avert emergencies and hospitalization and focuses resources according to need. 

Significant differences are found between patient and clinician reports. Clinicians often under-estimate the progress of patients making rapid improvement and under-estimate both deterioration in patients and the risk of early termination of treatment 
A Pacificare study found that early warning signs for suicide in adult patients were missed 57% of the time by clinicians. The rate was reduced to 39% when clinicians were made aware of the difference between their assessments and the consumer’s self-report. 
 Similarly ALERT reduced the numbers of substance use cases missed by clinicians by 17%. 
 

ALERT also enables the organization to demonstrate whether its care is producing desired outcomes. Pacificare has also been able to compare the outcomes achieved by different practitioner groups and found that better outcomes come from multi-disciplinary group practices with a high volume of referrals. Group practices also achieved 20% more change for each individual case than individual practitioners, with fewer sessions. It has also demonstrated that psychotherapy plus medication is more effective than psychotherapy for patients with severe symptoms. 
 Pacificare profiles providers using member satisfaction, complaints, coordination with medical care, timeliness of appointments, together with treatment outcomes.

The outcomes management program is a key part of the treatment process and the authorization of treatment. This incentivizes the completion of forms by automating authorization. The program also helps target resources and address under and over utilization of services.

ALERT was developed because of the prior experience of its executive team and commitment of its leadership rather than any forces are at play in the commercial sector to make people use outcome management programs. It has given PBH a differentiation as a product in the market place as an aspect of network management. Critically it relies on providing scientifically valid information of clinical value to providers. 

United Behavioral Health
United Behavioral Health (UBH) manages the benefits of 23 million people through a network of 60,000 clinicians and practitioners in 1,700 facilities.

United Behavioral Healthcare – Treatment Outcome Program

UBH uses a patient self-report instrument, the Wellness Assessment as part of its Treatment Outcomes Program.

	Treatment Outcome Program – Wellness Assessment

	The Wellness Assessment (Adult) is a 22 item self-report instrument. Consumers are asked to complete it at the start of treatment, at 6 weeks and at 6 months. The items are in seven domains: 

· total symptoms,

· functioning in daily activities

· wellness

· ability to cope and maintain control

· global outcome

· absenteeism

· substance abuse risk


UBH developed the Treatment Outcomes Program, with the National Institute for Mental Health, as part of a move toward more patient-centred and outcomes-based approach to care. This reflected both an internal decision and pressure from the market to prove value. 

UBH developed its own instrument having assessed public domain scales and selected measures to meet its own needs. Its client group covers a wide population from the worried well to SMI. It required therefore a generic tool which was brief, easy to administer and score, was valid and reliable. The primary focus of the instrument was on symptoms of anxiety and depression. The current instrument utilizes a symptom checklist from SO 90; 1 item from SF 36; the CAGE screen for substance abuse and additional questions around self-efficacy and workplace absenteeism.

The Wellness Survey is mailed to new out-patients and is also completed at 6 months follow-up, with feedback reports sent to clinicians. Patient improvement is tracked against normative samples.

The program was launched, geared to adults, initially with limited scope, but nationwide from October 2003. UBH now sends out 440 to 500 each week to new adult outpatients. However the response rate to the mailed baseline survey and 6-month survey was limited with a higher likelihood of non-response in the severely mentally ill or those more likely to be hospitalized. Over 200,000 individuals have now completed the assessment. UBH now has a database with 75,000 baseline surveys and 30,000 baseline and 6-month surveys.

UBH began a pilot in Arizona in December 2004 for patients receiving common outpatient psychotherapy. Two versions of the Wellness Assessment are used. One for adults and one for children and adolescents. In this pilot clinicians ask patients to complete the Wellness Assessment at their first session. The forms are then faxed or mailed to UBH. This has achieved a better response than the mailed survey. The Wellness Assessment also eliminates the need for clinicians to submit treatment plans. Aggregated results will be disseminated to clinicians and clinicians are contacted if risk factors are identified.

UBH plans to extend its outcomes program to all service settings and patient groups. TOP is not yet used with Medicaid consumers.

UBH also assesses its providers against a set of clinical quality measures which include: complaints, satisfaction, therapist switching, cost-effectiveness and outcomes data.

Massachusetts Behavioral Health Partnership (MBHP)
MBHP manages the benefits of over 400,000 Medicaid recipients, including 200,00 children. It is widely regarded as one of the more successful public managed care programs. It is also regarded by managed care organizations as being a reasonable and sophisticated example of public contracting, in that it linked performance measures to program objectives, developed standards year on year, has a limited number of important measures, involved all stakeholders in measure development, had clear methods for data collection and finalized the agreement jointly between the state and the MBHO. 

MBHP has developed an outcomes measurement program as part of its Clinical Outcomes Management Protocol and Best Practices Incentive Program. Its purpose is to incorporate standardized assessment within treatment planning, demonstrate public accountability, improve quality and promote services that demonstrate good treatment outcomes. 

MBHP has been careful to emphasize that its focus is on quality improvement rather than using outcomes data to discriminate between providers in a punitive way.

All network providers are required to measure outcomes using a standardized measurement instrument. Providers must choose from a list of MBHP approved outcomes measurement instruments. There are18 approved measures including commonly used instruments such as the Brief Psychiatric Rating Scale (BPRS), Brief Symptom Inventory (BSI), Behavior and Symptom Identification Scale (BASIS-32). It has incentivised providers by increasing provider rates by 3.2% as a response to cover the costs of measurement.

In addition to the financial assistance, the Partnership provides training and technical assistance. MBHP also offers a limited subsidy to providers who use its preferred instrument – the Treatment Outcome Package, developed by Behavioral Health Laboratories. This covers the cost of BHL’s data analysis and administrative fees. BHL is able to provide real-time case-mix adjusted benchmarked reports using its national outcomes database. It also acts as a neutral third party.

Massachusetts Behavioral Health Partnership – Behavioral Health Laboratories – 

Behavioral Health Laboratories offers through its Treatment Outcome Package, a range of outcomes measurement tools for adults, children and adolescents across a range of service levels.

	Treatment Outcome Package

	The Treatment Outcome Package 4.0 Adult Clinical Scales has 58 questions. 

BHL provides real-time feedback, delivering TOP Quick Access Client Reports in around 15 minutes from receipt of the TOP assessment form from the clinician. The report generates a summary score in 12 domains: depression, quality of life, mania, panic attacks, psychosis, social functioning, sexual functioning, sleep, suicidal ideation, violence and work functioning. The reports are designed to be shared with the patient.




TOP has different tools for adults, children and adolescents. It is administered at first appointment and subsequently at the clinician’s choosing. TOP was chosen because it could be applied to different age groups, was available in different languages, is flexible in administration, is valid and reliable, recognized by experts, used widely in practice and allows rapid program implementation.  

BHL developed TOP with a number of criteria in mind: inclusion of case-mix, minimal floor and ceiling effects and real-time reporting.

MBHP also monitors performance through provider profiling and contracts with Consumer Quality Initiatives Massachusetts to carry out consumer service evaluations.

MBHP has a unique contracting arrangement in which its contract contains a number of performance incentive projects linked to reimbursement on successful completion of the projects. The performance incentive projects in 2005 included: improving access to primary care for high-risk members under DMH case management services; redesigning the emergency services program network and developing recovery learning centers. The projects are identified through a participative process involving consumers, providers, the Partnership and state agencies.

Substance Abuse and Mental Health Services Administration (SAMHSA)

SAMHSA Uniform Reporting System

The Uniform Reporting System (URS) is part of the accountability of states to Federal government through Performance Partnership Grants. URS covers people served directly by state mental health agencies; people for whom the SMHA contracts for services; those considered to be part of the SMHA system in for example Medicaid waivers. 

The Uniform Reporting System derives from the original MHSIP Consumer-oriented report card, the five state feasibility study and sixteen state study which piloted the standardization, comparability and implementation of many of the measures which now make up the URS. Alongside the URS, SAMHSA made Data Infrastructure Grants (DIGs) of $100,000 a year for three years to the states.

The MHSIP consumer-oriented report card was developed by a multi-stakeholder group, and framed around specific values and measures of importance to consumers.

The 16 state study, running from 1998 to 2001, tested the capacity to develop standardized measures and compare performance and outcomes across the participating state systems. It tested performance measures within the domains of access, appropriateness/quality and outcomes, in community and inpatient settings, and from both clinical and consumer perspectives. 

The study found that all states could report on only four of the thirty-eight performance measures covering re-admission and utilization rates. Most states could report on the MHSIP Consumer Survey. States were least likely to be able to report expenditure on crisis services, atypical medication use in the community, supported housing, criminal justice involvement and medication errors. Outcomes measures, such as functioning, symptom reduction, school behavior and criminal justice involvement had the least comparability, with states having their own definitions for these areas or employing their own measurement instruments. Interagency collaboration was also a problem with these measures.

The study concluded that further development of comparable measures across states would rely on significant improvement in states’ data infrastructure. Core indicators from the study were used for state reporting as part of the requirements of the Government Performance and Results Act (GPRA) and the Uniform Reporting System (URS).The study also generated important work around the measurement of evidence-based practices and recovery. It also cautioned that there were important policy differences between states governing the responsibilities of state mental health authorities, client groups served and programs provided which limit comparability. 

The Uniform Reporting System was announced by SAMHSA in 2001, requiring states to report basic and developmental data as part of the Block Grant funding. The 2005 CMHS reporting system is the latest iteration of this development and organized around the domains of access, appropriateness, outcomes and structure.

SAMHSA Uniform Reporting System 2005

	Measures

	Basic tables

	profile of the state population by diagnosis

	profile of persons served, all programs by age, gender and race/ethnicity

	profile of persons served in the community mental health setting by homeless status

	profile of persons served in state psychiatric hospitals and other inpatient settings

	profile of adult clients by employment status

	profile of clients by type of funding support

	profile of client turnover

	profile of mental health service expenditure and sources of funding

	profile of community mental health block grant expenditure for non-direct service activities

	public mental health system inventory checklist

	profile of agencies receiving block grant funds directly from the state MHA

	summary profile of client evaluation of care

	consumer evaluation of care by consumer characteristics

	state mental health agency profile

	Developmental tables

	profile of unmet needs of the state population

	profile of persons with SMI/SED served by age, gender and race/ethnicity

	profile of persons served, all programs by age, gender and race/ethnicity

	profile of persons served by living situation

	profile of adults with serious mental illnesses and adolescents with serious emotional disturbances receiving evidence-based services

	profile of adults with schizophrenia receiving new generation medications; 

	summary profile of client outcomes – adult criminal justice involvement, juvenile justice involvement, school participation, school performance; readmission to any state psychiatric inpatient hospital within 30/180 days of discharge


SAMHSA has also agree consensus outcomes in the following areas: abstinence from alcohol abuse or drug use, or decreased symptoms of mental illness; increased or retained employment and school enrollment; decreased involvement with the criminal justice system; increased stability in family and living conditions; increased access to services; increased retention in services (substance abuse) or decreased utilization of psychiatric inpatient beds (mental health); and increased social connectedness; client perception of care; cost effectiveness, and use of evidence-based practices

The capacity of the states to assess the quality of care they are providing varies widely depending on the priority given by the state legislature, leadership and technical skills. 
Goldman in testimony to Congress, criticized the federal commitment as being “minimal”, argued that only a few states had adequate data systems in place and warned that further development of quality measurement was fragile. 

In addition, it was noted that the data reported to SAMHSA is of primary use for reporting and accountability to Congress rather than for quality improvement in states and counties .

The Government Accounting Office was critical that SAMHSA had failed to submit a report to Congress identifying the reporting requirements for the states and legislative changes needed to implement the performance partnership grants, and finalize its reporting requirements, to enable the states to move to Performance Partnership Grants (PPGs) replacing the mental health block grants as set out in its 2000 reauthorization.

MHSIP Consumer Survey

State representatives and consumers developed the MHSIP consumer survey as a key component of the Consumer-oriented report card. It was designed for adults in community settings. An inpatient version of MHSIP is used as part of the NRI performance management system. Two surveys have also been designed for children, adolescents and families – the Youth Services Survey (YSS) and Youth Services Survey for Families (YSS-F). 

The majority of states have used either the 28-item survey, its earlier 40-item iteration, or a version of it.

	MHSIP Consumer Survey

	The MHSIP Consumer Survey is a 28 item questionnaire in the following areas:

· Access to services

· Quality and appropriate services

· Treatment outcomes

· Consumer involvement in treatment planning

· Links to physical health care


Public mental health systems

Ohio Department of Mental Health
The Ohio Department of Mental Health manages a highly devolved system in which responsibility for the planning, funding and monitoring of services is devolved to 50 county or multi-county boards. This arrangement is mirrored in roughly half of the states. 
The Department’s role as a provider is limited. Increasingly its role, and that of other state bodies, is monitoring and regulating, acting as “watchguards of the privatized public safety net.”

The Consumer Outcomes Program is one aspect of the state’s quality programs, which include the use of a balanced scorecard, evidence-based practices, continuous quality improvement and licensing and regulation.

The department set up a Consumer Outcomes Task Force in 1996, engaging consumers and other stakeholders to develop an outcomes measurement system. The task force developed its approach from first principles, defining what mattered to consumers and families.

The consumer outcomes program is framed around the notion of recovery. Recovery is defined by the Department as “ a process of positive adaptation to illness and disability, linked strongly to self-awareness and a sense of empowerment.” 

Recovery was defined as the over-riding purpose of the mental health system in the President’s New Freedom Commission on Mental Health. Attempts have been made to define how a recovery-oriented system might be measured. Five domains of recovery were identified: resources/basic needs, choices/self-determination, independence, interdependence/connectiveness and hope. 

The program is designed to assist both consumers in recovery and treatment, care management and service planning. It is based around explicit principles including consumer-direction of the recovery process, family and community involvement and a holistic approach to care. 

Implementation has been supported by training, technical support and subsidies. The state also introduced a rule in 2004 with formal requirements on provider agencies to implement the consumer outcomes system, linked to agency certification.

At March 2005, reports were being generated from 49 Boards and 277 provider agencies with records for 211,000 consumers.

There are two self-reports for adults. For adults with severe and persistent mental illness the report is completed at intake and every 6 months, as is the provider report. For adults with less severe illness, the report is completed at intake and termination. For young people, there are youth, parent/guardian and provider forms completed at intake and every 6 months.  

A variety of outcomes reports are produced: for individuals in recovery and their clinicians, provider agencies, Boards and the State. Themed state aggregate reports have been published including: quality of life, symptom distress and hopefulness and satisfaction.

	Ohio Consumer Outcomes Program

	The Consumer Outcomes Program uses 3 instruments for adults and 3 for children and families.

Outcomes are measured in four domains: symptom distress, safety and health, role performance and quality of life.

The adult instruments contain two consumer instruments, one for adults with serious mental illness, one for adults with less severe illness and one provider report.

The forms are completed at intake and every 6 months with the exception of the adult form for people with less severe illness, which is completed at intake and termination.

The children and families instruments contain one youth, one family and one provider report.

For adults with severe and persistent mental illness, there are four scales: overall quality of life (12 items); safety and health (7 items); symptom distress (15 items) and overall empowerment (28 items).


Texas Department of Mental Health
Quality in Texas’s public mental health services is measured through a number of programs including: statewide performance indicators for state mental health facilities, measures specified within the state’s contracts with community mental health centers and quality assessment of its managed behavioral health program in accordance with federal Medicaid managed care requirements.

The Texas Department of State Health Services Resiliency and Disease Management (RDM) program matches consumer needs, through a uniform assessment, to specified types and amounts of evidence-based service packages. The disease management approach was mandated for people with schizophrenia, bipolar disorder and major depressive disorder in the public mental health system by the State, to promote uniform provision within a framework of recovery. 

	Adult Texas Recommended Assessment Guidelines (Adult – TRAG)

	Outcomes are measured using the Adult Texas Recommended Assessment Guidelines (Adult-TRAG) – for children the Ohio Youth Functioning Scale and OYPSS. 

TRAG assesses adults along nine dimensions: risk of harm, support needs, psychiatric-related hospitalizations, functional impairment, employment problems, housing instability, co-occurring substance use, criminal justice involvement and response to medication treatment (for major depressive disorder).

Outcomes focus on major life domains such as employment status, criminal justice involvement, housing and hospitalization.


Implementation began in four pilot sites in Texas in 2004 and statewide implementation began in September 2004. Improvement was demonstrated in functioning, criminal justice involvement, access and school behavior. 

The state’s contract with community mental health centers specifies the following contract measures and outcome targets for adults: 

	Measures

	Access - % of adult consumers admitted to a level of care following assessment

	Waiting - % of adult consumers who are waiting for all services and those waiting to receive the recommended level of care

	Criminal justice involvement - % adult consumers whose criminal justice involvement improved

	Functioning - % adult consumers whose functioning improved

	Symptomatology - % adult consumers whose symptoms improved

	Hospital days – average number of hospital days

	Employment - % who achieved competitive paid employment

	Homelessness - % adult consumers whose housing instability improved

	Co-occurring substance use - % adult consumers, among those with a co-occurring substance use disorder, whose functioning improved

	Consumer perception of services - % adult consumers who have a positive perception of services

	Appropriateness of service authorization – % adult consumers appropriately authorized in service packages


Employers
Merrick examined the use of performance standards for behavioral health carve-outs among large employers. She found that around 70% of employers used administrative and customer service standards. About half used quality standards and slightly more linked financial consequences to the standards. However less than a sixth reported using HEDIS behavioral health measures. 

National Business Coalition on Health

The National Business Coalition on Health has developed a value-based purchasing tool, eValue8, which assesses the performance of health plans through an annual survey, or request for information. The approach evolved out of General Motors’ use of a RFI for its health plans. NBCH uses eValue 8 as a way of managing the vendors and performance management expectations in contracts. 

NBCH represents around 80 employer coalitions and 10,000 purchasers.

It collects information annually from health plans through the request for information. The data is scored and a strengths and opportunities report is generated for health plans. A national database contains MCO and PPO benchmarks, enabling comparison among health plans. Performance reviews are then carried out with the plans.

EValue8 contains a behavioral health module, assessing care for depression and alcohol use.

The behavioral health care module has evolved over 3 years. It started by assessing depression care – both in a behavioral health setting and non-behavioral-health, with primary care practitioners. In the second year, a module on screening for alcohol use was developed. In the third year, depression and alcohol use were rolled into one chapter for behavioral health management. A similar path is assessed for the two conditions.
The RFI asks what tools the plan recommends or requires primary care practitioners use to diagnose depression; how the plans collaborates with other plans to develop common depression screening and treatment clinical guidelines for behavioral health practitioners; how the plan uses automated reminders for members; how the plan tracks prescribing of antidepressants for non-behavioral health practitioners; HEDIS antidepressant measures and member and provider satisfaction. 

In 2004, 71 plans were evaluated. It found that only 47% of persons with depression received from treatment from plans. There was limited use of collaborative activities for depression.  

The choice of depression and alcohol use mirrors the priorities of the NCQA’s HEDIS measures and reflects the importance attached by employers to these problems. However they are also sensitive and value-laden areas and NBCH has to find the right hooks to engage purchasers more directly in quality discussions in these areas. 

Consumer assessment

As part of the development of the Mental Health Statistics Improvement Program Consumer-Oriented Report Card, a review of consumer involvement in quality assessment was carried out. Findings were mixed but did suggest that consumer assessment reduced the social desirability effect, that patients gave less satisfied responses to peers and that consumers could elicit information that otherwise might not have been obtained. 

Consumer Quality Initiatives
Consumer Quality Initiatives Massachusetts is a consumer- run evaluation and research organization which evolved from the Massachusetts Consumer Satisfaction Team. In 1998 Massachusetts Behavioral Health Partnership contracted with the state Medicaid agency as part of the Performance Incentives element of its contract to itself contract with a consumer agency that would interview consumers, analyze data and produce reports. It contracts with Massachusetts Behavioral Health Partnership and Massachusetts Department of Mental Health to evaluate mental health services.

	Consumer Quality Initiatives

	CQI collects information by interviewing consumers and family members through structured and semi-structured surveys, including open-ended questions, combining qualitative and quantitative analysis. Survey instruments contain 20 to 35 quantitative questions and three or four open-ended questions and take around 30 minutes to complete. Core questions, around consumer involvement in care, are contained in each of the surveys.



Surveys are carried out for: for a number of purposes: quality improvement, planning, accountability and informed consumer choice.

CQI has developed surveys across a range of service settings: acute inpatient hospitals, day treatment programs, outpatient therapy/medication management services, structured outpatient addiction programs, state hospitals, community rehabilitation services (CRS), case management services, programs for assertive community treatment (PACT) and outpatient child/adolescent services. It has also carried out needs assessments across specific client groups e.g. Voices of Youth in Transition.

Satisfaction survey methodologies often produce limited and biased responses, may be poor at discerning dissatisfaction and are influenced by social desirability. CQI considers that consumer interviews produce more open responses, stimulate critical thinking about services and collect data that is difficult to obtain. Respondents appreciate the opportunity to talk to objective and non-judgemental people. It also aims to give consumers an accepted role in the evaluation of their treatment and care.

CQI uses sessional interviewers and full-time staff to carry out the interviews. It has carried out 3450 Quality Improvement Interviews and produced 202 reports including 185 single entity Quality Improvement reports, 12 service-level aggregate Quality Improvement reports and 5 qualitative needs assessment reports. 

Follow-up is uneven but CQI has developed a more structured follow-up with MBHP.  It evidences impact on team leaders within the PACT program and funding of youth peer mentoring and youth advocacy training through the Youth in Transition needs assessment

CQI has identified barriers around: the acceptance of client perceptual data, institutional rejection of the validity of the data, delivering the survey outcome effectively, fragmentation of quality improvement within the public system and prioritization of quality initiatives.

Quality Review Services Ohio

Quality Review Services (QRS) Ohio is a non-profit agency which carries out evaluations of programs, services and quality of life issues in Ohio’s public mental health system. These evaluations focus on the acceptability, accessibility, availability, appropriateness and adequacy of mental health services. The first Consumer Quality Review Teams (CQRTs) in Ohio were established in 1996.

QRS employs a peer interview process, with consumers interviewing mental health service consumers using a standardized survey. QRS conducts interviews with adults and children. The surveys focus on issues that promote recovery and resiliency.

Over 5,000 consumers have been interviewed in that time. Its work has included assessments of consumer satisfaction with services in state psychiatric hospitals, surveys across county-wide services, jail diversion programs, persons who are deaf and assessments of the housing and employment needs of consumers. 

Survey data is assessed and qualitative and quantitative information is produced in reports which are submitted to county Boards and the Department of Mental Health. The reports include key findings and trends.

To ensure follow-up on the report findings Performance Action Teams (PATs) have been introduced for participating Boards comprising consumers, family members, board and provider representatives. The PAT teams include consumers, family members, Board members and providers.

	Quality Review Services Ohio

	QRS employs a peer interview process, with consumers interviewing mental health service consumers using a standardized survey. QRS conducts interviews with adults and children. The surveys focus on issues that promote recovery and resiliency.


QRS has also developed a real-time database to provide accessible and timely information about consumers views of services to Boards and provider agencies.

The organization is planning to incorporate the process within accreditation requirements for JCAHO and CARF.

Consensus

The proliferation of measures, health plans and payers, with different measurement requirements, adds to the burden on those reporting measures. It also limits the capacity to compare performance across agencies.

The American College of Mental Health Administration convened an early attempt to develop consensus measures, working with the key accreditation agencies.

The National Quality Forum, a private body, was set up to develop consensus performance measures across the health care system. Its initial work has had a limited focus on mental health. It convened a group in 2004 to look at behavioral health measures. It has also developed draft ambulatory care measures which include the HEDIS depression measures.

	Measures

	% patients who were diagnosed with a new episode of depression and treated with antidepressant medication and had at least three follow-up contacts with a primary care practitioner or mental health practitioner coded with a mental health diagnosis during the 84-day acute treatment phase

	% patients who were diagnosed with a new episode of depression and treated with antidepressant medication and remained on an antidepressant drug during the entire 84-day acute treatment phase

	% patients who were diagnosed with a new episode of depression and treated with antidepressant medication and remained on an antidepressant for at least 180 days


Forum on Performance Measures in Behavioral Healthcare and Related Services

SAMSHA convened a meeting at the Carter Center in 2001 to push the development of common performance measures . The Forum on Performance Measures in Behavioral Healthcare and Related Services has the goal of supporting the development and adoption of broadly applicable indicators and measures to assess organizational performance and consumer outcomes. It includes participants from across the public and private sectors.

The Forum has groups working on adult, child and adolescent and substance abuse measures.

The Forum is part of a broader SAMHSA program which includes the second iteration of the Consumer-Oriented Report Card, the development of common data standards through Decision Support 2000+ and the Uniform Reporting System.

Conclusions

Evolving

Quality measurement in mental health has evolved but remains behind other sectors, echoing the experience of other countries.1 Adair describes the typical evolution of measurement in four stages: starting with “the performance measurement imperative” followed by “proliferation of measures and fragmentation of effort”, “sober reassessment and reflection” and finally the move towards “consensus and identifying solutions”.1 

Measurement, in practice, reflects fragmentation, reassessment and consensus. The National Quality Forum, the Carter Forum, regulators and accreditors such as CMS, JCAHO and NCQA, are driving consensus. Common measures are emerging for psychiatric hospitals and within the NQF and CMS’s ambulatory care measures. The HEDIS mental health measures are used across commercial, Medicare and Medicaid plans, within the VAs’ performance measurement system, and to some extent within managed care contracts. VA’s depression measures are used within CMS’s Doctor’s Office Quality Project. SAMHSA has developed common measures for state mental health systems to report and consumer surveys used in community and inpatient care. NASMHPD’s NRI provides a de facto performance measurement system for state psychiatric hospitals. JCAHO and NCQA’s accreditation standards drive performance measurement.  JCAHO requires organizations to collect data around core safety issues such as seclusion, restraint and medication management.

However, the complexity and fragmentation of the mental health system and market makes measurement burdensome and commonality more difficult to achieve. There are a plurality of measures and measurement systems according to the type of health plan, type of hospital, payer or contractor, state or county, MCO, program, disorder, setting and age group.

Oversight of this patchwork of systems differs from program to program. CMS has different requirements for Medicare and Medicaid; for fee for service and managed care and for different types of health plans.

Different requirements apply to different care settings. JCAHOs; ORYX requirements apply only to hospitals and not to community mental health services. Community services are less developed than hospital services in their capacity to measure quality. 

There are different priorities in different sectors. For example, HEDIS measures were developed from employers’ priorities. Consequently HEDIS mental health measures focus on depression and alcohol use as does the business coalition schema, eValue8. This makes those measures useful but insufficient when applied to the public sector. Similarly, outcomes measurement instruments, used predominantly in the commercial sector, alongside measures of functioning and well-being, assess absenteeism from work.  For public systems, assessing the socially disabling effects of serious mental illness, outcomes measures incorporate criminal justice involvement and housing status.

Measurement is also constrained by the cost of implementing measurement and issues of confidentiality. Moreover the rapid change in the organization and financing of mental health services, with the growth of managed behavioral health care, has sharpened the debate around accountability, operational transparency and the availability of data.

Within the systems studied, measures for major depressive disorder are more prominent than for other disorders, such as schizophrenia, bipolar disorder, or anxiety disorders. Measures focus on adult and children and adolescents rather than older adults. Much of the focus in practice is on medication adherence rather than other interventions

Hermann carried out a systematic assessment of quality measures. He found that few measures had been evaluated for reliability or validity. Only one fifth had been implemented in routine quality assessment. There was a low rate of consumer and employer participation in development; measures around access, continuity and coordination were less developed than measures of appropriateness. Measures around schizophrenia and depression were well covered with less focus on other conditions such as anxiety. Measures focused on adults rather than older people, children and dual diagnosis.
 

Outcomes measurement and management

An earlier assessment by Smith found only five extant outcomes measurement programs.
 However outcomes measurement is increasingly being implemented in public and private programs. In the cases studied, self-reports were being used by MBHOs in the commercial public sector, in a Medicaid carve-out, by private psychiatric hospitals to meet JCAHO’s ORYX requirements and within a public mental health system. Clinician ratings were used across the VA mental health system, within the NRI’s performance measurement system for state hospitals and within a state system.. 

Potential problems with clinician ratings include: cost, training, potential for gaming, reliability of assessment, and inter-rater reliability. For self-reports: social desirability, idiosyncratic completion and use with patients who are acutely unwell. Lambert has demonstrated the value of providing feedback to clinicians, in producing better outcomes, which underpins Pacificare’s approach.  

Dickey recommended a multidimensional approach incorporating patient, clinician and family reports to include the subjective experience of the patient, the patient’s disease and its effect on the family. This does not suggest a hierarchy of data, rather that patients, clinicians and family members may be best placed to provide particular information.
 There is increasing consensus that quality in mental health needs to be measures from different perspectives. Both Pacificare and Ohio utilize self-reports alongside clinician reports

Perkins asked “what constitutes success?” in the treatment of mental health problems and reflected that “success” may have different and divergent meanings for consumers, clinicians and families. The priority for clinicians may be diagnosing and treating the symptoms of a mental disorder, whereas for consumers, it may be the experience of living with the distress caused by those symptoms. 

Campbell described a core set of consumer outcome indicators: self-help outcomes; well-being and personhood outcomes; empowerment outcomes; recovery outcomes; iatrogenic effects and negative outcomes; measures of satisfaction and dissatisfaction

Satisfaction measures

A number of specific and generic satisfaction and perception of care surveys are used in mental health services: the MHSIP Consumer Survey and MHSIP Inpatient Survey; CMS’s Health Outcomes Survey; HRSA’s Patient Satisfaction Survey; VHA Survey of the Health Experiences of Patients (SHEP); NCQA’s Experience of Care and Health Outcomes (ECHO) and Consumer Assessment of Health Plans (CAHPS) and the hospital version of CAHPS; together with home-grown surveys. 

There is evidence that consumers can provide a valid assessment of quality and that the selection bias inherent in consumer satisfaction surveys does not invalidate assessments. Their particular value lies in their ability to provide information which may not otherwise be available. The limitation of satisfaction ratings lies in their ability to trace changes over time and the usefulness of crude satisfaction ratings to direct quality improvement. Satisfaction scores generally give high ratings and are not good at measuring dissatisfaction.

A number of studies have looked at the relation between satisfaction ratings, outcomes and other quality measures. Holcomb assessed the relationship between three dimensions of patient satisfaction at discharge and other demographic, clinical and outcome measures. He found a strong relation between clinician and patient rating and concluded that patient satisfaction was a valid outcome measure.
 Carlson looked at how patient characteristics influenced assessments of care. He found that patient characteristics do shape satisfaction, and that older and healthier patients rated health plans better. Less educated consumers and those with more comprehensive coverage also gave better ratings.
 A Medicare study found that aged and disabled beneficiaries with psychiatric disorders were less likely than those without disorders to be satisfied with their care. Similarly a study of consumers in Veterans Affairs services found that patients with a psychiatric diagnosis were less satisfied with their care. Edlund assessed whether satisfaction reflects the technical quality of care.and found a significant association between satisfaction and the provision of appropriate care. He cautioned however that the relationship between satisfaction and quality lay within the complexity of the patient and clinician dynamic.

Druss looked at the association between satisfaction and administrative measures of quality and found a strong association between patient satisfaction at an individual level with continuity of care, follow-up and fewer readmissions. However there was no connection between satisfaction and other quality measures at a hospital level. 
 Rosenheck assessed the association of administrative measures with clinical outcomes. He found that measures of hospital readmission, are significantly related to clinical outcomes. Correlations, however, were small to modest suggesting indicating that these two types of measures assess different aspects of quality and could not be substituted for one another.

Reporting

The availability of information about the quality of mental health services depends on the type of program or health plan or commitment of payer to publishing information. The utility and accessibility of information varies widely. 
 

Public reporting of mental health quality is limited. NCQA publishes a report card and the accreditation status of the health plans and the MBHOs it has accredited. However the high rate of successful accreditation, limits the utility of this information in discriminating between good and bad performance. The same applies to the JCAHO publication of the accreditation status of the providers it has surveyed. Few MBHOs have been accredited and at June 2005 only one of the thirty-five MBHOs accredited by NCQA did not receive full accreditation. 

NCQA also publishes an annual “Quality Compass”, a commercial product with information on the performance of HMOs and POS plans, for an audience of employers and other purchasers. However neither MBHOs nor PPOs are scored on HEDIS measures. Some state agencies and employers coalitions, such as the Pacific Business Group on Health, publish the performance of health plans within their remit and boundaries. NCQA also publishes aggregate scores on the (ECHO) survey, but not individual scores for MCOs or MBHOs.  

JCAHO’s ORYX measures are reported to JCAHO and the provider organizations and used in accreditation. However performance measures are not reported publicly. The same applies to the JCAHO publication of the accreditation status of the providers it has surveyed

CMS publishes on its website performance measures for hospitals, nursing homes and home health agencies, and health plans, but mental health is marginal to these measures.

VHA’s national mental health report card is published on its NEPEC website, as is its Performance and Accountability Report to Congress. Its core performance measures are not published. State mental health agencies may publish performance data, but often in an indigestible form.   

SAMHSA publishes the outputs of its Uniform Reporting System for state mental health systems, but the information is out of date and of varying relevance depending on the organization of state mental health systems and the relative importance of states and counties. 

Clinical engagement

Valenstein surveyed clinicians to get their views on the utility of a range of current performance indicators. Providers preferred access, process and satisfaction measures because of their limited capacity to control outcomes, although they thought outcomes measures would be clinically useful. Seven out of ten were either negative or neutral about the value of existing quality monitoring processes. 
  Garland interviewed a sample of clinicians from a childrens’ public mental health system. She found that the vast majority did not use assessment scores in treatment planning and that clinicians are unlikely to use outcomes measurement unless mandated. There was also considerable variation in clinicians’ beliefs about whether effectiveness could be measured objectively.

Limited priority and mandate

Mental health measures are marginal in the consensus sets that have so far been agreed by the National Quality Forum. For example the hospital measures agreed and used by CMS, have no mental health measures.

The capacity of states to measure quality varies state by state, shaped in part by the motivation of the state legislature. In managed care, state governments are far more likely to collect HEDIS measures in areas other than behavioral health.

Quality measurement remains, relatively a limited priority for plans and payers. Payers and employers are still more likely to focus on measures of cost rather than quality. Only 19% of behavioral healthcare providers were using HEDIS behavioral health measures
. 

The limited take-up of ECHO by MBHOs and its withdrawal by NCQA reflected both perceived utility and burden of the tool, together with a lack of leverage for information about the experiences of mental health consumers from purchasers.

In conclusion, McGlynn set out six challenges for the measurement of health care quality: balancing competing perspectives, developing an accountability framework, establishing clinical criteria, selecting indicators for external reporting, minimizing conflict between financial and quality goals and developing information systems.
 Against this challenge, progress in developing quality measurement in mental health can only be described as partial and uneven. 

Lessons for the UK

Quality and outcomes measurement is more advanced in the US, for all its limitations, than the UK. Selective learning from the US experience can therefore be valuable in the further evolution of this field in the UK.

There are a number of areas of potential utility:

· The science of quality measurement and the best application of process and outcome measures
· The rigour with which – for example the NCQA – develops, tests and implements quality measures

· The implementation of outcomes measurement, particularly, the use of patient self-reports, feedback to clinicians, and technologies to facilitate measurement

· The application of evidence-based process measures

· The use of satisfaction surveys relative to other measures of quality

· Consensus-building and multi-stakeholder involvement in the development of quality measures

Appendices

American College of Mental Health Administration Consensus Measures (2001)

Access

	Topic
	Concept or concern
	Things to count

	Service are available
	Persons served perceive and experience services as available
	a. The rate of persons served reporting that they receive services they need

b. The rates of utilization of services as compared to the identified needs of the community

	Services are convenient
	Persons served perceive and experience services as convenient (i.e. available services are well located, offered at convenient hours, etc.)
	a. The rate of persons served reporting that transportation is not a barrier to recovery

b. Geographic analysis of population-to-provider rates and travel times for behavioral health professionals

	Services are timely
	Persons served perceive and experience services as timely
	a. The rate of persons reporting timely response from first request for service to first face-to-face meeting with a mental health professional

b. The rate of persons reporting timeliness from a first appointment to a second appointment

c. The average number of days from first request for service to first face-to-face meeting with a behavioral health professional

d. The average number of days from a first appointment to a second appointment 

	Services are provided
	Services are available and provided to people like me
	a. The rate of utilization of services at each available level of care described by meaningful groupings of persons served




Process…what happens during services

	Topic
	Concept or concern
	Things to count

	Treatment decisions
	Persons served  (and families of children and adolescents) participate meaningfully in treatment decisions
	a. The rate at which persons served report they received useful information to make informed choices about their treatment

b. The rate of participation in decisions regarding treatment by persons served

c. The rate of participation in decisions regarding treatment by families of children and adolescents when indicated

	Responsiveness
	Services are responsive to the clinical status of the person served
	a. The rate of persons served who receive timely face-to-face follow up care after leaving a 24 hour care setting

b. The rate of persons served who receive a timely course of treatment following diagnosis of a behavioural health disorder

	Non-coercive treatment
	Whenever possible treatment should be voluntary and non-coercive
	a. The rate of persons served who report experiencing treatment as non-coercive

b. The rate of involuntary treatments

c. The rate of seclusion and restraint

	Experience of care
	Persons served perceive and experience service providers as responsive and sensitive
	a. The rate at which persons served report they were treated with politeness, respect and dignity by staff

b. The rate at which persons served report feeling hopeful about their recovery

c. The rate at which persons served report they were treated with sensitivity to their gender, age, sexual orientation, culture, religious, ethnic and linguistic background

	Co-occurring illness
	Co-occurring mental illness and substance abuse is recognized and treated
	a. The rate of persons served diagnosed with co-occurring mental illness and substance abuse disorders



	Safe treatment
	Persons served are safe in treatment
	a. The rate at which persons served report that they feel safe in treatment

b. The rate at which persons served report that they feel safe in the community

c. The rate of suicide, homicide and unexpected deaths


Outcome

	Topic
	Concept or concern
	Things to count

	Well being
	Persons served experience an improvement in health and psychological well being as a result of treatment
	a. The rate of persons served who are better, worse or unchanged at the termination of treatment compared to the initiation of treatment

b. The rate of persons served who are better, worse of unchanged at a standard interval following the termination of treatment compared to the termination of treatment

	Work and school
	Persons served are productively involved in work and school
	a. For adults: the rate of employed/unemployed adults counted at the termination of treatment and at a standard interval following the termination of treatment

b. For employed adults: the average number of days not worked counted at a standard interval following the termination of treatment

c. For children: the average number of missed class days counted at a standard interval following the termination of treatment

	Safety
	Treatment improves the safety of persons served
	a. The rate of episodes of victimization reported at a standard interval following the termination of treatment

b. For persons served who identify victimization or vulnerability as a concern at the initiation of treatment: the rate of perceived vulnerability reported at the termination of treatment and at a standard interval following the termination of treatment

	Legal involvement
	Persons served should be out of trouble with the law
	a. For persons served who identify problems with the law as a concern at the initiation of treatment: the rate of arrests, detentions and/or incarcerations counted at a standard interval following the termination of treatment



	Housing
	Housing needs are resolved
	a. The rate of domiciled/homeless persons at the termination of treatment and at a standard interval following the termination of treatment

b. For adults who identify housing as a concern at the initiation of treatment: the rate who report improvement, worsening or no change in their satisfaction with housing at the termination of treatment and at a standard interval following the termination of treatment

c. For children: the rate of children at home at the termination of treatment and at a standard interval following the termination of treatment


Hermann R et al (Medical Care 42(12): 2004)

Treatment

	Measures

	> visit with adult caregiver for child <13 treated for a psychiatric or substance-

related disorder in 3-monthperiod2

	Clinician contact with family member of consenting individuals with

schizophrenia at initial evaluation

	Cumulative daily antipsychotic dosage between 300-1,000 CPZ equivalents at hospital

discharge for schizophrenia2

	Prescription of atypical antipsychotic drug for individuals with >1 clinical service for schizophrenia in 6-month period

	Length of treatment >90 days after initiation for substance-related disorder

	>3 medication visits or >8 psychotherapy visits in 12-week period after new diagnosis of major depression

	>12-week continuation after initiation of antidepressant drug for major depression

	Daily antipsychotic dosage between 0.5-9.0 CPZ equivalents per kg body weight at discharge for individual < 18 hospitalized for psychotic disorder

	Daily antipsychotic dosage >200 CPZ equivalents for nursing home resident

with dementia without psychotic symptoms in 3-month period

	>1 serum drug level taken for individuals with bipolar disorder treated with

mood stabilizers in 12-month period

	Use of an anticholinergic antidepressant drug for individuals >65 prescribed

antidepressants

	>1 psychotherapy visit for individuals within 6 months of hospitalization or ER visit

for borderline personality disorder


Safety

	Measures

	Number of involuntary physical restraint events per patient day in 3-month period

	Number of inpatient injuries per patient day in 3-month period

	Number of nursing home residents with dementia restrained physically in 3-

month period

	Assessment of suicidal ideation at initial evaluation for patients with major

depression

	Number of unplanned departures per patient discharge in 3-month period


Access

	Measures

	Beneficiaries with >mental health or substance-related service in 12-month

Period

	Denials for mental health or substance-related services per number of requests in 12-

month period


Assessment

	Measures

	Assessment of drug and alcohol use at initial evaluation for psychiatric

disorder

	Assessment of general health/medical status at initial evaluation for

psychiatric disorder


Continuity

	Measures

	Outpatient visit within 7 days of hospital discharge for psychiatric disorder42

	>4 psychiatric and >4 substance abuse visits following discharge for dual
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