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Introduction
Americans of all ages suffer from mental illness, and many
do not receive the care they need.  For example, about 44
million people 18 and over suffer from mental disorders,
which can result in disability and death.1 Major depressive
disorder is the leading cause of disability among adults, and
suicide ranks as the second leading cause of death among
U.S. adolescents ages 10-17.2 In any given year, over 2
million Americans suffer the symptoms of schizophrenia,
but more than half do not receive appropriate treatment.3,4

Furthermore, little is known about the quality of mental
health programs, how well they work, or how to measure
their effectiveness.5 Mental health professionals have
expressed concern that education and training programs
have not kept up with changes in health and health care
over the past 15 years.6 As a result, those receiving care
may not be benefiting from recent advances.

The Agency for Healthcare Research and Quality (AHRQ)
has a broad portfolio of mental health research. This report
focuses specifically on AHRQ-funded research that has led
to the development of programs, methods, and tools for
evaluating and improving the quality of mental health
services and improving the education of mental health
professionals.  AHRQ-funded research covers areas such
as: 

• Depression–The Partners In Care program increases
treatment for depression and improves outcomes.

• Schizophrenia–Two toolkits were developed to improve
treatment for schizophrenia.

• Adolescents at risk–New tools can be used to screen
adolescents at risk for suicide and to evaluate school
mental health programs.

• Quality assessment–Tools have been developed that
promote quality improvement programs at managed
behavioral health care organizations.
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• Professional education–Researchers have identified
solutions that can improve education and training for
mental health care professionals.

Background
Research in mental health services has long indicated the
need to improve care for people who have or are at risk for
developing mental health disorders.   

Depression

Between 1987 and 1997, the rate of outpatient treatment for
depression tripled.7 However, depression is difficult to treat
even in diagnosed patients because depressed patients are
less likely to complain of their problem than patients
diagnosed with physical ailments.  In fact, depressed
patients may not even know that they are depressed or that
they need treatment.8 Furthermore, treatment itself requires
careful management for up to 1 year.8 Research shows that
patients often do not receive the best quality of care for
depression.9 For example, research sponsored by AHRQ has
found that: 

• About 20 percent of patients in primary care settings
have depression and 6 percent require treatment, yet it
often is not detected.10,11

• Less than half of patients who were diagnosed as
depressed actually received treatment.12

• Only 29 to 43 percent of patients with symptoms of
depression received counseling when they were initially
screened for depression, and only 35 to 42 percent had
used the correct dosage of antidepressant medication.9

Schizophrenia

Schizophrenia is a chronic, disabling medical illness, and
those who suffer from it have high rates of under- and
unemployment, often resulting in poverty and reliance on
publicly funded health care, such as Medicaid.4 No specific
cause of schizophrenia has been identified4 nor is there any
known cure for this disease.3 About 10 percent of people
diagnosed with schizophrenia eventually commit suicide.3

Even though effective medications and therapies exist to
treat people with schizophrenia, the Schizophrenia Patient
Outcomes Research Team (PORT) funded by AHRQ found
that: 

• Less than half of patients suffering from schizophrenia
received proper doses of antipsychotic medications or
appropriate psychosocial interventions.  

• Younger schizophrenic patients were more likely than
people ages 65 and over to be offered psychotherapy
and vocational rehabilitation. 

• African-American patients were less likely to report
being diagnosed with schizophrenia and, once
diagnosed, more likely to be on higher doses of
antipsychotic medications.  However, they were less
likely to receive individual therapy or to be prescribed
an antidepressant medication when depressed.4,13,14 

Adolescents at risk

The suicide rate in young people has increased dramatically
since 1980: among adolescents ages 10-14 years, the rate
increased 100 percent.15 In 2000, over 1,900 adolescents
ages 10-19 years committed suicide.16 It is estimated that,
for every young person who completes a suicide, 8 to 25
others have attempted suicide.16 Research indicates that it
is imperative to identify and treat both suicidal thoughts
and depression among adolescents.  Findings from AHRQ-
funded studies include the following: 

• One study showed that about 20 percent of high school
students admitted to having thoughts of suicide and 10
percent had attempted suicide.17

• Forty-seven percent of physicians in another study stated
that at least one of their adolescent patients attempted
suicide in the prior year.  However, only 23 percent of
these physicians routinely screened adolescent patients
for suicide risk factors.18

Depression increases the risk of adolescent deaths from
suicide.19-21 But even if an adolescent is diagnosed with
depression or found to be at risk for suicide, access to
mental health services can be difficult.  For example:

• Attempts to reduce health costs have resulted in
decreased access to mental health services for children.20

• Expanded school mental health programs that offer
assessment, treatment, case management, referral
services, and preventive services can help fill the gap,
but they need evaluation to demonstrate their value and
effectiveness to help ensure funding and continued
growth.22-24

Quality assessment

Insurance plans often provide mental health services
through managed behavioral health care organizations
(MBHOs).5 Consumer opinions of the services they receive 
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from MBHOs are used to evaluate the quality of these
services.25 However, research indicates that:

• Evaluation instruments that have not been standardized
or validated are often used.25

• The National Committee for Quality Assurance
(NCQA) accreditation process requires that MBHOs
show that they collect, analyze, and use consumer
opinions to develop quality improvement programs, but
few instruments have been developed to collect this
information.5

Professional education

Education and training of behavioral health practitioners
have not kept up with changes in health care.26 As a result,
students are not trained to work under the conditions they
will face in actual practice, such as using evidence-based
guidelines and working in managed care practices.6

Updating graduate school curricula competes with other
demands that are made on faculty, such as competition for
research funds.27 In addition, continuing education
requirements for licensed professionals are not
standardized.28 As a result:

• Community-based mental health services are often not
available to people with mental illness, partially because
mental health professionals do not know about these
services.26,29

• New practices based on evidence are not implemented.26

• Students do not receive training in new methods and
treatment and get little experience working in outpatient
settings, substance abuse treatment, community
services, or primary care settings.27

Impact of AHRQ research

Collaborative care program improves care and
outcomes for depression

Under the AHRQ-funded Partners in Care (PIC)
collaborative-care program conducted by the PORT II for
depression, the rates of antidepressant medication use and
psychotherapy increased among patients who were
diagnosed with depression.10,30

The PIC program conducted a randomized trial comparing
quality improvement programs in clinics for medications
(QI-meds) and for psychotherapy (QI-therapy).8 Two groups
of clinics were randomly assigned to either the QI-meds or

QI-therapy group. A third group of clinics served as a
control by offering usual care for depression.8

Patients who enrolled in the PIC intervention were
encouraged by nurses and providers to choose which
treatment they preferred–either the QI-meds or the QI-
therapy, or no treatment.10,30,31

• The QI-meds intervention provided patients with nurse
followup assessments and support for medication
compliance for 6 or 12 months.8,30,32 QI-meds patients
could still receive psychotherapy, but they had to pay the
normal insurance copayment.8,30,32

• The QI-therapy intervention provided patients with 12-
16 sessions of cognitive behavioral therapy on a reduced
copayment basis.8,30 QI-therapy patients could still take
antidepressant medications, but they did not receive the
nurse followup.8,30

• Clinics that were providing usual care received
depression practice guidelines.30

Local expert leaders in primary care, nursing, and mental
health specialties were selected to implement the PIC
interventions and received 2-day training on
implementation.8,10, 31,33 Primary care expert leaders then
hired depression nurse specialists,who received a 1-day
training session.8 The depression nurse specialists initially
assessed patients for both the QI-meds and QI-therapy
programs and handled case management for the QI-meds
only patients.8 Psychotherapists were also hired and trained
in short-term psychotherapy for depression in patients who
chose the QI-therapy only program.8

When compared to patients who received usual care,
patients in the PIC program were twice as likely to begin
treatment within the first 6 months of being diagnosed,
were less likely to be depressed during the first year, were
more likely to remain employed after 1 year, and were more
likely to state that they had good quality of life.10,33 Results
showed that:

• Rates of counseling and appropriate use of
antidepressant medications were 30-40 percent higher
during the first 6 months and 20-30 percent higher after
1 year for intervention patients than for patients who
received usual care (Figures 1 and 2).33

• At 6 and 12 months, 7-10 percent fewer intervention
patients had depression compared to usual care patients
(Figure 3).33
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Figure 1. Percent of patients with specialty counseling: Partners in Care project

Source: Wells KB, Sherbourne C, Shoenbaum M, et al. Impact of disseminating quality improvement programs for depression in managed primary care. JAMA 2000; 283(2):212-20.
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Figure 2. Percent of patients with appropriate antidepressant medication: Partners in Care project

Source: Wells KB, Sherbourne C, Shoenbaum M, et al. Impact of disseminating quality improvement programs for depression in managed primary care. JAMA 2000; 283(2):212-20.
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• Of patients who were employed at the beginning of the
intervention, 89.7 percent of intervention patients and
84.7 percent of usual care patients were still employed
after 1 year.33

• Of patients who were unemployed at the beginning of
the intervention, 16.4 percent of intervention patients
and 11.4 percent of usual care patients were working at
6 months; at 1 year, 17-18 percent of all patients had
started working.33

• After 6 months, 72 percent of patients who received
appropriate treatment (i.e., counseling or medication)
were employed, compared with 53 percent of patients
who did not receive appropriate treatment.32

• At the end of 2 years, patients who chose the QI-therapy
intervention had improved emotional well-being
compared to patients who received usual care.34

The PIC program was also successful in treating depressed
patients who had additional medical conditions such as
back problems, arthritis, hypertension, asthma, diabetes,
and heart disease.35 After 6 and 12 months, these
intervention patients were less likely to report depressive
disorders.35 In addition, after 18 months, the clinicians who
participated in the intervention training programs
demonstrated more knowledge about assessing and treating
depression than clinicians who did not participate in the
intervention training.31 

More information on the Partners in Care program can be
found at http://www.rand.org/publications/RB/RB4528/.
PIC materials, including user’s guide, clinician’s guide, and
implementation guides, are available through the PIC Web
site at http://www.rand.org/health/partners.care/portweb/.36

Toolkits to improve schizophrenia care are based on
treatment guidelines 

Based on a complete and thorough review of studies
conducted on the outcomes of treatment for schizophrenia,
AHRQ’s PORT developed evidence-based
recommendations, published in 1995, to improve the
quality and cost effectiveness of care for patients with
schizophrenia.37 Specifically, the recommendations address
interventions with antipsychotic medications; drug therapy
for anxiety, depression, and aggression/hostility;
electroconvulsive therapy; psychological interventions;
family interventions; vocational rehabilitation; and assertive
community treatment and case management.37 They have
been used in 9 States to improve statewide treatment
approaches and are the basis of two toolkits for treatment of
schizophrenia developed by the Human Services Research
Institute (HSRI) and the Department of Health and Human
Services of the State of New Hampshire.

Using AHRQ’s evidence-based recommendations on
schizophrenia, HSRI, in Cambridge, Massachusetts,
developed a toolkit with two primary purposes. First, the
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Figure 3. Percent of patients with depression: Partners in Care project
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toolkit measures how well an organization implements a set
of practice recommendations. Second, it illustrates how
evaluation evidence can be used to develop
recommendations for specific disorders. Specifically, the
HSRI toolkit shows how designing a measurement strategy
based on recommendations can help promote
implementation of those recommendations. While the
toolkit is not a guide to the treatment of schizophrenia
(primarily because the recommendations will be updated),
the process it describes illustrates how to build a
recommendation-based quality assessment system.  The
PORT tools for assessing care (the PORT Mental Health
Survey and the Schizophrenia PORT Inpatient and
Outpatient Record Review forms) are included in the
toolkit.  The resulting performance measures and evaluation
studies should contribute to quality improvement,
enhancing outcomes, and preventing adverse events. The
toolkit is available through HSRI’s Web site at
http://www.hsri.org/.38

The New Hampshire Department of Health and Human
Services used the Schizophrenia PORT recommendations
for key policy initiatives.  The New Hampshire Division of
Public Health used the PORT findings to highlight racial
disparities in the provision of care, directly influencing New
Hampshire’s Healthy People 2010 plan, which is aimed at
eliminating health care disparities.  Partnering with the
Dartmouth College Psychiatric Research Center, the
Division of Mental Health restructured care protocol for
patients with schizophrenia based on the PORT findings.
The restructuring effort included the development of
evidence-based toolkits for retraining community mental
health staff.

A screening tool helps identify children and
adolescents at risk for suicide

A Risk of Suicide Questionnaire (RSQ) that can be used
during emergency room visits takes 2 minutes to detect
children and adolescents at risk for suicide.39,40 An AHRQ-
funded study showed that these four questions identified 98
percent of children at risk:

• Are you here because you tried to hurt yourself?

• In the past week, have you been having thoughts about
killing yourself?

• Have you ever tried to hurt yourself in the past other
than this time?

• Has something very stressful happened to you in the
past few weeks?39

The RSQ was the result of a clinical practice guideline
(CPG) program conducted at Children’s Hospital Boston.40

The program provided training to emergency room nurses
on psychiatric issues such as how to perform patient
searches, de-escalating techniques, and risk factors for
suicide.40 At the beginning of the training, emergency room
nurses at Children’s Hospital stated that they were
uncomfortable dealing with children who had psychiatric
problems or asking parents or children about thoughts of
suicide.40 In addition, 94.4 percent of nurses stated that
suicidal patients were the most difficult patients to treat.40

Two years into the CPG program, nurses reported a
significant increase in their confidence and less stress when
dealing with psychiatric patients.39,40 They also stated that
they preferred using the screening tool to the previous
method of simply judging when to ask about suicidal
behavior.39,40 Parents also expressed relief that emergency
room clinicians were asking about suicide.39

Evaluation shows that a school mental health
program lowers costs

AHRQ-supported studies helped to develop a systematic
approach to evaluating expanded school mental health
(ESMH) programs in middle and high school 22,23 and
discovered that the costs of ESMH programs were low
compared to the costs of programs in the community or
private sectors.24 A cost-of-care evaluation conducted for
one school mental health program found that clinician
services cost less than $50 per hour–much less than private
services, which were estimated to cost $100 to $120 per
hour.24

A typical program provides assessment; individual, group,
and family counseling; crisis intervention; prevention and
case management activities; teacher consultation; and
collaboration with school staff and the community.24

According to researchers funded by AHRQ, an ESMH
evaluation plan should systematically measure the
outcomes of the program’s goals, such as identifying
emotional, behavioral, and academic problems early and
improving school attendance.  The following steps are
recommended in conducting ESMH program evaluations:

• Focus the evaluation on both quantitative measures
(such as changes in behavioral problems) and qualitative
measures (such as satisfaction ratings) obtained from 
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adolescents, parents, teachers, school personnel, etc.
These measures should be associated with a positive
outcome (for example, improved grades or attendance).

• Ensure cultural competence, taking into consideration
program philosophy, staff ethnicity, cultural competence
training, and cultural values of the target population.

• Obtain support from the school and community by
selecting goals that are important to stakeholders.

• Use outcome indicators that address life stressors and
risk factors, protective or resilience factors, emotional
and behavioral problems, and life functioning.

• Use specific measurement strategies, which can include
self-report, reports by parents and teachers, and clinician
ratings.

• Measure the cost effectiveness of the ESMH program in
relation to traditional mental health programs.22

An advisory board of stakeholders (families, school staff
and teachers, mental health professionals, community
leaders, the community health/mental health system, and
funders) should review and revise the evaluation plan and
provide feedback on the results.  This feedback should be
used for program improvement.22,23

Consumer ratings can improve behavioral health
services

An AHRQ-funded study that used the Consumer
Assessment of Behavioral Health Services (CABHS)
prompted quality improvement efforts in several managed
behavioral health care organizations.5 CABHS is based on
CAHPS®a and was developed to collect ratings from
consumers about services received from MBHOs.25

Consumer ratings of behavioral health care services can
help to evaluate and identify ways to improve behavioral
health insurance plans.5 The 56 questions in the CABHS
survey ask consumers about their experience in finding a
clinician, getting approval for treatment, getting prompt
counseling or treatment, communication with clinicians,
and customer service, as well as staff, paperwork burden,
written materials, and how much the treatment helped
patients.5 CABHS also collects information from clinicians

about medications, treatment options, and patient rights.5

Examples of questions and responses from consumers are
shown in Table 1.

The survey assessed patient satisfaction in five commercial
and five public assistance plans.5 Based on the results of
these surveys, three MBHOs implemented quality
improvement efforts.

• Patients at one MBHO reported problems in getting help
from customer service, telephone answer response time,
finding a clinician, getting care while waiting for
treatment approval from the plan, and filling out
paperwork.  As a result, the MBHO added more staff
and trained its customer service personnel to answer
calls for information, check patient eligibility, authorize
an initial treatment session, help patients find a
clinician, and ensure that patients receive appropriate
and timely care. The MBHO also introduced centralized
scheduling and increased the number of clinician hours
to reduce waiting times for new patient evaluations.5

• A second MBHO found that 13-30 percent of its
members were not given adequate information about
patient rights.  The MBHO implemented projects to
improve dissemination of information about patient
rights, including consulting with members and
clinicians, posting patient rights in clinics, and
interviewing providers to find out if patient rights
information is being provided.5

• A third MBHO developed educational materials for its
members and clinicians to improve the patients’ ability
to get timely appointments.5

Based on the CABHS data collected in this AHRQ-funded
study, along with data from a previous study using the
Mental Health Statistics Improvement Program (MHSIP),
researchers developed the Experience of Care and Health
Outcomes (ECHO™).5

The ECHO™ 3.0 has two surveys–one for MBHOs and
one for health plans.5,41 Both surveys ask the same
questions, but the health plan survey includes questions
about administrative services, such as filling out paperwork
and finding information in written materials.42 The surveys
can be downloaded for free from the Web site:
http://www.hcp.med.harvard.edu/echo/home.html.
Consumers, clinicians, MBHOs, health care plans,
purchasers, States, and Federal agencies can collect
consumers’ ratings of their behavioral health treatment,

aCAHPS® (Consumer Assessment of Health Plans) is a family of
rigorously tested and standardized questionnaires and reporting formats
that can be used to collect and report meaningful and reliable
information about the experiences of consumers with a variety of health
services.  For more information, see AHRQ’s Web site at
http://www.ahrq.gov/qual/cahpsix.htm.
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including mental health and alcohol, drug, and other
substance abuse services.42 ECHO™ assesses specific
aspects of care, including getting care quickly,
communication with clinicians, information provided by
clinicians on medication side effects, family involvement in
care, information about self-help groups and treatment,
cultural competence, perceived improvement in
functioning, patient rights, and health plan or MBHO
administrative services.42

ECHO™ has been adopted as a CAHPS® instrument.43 In
addition, NCQA adopted ECHO™ 1.1H, which excludes
13 questions from the original MBHO version,41 and made
it a part of the NCQA Quality Assurance Plan HEDIS®

(the Health Plan Employer Data and Information Set) 2003
Survey Measures.44 ECHO™ 1.1H was designed to target
quality assessment by MBHOs and assesses aspects of care
such as overall satisfaction with counseling and treatment,
getting treatment quickly, communication with clinicians,
access to treatment and information from the MBHO,
office wait times, ability to refuse treatment, and receipt of
information about treatment options, medication side

effects, managing conditions, and patient rights.44

A conference provides solutions to improve provider
training and continuing education 

AHRQ cosponsored the National Conference on Behavioral
Health Workforce Education in Annapolis, Maryland,
September 10-11, 2001.  The proceedings from this
conference resulted in a special double-issue volume of
Administration and Policy in Mental Health in May 2002.
The proceedings present problems and solutions to
educating behavioral health professionals, including:

• Clarifying the issues of the behavioral health care
system and the need for change.6,45,46

• Educational best practices for practitioners, patients,
consumers, and families.26,47

• Recommendations to enhance graduate education so
that practitioners develop the competencies necessary
for current practice.27

• Methods to improve continuing education practices.28

Table 1. Consumer Assessment of Behavioral Health Services results

Plan rating (range)

Question Commercial Public assistance 

Percent stating “Not a problem”

How much of a problem did you have with paperwork for
your health plan? 28-52% 33-50%

How much of a problem was it to get help when you called 
your health plan’s customer service? 42-62% 39-79%

How much of a problem were delays in treatment while 
waiting for approval from your health plan? 59-86% 64-84%

With the choices your health plan gave, how much of a 
problem was it to get a clinician you are happy with? 48-75% 50-80%

Percent stating “Yes”

Did your clinicians tell you that you have the right to refuse 
treatment that you do not want? 66-73% 65-80%

Percent stating “Always”

When you needed to see a clinician right away, how often did 
you get the treatment or counseling as soon as wanted? 42-68% 48-57%

Source: Shaul JA, Eisen SV, Stringfellow VL, et al. Use of consumer ratings for quality improvement in behavioral health insurance plans. Jt Comm J Qual Improv 2001; 27(4):216-29.

         



Ongoing research
AHRQ continues to fund and sponsor many research
projects involving mental health services.  For a
comprehensive list and summary of past and ongoing
projects, please see the Compendium of AHRQ Research
Related to Mental Health, AHRQ Pub. No. 03-0001.  The
HTML version can be found on AHRQ’s Web site at
http://www.ahrq.gov/research/mentalcomp/. The PDF
version can be downloaded at http://www.ahrq.gov/
research/mentalcomp/mentalcompend.pdf.  The PDF
version is indexed by topic as well as by principal
investigators and authors.

Conclusion
AHRQ’s wide range of mental health research has produced
programs, methods, and tools that can improve the quality
of mental health services.  The PIC program allows people
suffering from depression to collaborate in their care with
their providers and has been shown to improve outcomes.
Providers who treat schizophrenia patients have toolkits that
use evidence-based treatment recommendations to assess
the care and treatment they provide.  AHRQ research
supported the development of a simple tool to screen
adolescents at risk for suicide.  Research is also directed
toward finding ways to evaluate and promote quality
improvement programs for mental health services in
school-based programs and MBHO’s.  In addition, AHRQ’s
research helps identify solutions that can improve education
and training for mental health care professionals.  

For more information
For further information on mental health research, 
contact:

Charlotte Mullican, B.S.W., M.P.H., at cmullica@ahrq.gov
or by telephone at 301-427-1495.
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