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In 2001, a seminal Institute of Medicine
report, Crossing the Quality Chasm: A New
Health System for the 21st Century, put
forth a comprehensive strategy for im-
proving the quality of U.S. health care.
This strategy attained considerable trac-
tion within the overall U.S. health care
system and subsequent attention in the
mental health community as well. A new
Institute of Medicine report, Improving
the Quality of Health Care for Mental and
Substance Use Conditions, examines the
quality chasm strategy in light of the dis-
tinctive features of mental and substance
use health care, including concerns about
patient decision-making abilities and co-
ercion into care, a less developed quality
measurement and improvement infra-

structure, lagging use of information tech-
nology and participation in the develop-
ment of the National Health Information
Infrastructure, greater separations in care
delivery accompanied by more restric-
tions on sharing clinical information, a
larger number of provider types licensed
to diagnose and treat, more solo practice,
and a differently structured marketplace.
This article summarizes the Institute of
Medicine’s analysis of these issues and
recommendations for improving mental
and substance use health care and dis-
cusses the implications for psychiatric
practice and related advocacy efforts of
psychiatrists, psychiatric organizations,
and other leaders in mental and sub-
stance use health care.

(Am J Psychiatry 2007; 164:712–719)

Over the past decade, numerous studies have docu-
mented significant quality problems in general health
care, as well as in mental and substance use care. In 2001,
a seminal Institute of Medicine report, Crossing the Qual-
ity Chasm: A New Health System for the 21st Century (1),
put forth a comprehensive strategy for addressing these
problems that has attracted the attention of leaders in nu-
merous health care fields. Intended for use by the overall
health care system, this report did not explicitly address
mental and substance use conditions, and it was unclear
to what extent its approach might apply to these. To ad-
dress this question, a coalition of public and private
funders asked the Institute of Medicine to explore the im-
plications of the quality chasm report for mental health
and addictive disorders, identify barriers to achieving sig-
nificant improvements, and develop an action agenda for
improving health care for mental and substance use con-
ditions. In response, the Institute of Medicine convened
the Committee on Crossing the Quality Chasm: Adapta-
tion to Mental Health and Addictive Disorders (the com-
mittee). The committee’s analysis and recommended ac-
tion agenda are contained in the report titled Improving
the Quality of Health Care for Mental and Substance Use
Conditions (2).

This article 1) briefly summarizes the findings, conclu-
sions, recommendations, and controversies of the 500-
page report; 2) discusses the implications for psychiatrists
in their daily practice; and 3) identifies changes in public
policy recommended by the report that psychiatrists, psy-

chiatric organizations, and other leaders in mental and
substance use health care should champion.

The Quality Chasm and the Institute of 
Medicine Framework for Improvement

Despite the availability of outstanding health care in the
United States, several independent reports, including the
Institute of Medicine’s quality chasm report, found that the
gap between the care that patients could receive and do re-
ceive is greater than a fissure; it is a chasm. Problems in-
clude the underuse, overuse, and misuse of interventions
and other errors in care. These problems are found in all
types of services (i.e., preventive, acute, and chronic), pa-
tient age groups, treatment settings, managed and unman-
aged care, and somatic and behavioral health services.

In mental and substance use care, clinicians’ departures
from evidence-based practice guidelines have been well
documented for conditions as varied as attention deficit
hyperactivity disorder (ADHD) (3), anxiety disorders (4),
and conduct disorders in children (5); comorbid mental
and substance use illnesses (6) and depression in adults
(7) and children (8); and opioid dependence (9), use of il-
licit drugs (10), schizophrenia (11), and alcohol depen-
dence (12). Furthermore, many individuals who need
treatment receive none (13–15). Although reports show
improved access to care for people with the most severe
mental illnesses, they also show declining access for those
with less severe mental illnesses (14) and ethnic minorities
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(13). In addition, racial and ethnic minorities have also
been demonstrated to receive lower quality of care (16).
These documented disparities are especially of concern
given that evidence-based practices, when adjusted to the
needs of minority populations, have been shown to result
in as good or better quality improvements and outcomes
(17, 18). Also worrisome, less is known about errors in or
injuries due to mental and substance use treatment than
is known about general health care (19, 20).

The original quality chasm report concluded that a fun-
damental redesign of the health care system is required
and proposed a framework for fixing the system based on
six aims for high-quality health care (Table 1) and 10 rules
to guide redesign (Table 2). Six critical pathways were
identified for achieving the prescribed aims and rules: 1)
adopting new ways of delivering care; 2) effectively using
information technology; 3) managing the clinical knowl-
edge, skills, and deployment of the workforce; 4) building
effective teams and coordination of care across patient
conditions, services, and settings; 5) improving how qual-
ity is measured; and 6) using payment methods conducive
to good quality.

In analyzing the applicability of this framework to men-
tal and substance use health care, the Committee found
the quality chasm recommendations for redesign to be as
applicable to mental and substance use health care as they
are to general health care but requiring some adaptation
to reflect the characteristics that distinguish mental and
substance use from general health care. These character-
istics include greater obstacles to patient-centered care, a
weaker quality measurement and improvement infra-
structure, more separate care-delivery arrangements, less
use of information technology, a more diverse workforce
with greater use of solo practice, and a differently struc-
tured marketplace. Improving the Quality of Health Care
for Mental and Substance Use Conditions offers a multifac-
eted and comprehensive strategy that specifies actions
that clinicians, health care organizations, purchasers,
health plans, educational institutions, federal and state
legislators, executive agencies, and others should take to
improve quality.

What Should Psychiatrists and 
Psychiatric Organizations Do to 
Improve the Quality of Mental and 
Substance Use Care in Daily Practice?

Pursue Patient-Centered Care

The original quality chasm report calls for “patient-cen-
tered” care (i.e., care in which patient preferences, needs,
and values guide all clinical decision making; patient
needs are anticipated; knowledge and information are
shared freely; and care is transparent to the patient).
Within a shared decision-making model, patients, as the
“source of control,” should be able to exercise the degree

of control they choose over health care decisions that af-
fect them.

However, mental and substance use health care con-
sumers face obstacles to serving as the source of control
that generally are not encountered by consumers of gen-
eral health care. The capacity of individuals with mental
and substance use conditions to make decisions on their
own behalf is often underestimated by clinicians and not
supported by the health care system, especially when pa-
tients are coerced into treatment (as are the majority of in-
dividuals receiving treatment for substance use). Although
a minority of mental and substance use patients, like pa-
tients with general health conditions, have some degree of
impaired decision making, the adverse effect of stigma on
mental and substance use patients’ ability to exercise their
capacity for decision making can seriously impede their
ability to manage their illnesses and achieve recovery.

Clinicians and organizations providing mental and sub-
stance use health care can promote patient-centered care
by 1) endorsing and supporting decision making by men-
tal and substance use health care consumers as the default
policy in their practices, 2) providing decision-making
support to all such patients, including those coerced into
care, and 3) supporting illness self-management practices
for all consumers and formal self-management programs
for individuals with chronic illnesses. Organizations deliv-
ering care additionally should involve mental and sub-
stance use health care consumers in the design, adminis-
tration, and delivery of organization services.

Endorsing and supporting patient decision making
means assuming each patient’s right to make treatment
decisions unless there is evidence of danger to the patient
or others or the patient has been determined to be incom-
petent to make decisions. However, patient-centered deci-
sion making is also part of shared clinician-patient deci-
sion making; it does not mean that professionals must
agree with all of the patient’s decisions.

The original quality chasm report notes that among all
consumers, there can sometimes be a tension between
providing patient-centered care and providing effective
(evidence-based) care. This tension was addressed in the
committee’s analysis as well. The committee noted that
patients may express a preference for treatment that lacks
an evidence base (e.g., psychodynamic psychotherapy for
obsessive-compulsive disorder) when other, evidence-
based treatments exist (e.g., medications and cognitive
behavior therapy). For clinicians to adhere in such cases to
an approach grounded in empirical research may leave
them at odds with patients who desire an intervention
that they believe will better meet their needs. In such in-
stances, resolution may be obtained only over time, as the
patient and clinician work together to reconcile compet-
ing and conflicting aims through shared decision making.

When patients, such as individuals with severe mental
illnesses, propose a course of action that the clinician be-
lieves to be misguided, the clinician needs to support the
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patient through disagreements about treatment decisions,
asking about the patient’s goals for recovery, and factoring
these into treatment decisions and recovery plans. Patient
education can play a critical role in this process, as clini-
cians provide information about the benefits and risks of
different treatment options. Supporting consumer deci-
sion making also means offering consumers a choice of
treatments and providers; assistance in making choices;
and, for individuals with significantly impaired cognition
or diminished self-efficacy beliefs, compensatory mecha-
nisms such as peer support programs and advance direc-
tives. Duke University’s Program on Advance Psychiatric
Directives provides toolkits and user-friendly instructions
for consumers, clinicians, and family members to use in
completing psychiatric advance directives (21).

Illness self-management encompasses the day-to-day
tasks an individual carries out to live successfully with
chronic illness(es) and requires such skills as monitoring
symptoms, using medications appropriately, practicing
behaviors conducive to good health (e.g., in nutrition,
sleep, and exercise), employing stress-reduction practices
and managing negative emotions, using community re-
sources appropriately, communicating effectively with
health care providers, and practicing health-related prob-
lem solving and decision making (2). Illness self-manage-
ment programs for a variety of chronic illnesses, including
heart disease, lung disease, stroke, and arthritis, have re-
duced disability, decreased needed visits to physicians
and emergency rooms, and increased self-reported energy
and health. Components of illness self-management for
individuals with chronic mental illnesses include psycho-
education, behavioral practices to support taking medica-
tions appropriately, relapse prevention, and teaching cop-
ing skills and actions to alleviate symptoms. Stanford
University has validated a standardized approach for ill-
ness self-management (described at http://patienteduca-
tion.stanford.edu/programs/cdsmp.html) (22).

Help Strengthen the Quality Measurement and 
Improvement Infrastructure

The infrastructure needed to measure, analyze, publicly
report, and improve the quality of mental and substance
use health care is less well developed than that for general
health care. Strengthening this infrastructure requires 1) a
more coordinated strategy for filling gaps in the evidence

base, 2) better dissemination of evidence to clinicians, 3)
improved diagnostic and assessment strategies, 4) a stron-
ger infrastructure for measuring and reporting quality,
and 5) support for quality improvement practices at the
locus of care.

Although the majority of the report’s recommendations
for building this infrastructure call for action by the U.S.
Department of Health and Human Services, funders of re-
search, and other organizations, the report identifies two
key roles that individual clinicians and provider organiza-
tions need to play: 1) increasing their use of valid and reli-
able questionnaires or other patient-assessment instru-
ments to assess outcomes of treatment and help build the
evidence base on effective treatments and 2) using mea-
sures of processes and outcomes of care to continuously
improve the quality of the care.

In general health care, patients are increasingly recog-
nized as valid judges of the quality of care they receive. Pa-
tient questionnaires about the extent to which symptoms
are reduced as a result of treatment are already being used
to measure outcomes for treatment of conditions such as
benign prostatic hypertrophy and cataracts. These ques-
tionnaires yield accurate and reliable information on
changes in symptoms and detailed and sensitive mea-
sures of treatment effectiveness (23). The committee rec-
ommended that outcomes of mental and substance use
health care be similarly measured. In addition to reporting
on experiences with care delivery, such as the extent to
which they were able to participate in treatment and other
care decisions and gain skill in self-management of their
illness, consumers can provide information on the effec-
tiveness of treatment in reducing symptoms and improv-
ing functioning.

Several clinically feasible, valid, and reliable question-
naires, such as the Behavior and Symptom Identification
Scale (24), the Patient Health Questionnaire (25), and the
Addiction Severity Index (26, 27), can measure patient re-
ports of symptoms and functioning. Alternatively, clini-
cians can assess response to treatment by obtaining infor-
mation from the patient, combined with other data, and
following up over time by using such instruments as the
Global Assessment of Functioning (GAF) scale. The Veter-
ans Health Administration requires all mental health inpa-
tients to be rated at discharge using the GAF scale and all

TABLE 1. The Six Aims of High-Quality Health Carea

Safe Avoiding injuries to patients from the care that is intended to help them.
Effective Providing services based on scientific knowledge to all who could benefit and refraining from providing services to those 

not likely to benefit (avoiding underuse and overuse, respectively).
Patient-centered Providing care that is respectful and responsive to individual patient preferences, needs, and values and ensuring that 

patient values guide all clinical decisions.
Timely Reducing waits and sometimes harmful delays for both those who receive and those who give care.
Efficient Avoiding waste, including waste of equipment, supplies, ideas, and energy.
Equitable Providing care that does not vary in quality because of personal characteristics such as gender, ethnicity, geographic 

location, and socioeconomic status.
aReprinted with permission from Crossing the Quality Chasm © 2001 by the National Academy of Sciences, courtesy of the National Academies 

Press, Washington, DC, Table 1, pp. 5–6.
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outpatients to be similarly rated at least once every 90
days during active treatment (28).

Successful quality improvement also requires that such
measurement be linked with day-to-day activities at the
locus of care. Five practices are essential to successfully
undertaking and sustaining improvements in quality: 1)
ongoing communication about the desired change with
those who are to affect it, 2) training in the new practice, 3)
worker involvement in designing the change process, 4)
sustained attention to progress in making the change, and
5) use of mechanisms for measurement, feedback, and re-
design. These practices are found in leading health care
quality improvement initiatives, such as those of the Insti-
tute for Health Care Improvement (http://www.ihi.org/
ihi/programs). They also have been employed by some of
the smallest and least resource-rich health care provid-
ers—providers of substance use treatment services—
through the Network for the Improvement of Addiction
Treatment (http://www.niatx.org). Individual clinicians
not already experienced in quality improvement tech-
niques must take steps to become educated in these and
incorporate them into their daily practice.

Use Effective Linkage Mechanisms

Despite high rates (15%–60%) of co-occurrence of men-
tal and substance use conditions (29–31) with multiple
general health care conditions (32), mental and substance
use health services remain typically separated from each
other and from general health care. These disconnected
care delivery arrangements require multiple provider
“handoffs” of patients for different services and the trans-
mission of information to and joint planning by all of these
providers, organizations, and agencies. The situation is ex-
acerbated by the special legal and organizational prohibi-
tions related to sharing mental and substance use informa-
tion across providers. The Institute of Medicine calls on
clinicians to routinely use four practices to bridge the sep-
arations between providers: screening, anticipating co-
morbidity and preplanning the clinical responses to it, es-
tablishing clinically effective linkages with other providers
treating the patient, and routinely sharing information.

Effective screening can be performed by using a number
of available and reliable instruments, such as the Patient
Health Questionnaire, a self-administered instrument for
screening for depression, anxiety disorders, alcohol abuse,
and somatoform and eating disorders (33). The National
Institute on Alcohol Abuse and Alcoholism also has devel-
oped a single-question screener (one for men, one for
women) for detecting alcohol problems in primary care
and other settings (34).

Because co-occurring disorders are expected in sub-
stance use and mental health treatment systems, the re-
port recommends that whenever a patient is seen with a
mental or substance use condition, the clinician should
automatically screen for the other. Clinicians also should
preplan their responses, i.e., treatment or referral, and

whenever referral is planned, formal prearrangements
with referral providers should be established. These ar-
rangements should consist of clinically effective linkages
with other treating providers; referral by itself is not an ef-
fective coordination mechanism. The committee noted
special concerns regarding linkages between mental and
substance use providers and general medical providers
going in both directions, i.e., individuals with mental
health and substance use problems who are seen in gen-
eral medical settings and individuals with severe mental
illnesses and substance abuse seen in specialty behavioral
health settings who also have significant general medical
conditions (35–37). A continuum of four evidence-based
coordination mechanisms are promoted, ranging from 1)
formal (i.e., written) agreements among mental, sub-
stance use, and primary health care providers (less effec-
tive) to 2) case management of mental, substance use, and
primary health care to 3) co-location of mental, sub-
stance-use, and primary health services and then to 4) de-
livery of mental, substance use, and primary health care
through clinically integrated practices of primary and

TABLE 2. Ten Rules to Guide the Redesign of Health Carea

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

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

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

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

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

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

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

8. Anticipation of needs. The health system should anticipate pa-
tient needs rather than simply reacting to events.

9. Continuous decrease in waste. The health system should not 
waste resources or patient time.

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

a Reprinted with permission from Crossing the Quality Chasm © 2001
by the National Academy of Sciences, courtesy of the National
Academies Press, Washington, DC, Table 2, pp. 8–9.
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mental and substance use care providers (most effective).
Shared electronic health records are also identified as an
effective tool for care coordination.

Clinically effective linkages also require routine sharing
(with patient knowledge and consent) of information on
patients’ problems and treatments among providers treat-
ing the patient. Committee members identified this as an-
other issue that brings conflicting ethical and clinical im-
peratives into play. Identifiable information about mental
health and substance abuse treatment may be particularly
sensitive, in part because of the lingering stigma of these
disorders. Health care systems that fail to offer patients an
adequate level of privacy protection may discourage them
from seeking care or being open about the problems that
have brought them to treatment. However, failure to share
patient-specific information across providers (e.g., allow-
ing a patient’s primary care physician to remain unaware
that the patient is depressed and is receiving antidepres-
sant medication) promotes uncoordinated and some-
times unsafe care.

The committee recognized that there is no ideal solu-
tion to this dilemma. In a patient-centered system, pa-
tients should be offered the maximum possible level of
control over their health information. However, patients
who are aware of the advantages of sharing at least some
of their data are likely to opt for such an approach, partic-
ularly if effective technological protections for privacy are
developed. Educating patients about these issues thus be-
comes a key strategy in promoting an optimal balance be-
tween privacy and efficient sharing of information.

Although the Health Insurance Portability and Account-
ability Act’s (HIPAA)’s regulations generally permit health
care organizations to release—without requiring patient
consent—individually identifiable information (except
psychotherapy notes) about the patient to another pro-
vider or organization for treatment purposes, the same
regulations do not supersede any contrary provisions of
state laws, many of which are more stringent than the
HIPAA requirements. HIPAA regulations also permit
health care organizations to implement their own more
stringent privacy protections. Moreover, separate federal
laws govern release of information pertaining to treatment
received in specialty drug or alcohol use treatment pro-
grams that receive federal funding—which are also super-
seded by any more stringent state laws. The Institute of
Medicine report calls attention to this issue as one that re-
quires review and possible change in public policy, one
that leaders in the mental and substance use should
champion. Organizations that impose constraints on in-
formation sharing beyond those imposed by federal or
state laws also should examine them for any unintended
adverse consequences on care coordination and make ap-
propriate changes.

What Specific Policy Changes Should 
Psychiatrists, Psychiatric 
Organizations, and Other Leaders in 
Mental and Substance Use Care 
Advocate for to Help Psychiatry Cross 
the Quality Chasm?

Become Involved in Building the National 
Health Information Infrastructure

Major public and private sector collaborations are un-
derway to develop the critical components of a National
Health Information Infrastructure: 1) electronic health
record systems with decision support for clinicians, 2) a
secure platform for exchanging patient information across
health care settings, and 3) data standards so that shared
information will be understandable to all users. However,
mental and substance use health care is not well ad-
dressed by National Health Information Infrastructure in-
itiatives. Of the nearly 600 applications for awards by the
Agency for Health Care Research and Quality in 2004 to
promote the use of health information technology, only a
handful had any substantive behavioral health compo-
nent. Of 103 grants awarded, only one specifically targeted
mental and substance use health care (2). Mental and sub-
stance use health care also lags behind in its use of elec-
tronic health record systems and other forms of health in-
formation technology.

The report calls on the federal government (i.e., the De-
partment of Health and Human Services and the Veterans
Health Administration) to charge the national coordinator
of health information technology and the Substance
Abuse and Mental Health Services Administration with
ensuring that the National Health Information Infrastruc-
ture addresses mental and substance use health care as
fully as general health care and that public and private-
sector mental and substance use health care stakeholders
are integrated into these efforts. Individual clinicians and
organizational leaders in mental and substance use health
care should urge these federal agencies to do so and also
should become involved in the major national commit-
tees and initiatives developing the National Health Infor-
mation Infrastructure.

Advocate Sustained Workforce Development 
and Organize Unconnected Small Practices to 
Promote Innovation

Sustained national attention—in contrast to the many
short-lived initiatives created and abandoned over the
past decades—is needed to strengthen the quality and ca-
pacity of the mental and substance use workforce. The re-
port recommends that an ongoing, federally funded, pub-
lic-private council on the mental and substance use
health care workforce, analogous to the Council on Grad-
uate Medical Education and the National Advisory Coun-
cil on Nurse Education and Practice, be created to develop
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and implement a comprehensive plan for workforce de-
velopment. The committee envisions that educational or-
ganizations and training institutions would collaborate
with this council, as would licensing/accrediting bodies,
purchasers, and other private-sector initiatives. This pub-
lic-private partnership would 1) identify specific compe-
tencies that all mental and substance use professionals
must possess to be licensed or certified and 2) develop na-
tional standards for the credentialing and licensure of
mental and substance use providers to eliminate differ-
ences in the standards now used by the states. The federal
government would also support faculty development in
mental and substance use health care in health profession
schools, such as nursing and medicine, and schools and
programs that educate mental and substance use special-
ist professionals, such as psychologists. Clinicians and or-
ganizational providers and their national organizations
should advocate the creation of this council.

The report also calls attention to the high prevalence of
unconnected solo practices among mental and substance
use providers, which can impede uptake of information
technology, evidence-based practices, and other advances
in care. Practice size is a key determinant of information
technology adoption for five clinical functions: obtaining
treatment guidelines, exchanging clinical data with other
physicians, accessing patient notes, generating treatment
reminders, and writing prescriptions. Knowledge uptake
similarly requires additional resources for the timely iden-
tification of scientific advances and innovations. In a
study of the adoption of clinical practice guidelines for the
treatment of ADHD, solo practice was associated with a re-
duced likelihood of adopting the guidelines (3).

Some have seen these workforce recommendations
(coming from a committee largely populated by individu-
als affiliated with large health systems) as calling for an
end to the “cottage industry” of solo practice. Whether one
agrees with the recommendations or not, society is clearly
placing greater expectations for performance and ac-
countability on all providers. Organizations assimilate in-
novations more readily if they are large, mature, divided
into semiautonomous units, have flexible resources to
channel into new projects, and have decentralized deci-
sion-making structures (38). Larger groups also are theo-
rized to have readier access to capital and administrative
support staff and the ability to spread acquisition and im-
plementation costs among more providers (39). Solo or
smaller practices may need to trade off some autonomy
and band together to marshal resources and achieve some
of the functionalities of larger organizations in order to
meet these expanding expectations (40).

Advocate With Purchasers and Policy Makers

The mental and substance use health care marketplace
is distinguished by the dominance of government pur-
chasers, use of “carve-out” insurance arrangements, the
tendency of private insurance to avoid covering persons

with mental and substance use illnesses, and government
purchasers’ greater use of direct provision and purchase of
care rather than insurance arrangements (41).

The report makes a number of recommendations tar-
geted to these purchasers and their purchasing practices.
It also speaks to the ongoing need to achieve better cover-
age of mental and substance use health care in public- and
private-sector insurance plans. The dominance of public
purchasers makes purchasing processes more transparent
and open to public discussion. Leaders in psychiatry
should continue to advocate equal coverage of mental and
substance use treatments and for purchasers to take steps
to reorient procurement processes to give greater weight
to the quality of care in selecting vendors.

Finding a Balance

In drafting its recommendations, the committee recog-
nized and sought to find a balance in multiple areas of
controversy. We have noted and discussed a number of
these issues earlier in our article: What happens when pa-
tients wish to obtain treatments for which efficacy is not
established or refuse recommended care? How do you bal-
ance privacy and consumer control over their health in-
formation with the need for coordinating the efforts of
multiple providers? Does the greater capacity of larger or-
ganizations to implement quality improvement strategies
signal an end to solo practice?

Perhaps the deepest controversy of all is the degree to
which mental health and substance use can or should be
integrated into the rest of medicine. This is evident not
only in terms of recommendations regarding collabora-
tion between mental health and other providers but in the
very rationale for the report itself. Should not the original
quality chasm report have applied to mental health and
substance use conditions as it does to all other illnesses
such as diabetes and heart disease? The committee con-
cluded that quality improvement strategies adopted for
general health care are indeed applicable to mental health
and substance use conditions. However, several features
of the mental and substance use system, such as stigma,
separation from the rest of health care, and complexity of
the mental health workforce, made it important to adapt
those recommendations and justified the need for a sepa-
rate report. More profound and more controversial is the
question of whether the mental and substance use field is
truly ready and willing to engage the overall health care
field in an integrated way. Psychiatrists, along with other
mental health advocates, have long espoused the biopsy-
chosocial model and decried being carved out in insur-
ance plans. At the same time, there often is a parallel fear
of engulfment and loss of autonomy, usually accompanied
by an insularity of the field. From a clinical perspective,
the committee felt that one cannot espouse “treating the
whole person” without treating the whole person. As such,
it came to a fundamental conclusion that coordination
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and collaboration with the rest of medicine are essential
(and vice versa), but it is also critical to ensure access to
the depth and expertise provided by psychiatrists and
other mental health and substance use specialists.

In sum, improving mental and substance use health
care will be most readily achieved through the efforts of
participants at all levels of the health care system. How-
ever, the Institute of Medicine report identifies actions
that each party involved in delivering mental and sub-
stance use health care—clinicians, health care organiza-
tions, purchasers, health plans, educational institutions,
federal and state governments—can take now to achieve
significant improvements in care.
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