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FOREWORD

The purpose of this report is to inform policymakers about the significance of recent advances in
evaluating evidence for allocating resources to and within public mental health programs. These
advances are of particular importance because the public sector is the largest pagsrttor ser
persons with chronic mental iliness.

The authorsO central point is that the best evidence yields both good and bad news. The good news is
that @any potentially available treatments amite€ have been shown to produce Oimproved
symptoms and functioningO in patients with severe, persistent mental iliness. Thethaiardat O
substantial gaps between what science tells us to do and what we do in actual practice, despite the
significant investment of public resou@es.

The research about which the authors report is increasingly useful to policymakers and clinicians.
Many scientists are working collaboratioftgn across national boundaries, to collect, analyze, and
synthesize evidence about irgations to prevent and treat iliness. A recent Milbank Report describes
this international scientific advance (Ray Moyritvatyating Health Services: A Reporter Covers the
Science of Research Synthesis

This report on the significance for policy of evidence about mental hézdthlsegan as a
request from policymakers. Leaders in the legislative and executive branches of government in
Maryland asked the Milbank Memorial Fund to collaborate in organizing a meeting to discuss the
strengths and weaknesses of that stateOs public mental health programs. The Fund asked Anthony
Lehman, Chair of the Department of Psygtaatihe biversity of Madand School of Medicine, to
prepare a background paper on evidence-based mental health treatmentgsifar $kis meeting.

Lehman, a national leader in urging that the best available evidence should guide mental health

sewices, invited his departmental colleagues Howard Goldman and Lisa Dixon to be coauthors. Because
of the international reach of the science that underlies evidence-based practice, Lehman also invited
Rachel Churchill, the London-based Coordinating Editor of the Cochrane CollaborationOs Depression,
Anxiety and Neurosis Review Group, to be a codth@ochrane Collaboration is the leading

international organization in reviewing systematically evidence about véadth ser

The Fund invited policymakers, researchers, and clinicians to review this report in draft; they are
listed in the Acknowledgments. As a result of both the authors® and reviewersO expertise, this report is a
useful guide for understanding how science can inform policy for mental hieaksh ser

Daniel M. Bx
President

Samuel L. Milbank
Chairman
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EXECUTIVE SUMMARY

States continue to bear the major responsibility for mental health care for persons with serious and
disabling mental ilinesses, both through direct provisionioésand through funding of private-
sector care. Central to this mission is how best to allocate limited resources so as to gain maximum value
for patients, families, and sociétys briefing makes the following essential points, illustrated with
examples of evidence-based practices:
¥ A substantial body of outcomes research supports the efficacy of a wide range of mental
health treatments.
¥ Mental health seices can be expected to provide evidence-based practices in order to yield
good outcomes.
¥ Mental health seice authorities and providers should be held accountable for prowaiag ser
consistent with evidence-based practices.
¥ Measures opfagram fidelityO have been developed that permit monitoring and accountability
Outcomes should be monitored regularly by clinicians as a part of good practice.
¥ The wide array of effective treatments should be available within a cobenangg even
when treatments are equally effective on average, many of them are not equally effective for
significant subgroups.
¥ Treatment choice and wide selection are essential in order to maximize treatment response and
adherence to treatment.
¥ Access to evidence-based practices is yeoesaat sufficient to ensure a quality mental
health serice system.

+

1 Milbank Memorial Fund
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GLOSSARY OF TERMS

Blinding A research technique often used in clinical trials, such that the patient does not know

and often the researchers do not kttowhat treatment condition the patient has been

assigned. This reduces the risk of bias occasioned by patientsO or researchersO knowledge about
what treatment is actually being received, influencing response to treatments or interpretation

of results. Once the study is completed, the OblindO is broken so that the results can be analyzed
and interpreted.

Collaborative Cata the context of this papefers to approaches to treating patients with mental
illness in primar care settings through the collaboration of pyiozae personnel (doctors, nurses,
etc.) and mental health specialists.

Data Extraction Forr form used to summarize information from research studies in a standardized
manner in order to compare results across studies.

Efficacy v. Effectiven@&fficacyO refers to how well a treatment works under carefully controlled
research conditions. OEffectivéhesters to how well the treatment works when applied in more
typical clinical circumstances.

Home Rulérhe principle or practice of self-government in the internal affairs of a dependent political
unit. In the context of this pap®home ruerefers to the increased importance of local (mental health)
authorities in policy and decision making devolved from state government.

Meta-Analysié set of statistical techniques used to combine the results of multiple research studies in
order to answer certain questions.

Negative Symptoi@gmptoms that occur in some persons with schizophrenia, including loss of
emotional expression (flattened affect), poverty of speech, and loss of drive. They are referred to as
(regativ® because they are defined by loss of functions.

New FederalisiRefers to the recent national trend according to which certain governmental
responsibilities and authority are being decentralized from the federal government to state
governments. This is one aspect of a broader national tendency to devolve authority and responsibility to

more decentralized levels of government.

Patient AttritionThis occurs when patients in a research study drop out of tfar stuglyeason,
before the study is completed.

Positive SymptorSgmptoms that occur in some persons with schizophrenia, including hallucinations,

Milbank Memorial Fund 2
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delusions, and disordered thinking. They are referregtsitis® because they are experiences
beyond the normal range of functioning.

Program Fidelityrhe degree to which a treatment or program as it is delivered in usual practice remains
true to the treatment as originally developed and evaluated in a research study

Randomized Clinical Tri&l standard design for research studies evaluating alternative treatment
strategies, in which subjects are assigned by chance (for example, by flip of a coin) to alternative
treatments. Randomization is used to reduce the risk that results are inadvertently biased in favor of one
treatment over anotherNso-called treatment allocation bias (see below).

Treatment Allocation BiR&fers to the undesirable situation in a clinical trial in which research
subjects with different characteristics are assigned to different treatments, thus biasing the results
toward a particular treatment. Randomization seeks to eliminate this bias.

Usual Community Cdretreatment studies that compare alternative treatment approaches, refers to

the treatment usually provided in the absence of the researdypstadly it is the comparison or
@ontrolO condition with which experimental treatments are compared.

3 Milbank Memorial Fund
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INTRODUCTION

The states have historically assumed substantial responsibility for the care of persons with severe and
disabling mental illnesses across the life span. This responsibility manifests itself in the form of
treatment programs directly operated by or contracted for by the states, as well as in the form of state
Medicaid programs that support private-sectizezerMany persons with severe mental illnesses rely
upon these programs as a result of their disaitityhe consequent poverty and unemployment to
which they are vulnerable. Hence, the treatment of persons with severe mental illnesses represents a
major investment of resources for states, as well as for other local government entities. It is essential that
these resources be invested wisely so as to maximize value to patients, families, and society
A significant approach to increasing the value gained from the expenditure of health care dollars is
adoption of evidence-based practices: that is, the purchase of treatmemtestithtbave been
scientifically confirmed to improve outcoméh. fdspect to treatment for persons with severe mental
illnesses, the news is both good and bad. The good news is that solid scientific evidence suggests that
many potentially available treatments amitesrarefficacioysubstantial gains in the form of
improved symptoms and functioning are possible with the right treatment. The bad news is that there
are substantial gaps between what science tells us to do and what we do in actual practice, despite the
significant investment of public resources. These gaps exist for several reasons:
¥ The knowledge and skills of practitioners, as well as of state mental health authorities, lag
substantially behind the evidence. Hence, practitioners\aoe sgstems often continue
to provide some int@ntions that either are unsupported by evidence or have been shown
to be ineffective.
¥ Policies related to the expenditure of public mental health dollars often do not hold practitioners or
public mental health authorities accountable to provide evidence-based practices and to eliminate
practices that do not help people. Monitoring program fidelity and outcomes is essential for
ensuring this accountability
¥ Public funding for mental health\sees in various instances is often inadequate, or is constrained
in such ways as to make support for certain evidence-based practices difficult (for example, the
awkward and multiple funding streams needed to support certain employment rehabilitation
sewices), or is poorly invested for other reasons.

This report illustrates the substantial scientific basis for treatmentsiees feeradults, children,
and adolescents with severe mental disorders, with the aim of providing a foundation for policy
discussions at various levels of government, especially states, geared to planning their investment of
mental health care dollars to enhance the value ofibessttrey fund or provide. The report is not
intended to provide a comprehensive suynofi@vidence-based practices in mental health, but rather
to provide instructive examples of such practices. Readers interested in a compreherysofe summar
evidence-based practices are referMdrtal Health: A Report of the Surgeon (edxational
Guideline Clearinghouse of the Agency for Healthcare Research and Qu@Jite¢Arendations,
and professional associationsO clinical practice guidelines. In England the National Institute for Clinical

Milbank Memorial Fund 4
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Excellence (NICE) and in Scotland the Scottish Intercollegiate Guidelines Network (SIGN) produce
clinical guidelines using evidence-based reviews. State-of-the-art evidence reviews are available in the
Cochrane Librgrand in reviews commissioned byQ\fiétn the Evidence-Based Practice Centers.

The policy challenge is not only how to ensure that there are adequate resources to enable the
provision of evidence-based practices, but how to hold practitioners and state mental health authorities
accountable to ensure that these practices are delivered in an effective manner and that resources are
not wasted on ineffective treatments aniteer\& begin with a brief oveaw of the methods for
evaluating evidence-based practices; proceed with summaries of evidence-based practices for adults,
children, and adolescents; and conclude with policy implicatioigerEral themes emerge:
¥ The most effective gmes combine optimal medication management with psychosocial

interventions that provide the patient and the family with information about the illness, ongoing

supports, and rehabilitation \@ees.
¥ These evidence-based treatments provide a tangible and measurable road map for improving

outcomes and accountabhility

5 Milbank Memorial Fund
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Conclusions regarding evidence-based practices have been reached through the systematic review of
thousands of studies combining new statistical techniques and the judgment of expert reviewers.

METHODS OF EVIDENCE-BASED PRACTICES

Groups such as the Agency for Healthcare Research and QualititedtBeatés and the

Cochrane Collaboration have established principles for determining the effectiveness of treatments.

These include:

¥

¥
¥
¥

Randomized clinical trials improve the validity of causal conclusions.

Replication of results in multiple settings improves the validity of results for actual practice.
Consistency of findings builds confidence.

Evidence can be ranked in terms of valitiitycal confidence, and expert judgments.

Examples of evidence-based mental health practices are available in the Coclgrame Librar

reviews commissioned by AHRom the Evidence-Based Practice Centers, and in professional
associationsO clinical practice guidelines. One of the most recent reference ddentaénts is
Health: A Report of the Surgeon General

K K K K K K K

itself become a science in the last decade. New statistical techniques allow for combining data in
ways that allow assessment of effect sizes and of the level of confidence in the replicability of the

The process for conducting systematic, evidence-based reviews includes:
Statement of objectives and eligibility criteria

Identification of (all) potentially eligible studies

Application of eligibility criteria

Use of unbiased procedures for extracting data

Critical appraisal

Assembly of the most complete data set feasible

Analysis of the data set, using statistical syntheses and sensitivigngniilgpesopriate
and possible

Preparation of a structured report

A statistical set of methods used in the process of systematealtetiesta-analysibas

conclusions. In its most structured form, researchers conducting these systematic reviews rely
upon the following:

¥ Design and pilot testing of data extraction forms so as to ensure the standardization of the data
extracted from each study

¥ Selection of studies for review based upon explicit eligibility criteria and agreed upon by more
than one reviewer

¥ Assessment of inter-rater reliability in extracting the data from studies

¥  When possible, blinding of obses to authors, institutions, and journals

¥ Data extraction and quality assessment by more than over obser

Milbank Memorial Fund 6
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¥ Careful assessment of biases in studies, including treatment allocation biases, blinding, and
handling of patient attrition

¥ Listing excluded studies, along with reasons for the exclusions

This methodologgs in other scientific endeavors, is designed to allow readers to evaluate the

methods, and to allow others yaadrreplicate the findings, of the review

POPULATIONS

There are two groups of mental health patients of particular concern as regards public-sector policy in

the Lhited States:

¥ Adults with severe and persistent mental disorders, including disorders of late life (e.g.,
schizophrenia, bipolar disorddementia)

¥ Children and adolescents with severe emotional disturbances (e.g., schizophrenia and other
perwvasive developmental disorders in addition to conduct disorder)

GOVERNANCE

Patterns of governance, responsipditgountabilityand financing for mental healthveses have

been changing:

¥ The public mental health system and public mental health authoritievyaaaoser
population groups.

¥ No one agency is accountable for &ltssrand resources.

¥ The sevice system is fragmented, making it difficult to meet the multiple needs of
each individual.

¥ Financing streams, especially federal funding sources, have changed significantly in the past
decade with contraction and reduction of sociéteséunding sources and expansion of
Medicaid as a source of ever-widening treatment and support.

¥ Considerable devolution of responsibility has taken place at all levels of government, in
accordance with the so-called new federalism and the trend toward increasing home rule.

7 Milbank Memorial Fund
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EFFECTIVE TREAMENTS AND SERVICES

OVERVIEW

A range of effective treatments exists from which to choose in order to suit patient preferences and
provider skills. The following discussion is intended to be illustrative, not exhaustive, of all evidence-based
mental health treatments. In general, the following patterns emerge across various mental ilinesses:
¥ Medications are effective for most of the illnesses discussed here, and although they often have side
effects, they are superior to psychosocial treatments alone in severe cases of many conditions.
¥ Combined treatments (medication plus psychosociantitans) often produce the best results.
¥ Some psychotherapies are empirically supported, particularly cognitive-behavioral and
interpersonal psychotherapies, and have equal efficacy vis-"-vis medication in mild-to-moderate
cases of many conditions.
¥  Other psychosocial treatments (e.g., family educationymed $erg., assertive community
treatment and supported employment for adults; multisystemic treatment for children with conduct
disorder) provide advantages for some conditionsNparticularly to promote rehabilitation and
recovey in the most impaired individuals.
The following examples illustrate these general principles.

FOR ADULTS WITH SCHIZOPHRENIA

At least five categories of treatments avidesefor adults with schizophrenia have substantial
evidence bases:

¥  Antipsychotic medications

¥  Family education and support

¥ lliness-specific counseling

¥ Assertive Communityetment

¥  Supported employment

Clearly medications are the most extensively evaluated treatments for reducing hallucinations,
delusions, and thought disorganization. The evidence for the efficacy of antipsychotic agents in
reducing symptoms and symptom relapse is impressive. Figure 1 aggregates the results of randomized,
placebo-controlled clinical trials to assess the impact of medication on annual relagisntates. P

on placebo had an aggregated relapse rate of 70 percent, compared with only 23 percent for those on
antipsychotic medication. The figure also shows that the projected annual relapse rates with these
medications in usual practice are in the range of 40 to 50 percent. The reasons for lower effectiveness
(i.e., in actual practice) as compared with efficacy (i.e., in research trials) are complex. Research
studies often exclude patients who present with complicating problems, such as medical illnesses or
noncompliance, and hence these studies may overestimate the effectiveness that can be achieved in
routine practice where complicating problems are common. Htvesgeare other practice factors

Milbank Memorial Fund 8



0404_472_TXTr2 6/24/04 6:26 PM Page 9 $

that may influence effectiveness and that can be addressed to improve care, jrhmactiauEr

unproven dosages in practice and the failure to attend to side effects that may lead to patient
noncompliance and relapse. Similanigre careful attention and intention with respect to

common comorbid conditions that affect outcomes, such as comorbid substance abuse, can enhance
overall outcomes.

FIGURE 1. EFFICACY AND EFFECTIVENESS OF ANTIPSYCHOTIC MEDICA TIONS:

ANNUAL RELAPSE RATES
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SourceDixon, Lehman, and Levirg93.

A number of psychosocial treatments, in combination with appropriate pharmadutherapy
been found to provide benefits in the form of reducing symptoms and relapse. Schizophrenia is a
chronic illness that challenges the coping skills of patients and their families; psychosocial treatments
provide guidance and support to enhance coping.

Interventions to help families cope more effectively have been shown to improve outcomes.
Interventions that educate families about schizophrenia, provide support, and offer training in effective
problem solving and communication have been subjected to numerous randomized clinical trials. The
data strongly and consistently support the value of suantides in reducing symptom relapse, and
there is some evidence that they contribute to improved patient functioning and family well-being. The
randomized clinical trials have reported one-year relapse rates for patients receiving these family
(psychoeducatiéhprograms in combination with medication that are more than 50 percent lower than
for patients receiving medication alone (see Figure 2). This relative reduction in relapse rates has
persisted for at least two years in the one clinical trial that followed patients for that long. Furthermore, a
recent study found psychoeducational programs using multiple family groups to be more effective and
less expensive than individual family psychoeducationarititers for Caucasians, though not for

9 Milbank Memorial Fund
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African Americans. Other beneficial outcomes of familyeimiens that have been reported include

reduced rates of hospital admission, reduced family burden, and improved patient-family relationships.
Based upon the evidence, persons with schizophrenia and their families who have ongoing contact with
each other should be offered a familyiateion, the key elements of which are a duration of at least

nine months, illness education, crisis\yet@ion, emotional support, and training in how to cope with

illness symptoms and related problems.

FIGURE 2. COMBINING MEDICA TION AND F AMILY EDUCATION IN

SCHIZOPHRENIA: ANNUAL RELAPSE RA TES
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Sourcedixon, Adams, and Lucksted 2000; Dixon and LeBf%an 1

Similarly there is evidence that illness-specific forms of psychotherapy for persons with schizophrenia
improve outcomes. Controlled studies of cognitive behavioral psychotherapy (CBT) have reported benefits
in reducing symptom severity among patients who do not respond fully to antipsychotic medications. CBT
focuses on changing maladaptive behaviors, including certain patterns of thinking, by attempting to alter
underlying cognitive distortionsr Example, persons with paranoid delusions may habitually resort to
distorted interpretations about their environment that in turn reinforce a sense of persecution; CBT is
designed to help the person recognize such maladaptive thought habits and change them. Most studies of
cognitive behavioral psychotherapy have been performed with individual CBT of at least several monthsO
duration; in some studies, group CBT and/or therapy of a shorter duration have been used. In all of the
studies, clinicians who provided CBT received specialized training in the approach.

Persons with schizophrenia who have residual psychotic symptoms despite receiving adequate
pharmacotherapy may benefit, therefore, from cognitive behaviorally oriented psychbth&mspy
elements of this integntion include a shared understanding of the illness between the patient and
therapist, identification of target symptoms, and the development of specific cognitive and behavioral

Milbank Memorial Fund 10
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strategies to cope with these symptoms. Figure 3 summarizes the results from recent studies comparing
CBT with some control intentions in the case of schizophrenia patients with residual symptoms on
medications who are living in the community

FIGURE 3. COGNITIVE BEHA VIORAL THERAPY (CBT) FOR RESIDUAL

SYMPTOMS IN SCHIZOPHRENIA P ATIENTS IN COMMUNITY

: L]

CBT No
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: - O
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Number of Studies

Positive SymptomsNegative Symptoms Depression Total Symptoms

SourceDickerson 2000.

The program of Assertive Communigtment (BT) is a specific model of community-based
care. Its origin is an experiment in Madis@mtowsin, in the 1at870s in which the multidiscipligar
inpatient team of the state hospital was moved into the conTrharétyperiment arose from the
obsevation that as inpatient programs became more successful at discharging patients, a new problem
of the @volving dod arose owing to the inadequacy of commuviiteseFhe researchers in essence
@einstitutionalizedO the inpatient treatment team to c@&ht€h& team took with it all of the
functions of an inpatient team: interdisciplrteamwork, 24-hour/7-days-per-week coverage,
comprehensive treatment planning, ongoing responstafityontinuityand small caseloadSTAs
designed to treat patients who are at high risk for hospital readmission and who cannot be maintained by
more usual community-based treatment.

Randomized trials comparingTAto other community-based care programs have consistently
shown that T substantially reduces inpatient utilization and promotes continuity of outpatient care.
Patient satisfaction with this model is generally high, and family advocacy groups, such as the National
Alliance for the Mentally Il in thaitéd States, strongly support its use and dissemination. Results are
less consistent regarding the impactSDioA other outcomes, although at least some studies have
shown enhancement of clinical status, functioning, and quality of life. Figure 4 summarizes the
impressive results €A from over two dozen controlled trials.

11 Milbank Memorial Fund



0404_472_TXTr2 6/24/04 6:26 PM Page 12 E;

FIGURE 4. BENEFITS OF ASSERTIVE COMMUNITY TREA TMENT (ACT)
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Soure: Mueser et al938.

Supported employment is an approach to improving vocational functioning among persons with
various types of disabilities, including schizophrenia. OSupported employmentO refers to an approach
to vocational rehabilitation that emphasizes rapid placement of the patient into a competitive, not
necessarily full-time, job based upon the patientOs preferences and skills, and provision of ongoing
supports and training to help the patient maintain employmeetitisfreason it is also referred to as
a @lace and trald model of vocational rehabilitation, in contrast ttréie @hd plac@ approach
that is much more widely used by rehabilitatieitesrand that has not been found to consistently
help patients achieve competitive employment. The evidence-based supported employment programs
that have been found effective incorporate the key elements of individualized job development, rapid
placement emphasizing competitive employment, ongoing job supports, and integration of vocational
and mental health séees.

Randomized trials have consistently demonstrated the effectiveness of supported employment in
helping persons with schizophrenia to achieve competitive employment (see Figure 5). Employment
outcomes related to the duration of employment and the amount of earnings also favor supported
employment over traditional vocationalises, and there is no evidence that engagement in
supported employment leads to stress, increased symptoms, or other negative outcomes. Evidence is
inconsistent about the relationship between clinical and demographic variables and successful
vocational performance. It is recommended, therefore, that any person with schizophrenia who
expresses an interest in work should be offered supported employment.
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FIGURE 5. SUPPOR TED EMPLOYMENT STUDIES
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FOR ADULTS WITH MILD TO MODERA TE DEPRESSION

Depression is the most common mental illness, and it is among the leading causes of disability in
established market economies. Cognitive behavioral and interpersonal psychotherapies have been
found effective in reducing or eliminating the symptoms and sequelae of depression, as have a range
of antidepressant medications. Figure 6 provides a composite view of the advantages of antidepressant
medications over placebo for major depression and for dysthymia, a less acutely disabling but more
chronic form of depression. As shown, patients are significantly more likely to improve with
medication as compared with placebo.

Because many patients with depression are treated iy pamasettings, development of
effective strategies in these settings is essential. Current research is examining a range of innovative
strategies for collaborative care using mental health specialists ynganietivased disease-
management strategies. These strategies involve two basic approaches. First is the approach that adds
routine, systematic screening to identify pyiroare patients who are depressed, followed by a
collaborative care approach that enhances the usualpraratreatment for depression. Often
such patients otherse go undiagnosed and untreated. Instead, a mental health specialist works
collaboratively with the prinyacare team to provide evidence-based depression treatment.

A second approach adds collaborative, evidence-based mental health care tp ¢heeprimar
setting for patients already diagnosed with depression. Some of these approaches make efficient use of
regular telephone consultations with patients to help guide treatment decisions. Such programs var
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FIGURE 6. EFFECTIVENESS OF ANTIDEPRESSANT MEDICATIONS
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in their effectiveness in producing depression-free days and in the costs required to achieve these
outcomes, but in general the innovative programs demonstrate gains vis-yaugisesces

provided without these collaborative approaahresx&mple, the evaluation of one model of
collaborative care using nonphysician mental health specialists shows that patients with depression
treated with the collaborative care model in pyicse settings experienced a significantly greater
reduction in symptoms over a one-year period than did patients treated with uguedigimar

(see Figure 7).

FOR CHILDREN WITH CONDUCT DISORDERS

Multisystemic treatment (W)Ss a community-based, intensive, short-term (three to four months)
home- and family-focused treatment approach for youths with severe emotional diE@ekeks. MS

to promote more socialized behavior and better long-term outcomegebijnmiermultiple

contextsNwith famjlpeer groups, school, and neighborhoodNto enhance the capacity of parents and
community organizations to support troubled youthdaf€, eight randomized trials o M&h

various youth subgroups have been published: Three studies focused on violent and chronic juvenile
offenders, and one study each focused on substance-abusing juvenile offenders, youths presenting
with psychiatric emergencies, youths with maltreating families, inner-city delinquents, and juvenile
sex offenders. Studies consistently indicate thaeb&es long-term rates of rearrest by 25 to 70
percent and long-term rates of days in out-of-home placements by 47 to 64 percent; reduces
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FIGURE 7. REDUCTION IN DEPRESSION: COLLABORA TIVE CARE V.
USUAL PRIMAR Y CARE
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psychiatric symptoms and substance abuse; and improves mainstream school attendance, family
relations, and consumer satisfaction.

FOR CHILDREN WITH A TTENTION DEFICIT HYPERACTIVITY DISORDER

As is the case for most conditions, accurate diagnosis is the key first step in appropriate treatment of
attention deficit hyperactivity disorder (ADHBjottunately misdiagnosis, in the form of both
underdiagnosis (particularly in poorer families) and overdiagnosis, is common. Stimulants and other
newer medications are effective in controlling behaviors that cause children with this condition to
othemvise have poor outcomes in school and in later life. Experience with these medications suggests
that close monitoring and close contact with families are essential to good practice. Behavioral
treatments are also effective with children, particularly those who prefer not to take medications or
who do not respond to medications. In the landmark Multimeatahé@nt for Children with

Attention Deficit Hyperactivity Disorder )1 Btudychildren with ADHD were randomly assigned

to four treatment protocols: medication management, behavioral treatment, combined medication
and behavioral treatment, or usual community dajeA€ Figure 8 shows, medication management

and combined medication and behavioral treatment were superior to usual community care or
behavioral treatment alone in reducing hyperactive-impulsive symgtsoraerother outcomes,
behavioral treatment was superior to usual community care.
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FIGURE 8. OUTCOMES OF THE MUL TIMODAL TREATMENT FOR CHILDREN

WITH ADHD STUDY
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FOR OTHER MENTAL ILLNESSES

The effectiveness of various other treatments for a range of other mental disorders has also been
demonstrated for such conditions as severe mood disorders, bipolar disorders, anxiety disorders (such as
panic disorder and obsessive-compulsive disorder), posttraumatic stresndismdiariine

personality disorder

PROGRAM FIDELITY

There are various dimensions to the gap between the development of scientifically validated treatments
and actual practice. The one on which we have focused thus far is failure to adpgiciicEGeBUD
it is also true that there are different levels of implementation, and too oftanigrtsrare not
properly implemented in practice based upon how they were administered in the original scientific
studies. A readily apparent example is the prescription of the appropriate medication, based upon
scientific evidence of efficacy but using a dose not evaluated in the original clinical trials. The challenges
are even greater when it comes to implementation of evidence-based psychestitatittet
require significant changes in practitioner andcgesystem behavior and structure.

Program fidelity measures have been developed that permit monitoring and accountability for
several evidence-based psychosocienitens, including assertive community treatment, supported
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FIGURE 9. IMPLEMENT ATION OF INTENSIVE PSYCHIA TRIC COMMUNITY CARE
(IPCC) WITH HIGH AND LOW FIDELITY
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employment, and treatment for patients dually diagnosed with both mental iliness and substance abuse.
Fidelity in implementing programs is key to both effectiveness and costs, as illustrated in Figure 9. As
shown in this large study by the Departmentayh¥s Affairs of the implementation of an assertive
community treatment program called Intensive Psychiatric Community Creh@Pites in which

IPQC was implemented with good fidelity to the assertive community treatment model realized cost
reductions and better outcomes. In contrast, at sites where program fidelity was not good, costs actually
increased and outcomes were pobherlesson from a policy perspective is that the commitment of
resources to implement evidence-based treatments must be accompanied by regular monitoring of
program fidelity and associated outcomes.
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FURTHER ISSUES, SERVICES, AND
POLICY IMPLICATIONS

WORKFORCE ISSUES

The success of all humarvisess depends heavily upon the adequate supply of a quality workforce. It
should be clear from the information provided here that effective mental health systems that provide
quality evidence-based treatment must rely upon a well-trained and available workforce. Producing
such a workforce is a daunting tasktie most part, mental health practitioners, in the appropriate
circumstances and given the appropriate training and incentives, will be willing to adopt practices that
improve outcomesod often, howevgsractitioners are oweorked and underpaid, lack training in

many of the evidence-based practices presented here, and lack incentives to change. Simply
mandating changes in practice, then, is likely to fail. Practitioners need opportunities and incentives
to learn newevidence-based approaches, combined with the expectation that they will avalil
themselves of such opportunities and put into practice what they learn. It must be noted, too, that
whereas substantial efforts are needed to address the performance of the existing workforce,
comparable efforts are also necgsgithin the institutions of higher learning that are training the
futureworkforce. As important as it is that these institutions emphasize competence in evidence-based
practices, it is even more critical that they instill openness to adopting new evidence-based practices as
knowledge evolves over practitionersO careers.

WHA T ABOUT SERVICES LACKING AN EVIDENCE BASE?

Although evidence-based practices are ngcigsamuality mental health system, they are not
sufficient. This is a critical point. A distinction must be made between treatmentkasd ser
that have been shown to be ineffective (or substantially less effective than other evidence-based
alternatives) and those about which there is little or no systematic evidence. &tparlyay
the former are to be discouraged in favor of proven evidence-based alteynatameg. F
sewices, howevethere is often little systematic outcome evidence upon which to base informed
decisions. Practitioners and policymakers are left to evaluate the merit of/ibese ser
based upon prevailing professional standards of practice, community needs, and other
pragmatic factors.

Whereas seices that are consuming substantial resources should be subjected to evaluations
that can guide decisions about their value, a categorical approach to not fuitdisgiskess
they have a systematic evidence base can do considerable harm, eliminating some essential
sewices. Some siges are of self-evident value, and investment in their systematic evaluation
may provide little new information; it seems obvious, for example, that provision of shelter and
food to homeless persons with severe mental illness has valueviotisemagrwarrant
continued support but with the expectation that some evaluation occur to ensure that resources
are well spent.
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IMPLICATIONS FOR POLICYMAKERS

There are a number of key points for policymakers from this body of scientific evidence:

¥ A substantial body of outcomes research supports the efficacy of a wide range of evidence-based
mental health treatments.

¥ Mental health seices should be expected to provide evidence-based practices in order to yield
good outcomes.

¥  Existing sesice providers should be held accountable for providilmgseonsistent with
evidence-based practices.

¥ Funding and policy entities should be held accountable for creating an environment that enables
sewice providers to deliver evidence-based practices.

¥ Measures opfagram fidelityO have been developed that permit monitoring and accountability

¥ Outcomes should be monitored regularly by clinicians as a part of good practice.

¥ Programs that achieve and maintain fidelity to evidence-based practices should be expected to
achieve those expected outcomes.

¥ The wide array of effective treatments should be available within a cobenangg even
when treatments are equally effective in general for the entire population, many of them are not
equally effective for significant subgroups.

¥ Treatment choice and wide selection are essential in order to maximize treatment response and
adherence to treatment.

¥ Federal sources of system support should incorporate and require evidence-based practices in
considering approval of state and county Medicaid plans.

These recommendations, if implemented, could help balance the costs of care and treatment with
the advantages to patients and the benefits ta 8dosttgf the treatments andiisess described in
this report are considered to be cost-effectiveNand they have been implemented in settings in which
care has been managed with reasonable cost.
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NOTES

INTRODUCTION

p4 A significant approach to increasing the valuelgsiitei# of Medicine 200Lehman,

Steinwachs, and the #ey Co-Investigators of the PORject 998.

4 Readers interested in a comprehensive summary of evidence-based practiddsratad referred to
Health: A Report of the Surgeon Gerldtal Department of Health and HumarviSes 999.

4 the National Guideline Clearinghbtipel/wwwguideline.gov/ (accessed Makgt2Q04).

4 professional associationsO clinical practice glidelicas: Psychiatric Association
1993, 997

4-5 In England the National Institute for Clinical Excellence (ifZBywwnice.org.uk (accessed
March B, 2004).

5 in Scotland the Scottish Intercollegiate Guidelines Networkt{BIGNJwsign.ac.uk (accessed
March B, 2004).

5 State-of-the-art evidence reviews are available in the Cochrhtip://ilwargochrane.org
(accessed Mardh 2004).

5 and in reviews commissioned by AHRQ from the Evidence-Based Practice Centers:
http://wwwahcprgov/clinic/epcix.htm (accessed Mak;2004).

METHODS OF EVIDENCE-BASED PRACTICES

6 Examples of evidence-based mental health practices are available in the Cochrane Library:
http://wwwcochrane.org (accessed MascR004).

6 in reviews commissioned by AHRQ from the Evidence-Based Practice Centers:
http://wwwahcprgov/clinic/epcix.htm (accessed Mak;2Q04).

6 professional associationsO clinical practice ghidelicas: Psychiatric Associati®®3] 997

6 One of the most recent reference docut®niBapartment of Health and HumawiSes 999.

EFFECTIVE TREAMENTS AND SERVICES

8 The evidence for the efficacy of antipsychotic agents in reducing symptoms and symptom relapse is:
Dixon, Lehman, and Levir#95.

9 Interventions that educate families about schizophrenia, provide support, andDnien training:
Adams, and Lucksted 2000; Dixon and Leh®8&n 1

9 This relative reduction in relapse rates has péogiatgdet al991.

9 Furthermore, a recent study found psychoeducational progidofanaireget al 995.

10 Controlled studies of cognitive behavioral psychotherapy (CBT) h@iekesore2D00.

11 Its origin is an experiment in Madison, WisSteisiand &st 280.
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11 Randomized trials comparing ACT to other community-based care profirases baat998;
Scott and Dixor95.

12 Supported employment is an approach to improving vocational BodietiaoP9.

12 Randomized trials have consistently demorBtradeet al.9B7

12 Employment outcomes related to the duration of emipétynaero5s.

13 Depression is the most common mentdWilimagsand Lope®a7

13 Cognitive behavioral and interpersonal psychotherapies have Bewn Rusil; and Shaw
1979; Frank et al990; Frank et al9%1.

13 As shown, patients are significantly more likely tolilbgproepartment of Health and
Human Serices 999.

13 First is the approach that adds rdutive and Schulbet@99; Mynorgallis et al.9d5;

Peveler et al999.

13 A second approach adds collaborative, evidence-based mentaHoeaklecateal. 2000;
Katon et al.9b5; Katon et al.9b6; Katon et al.9B9; Simon et al. 200@nVKorff et al. 998.

14 For example, the evaluation of one model of collabordtivezeaset: al. 2002.

14 Multisystemic treatment (MST) is a communitydbisky-Boykins and Henggeler1200

14 Studies consistently indicate that MST reduces long-term ratekl alfidagrgsykins and
Henggeler 200 Henggeler et #A98; Henggeler et al. 2002; Hoagwood 896].9choenwald
et al. 2003; 13. Department of Health and HumarwiSes 999.

15 In the landmark Multimodal Treatment for Children with Attention Deficit Hyperactivity Disorder:
The MR Cooperative Group Moderators and Mediatoeatrih€&nt Response for Children with
Attention-Deficit/Hyperactivity Disord809.

16 The effectiveness of various other trebt®ieDepartment of Health and HumanwiSes 999.

16 Program fidelity measures have been deMelGpew:et al994.

17 In contrast, at sites where program fidelity was Rusgodaick et aB9b.
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A complete list of the FundOs reports may be viewed onlinailitawkverg. Reports published
since 993 are available electronicallingle or multiple copies of reports that have print editions are
available without charge while supplies last.
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by Gerald Markowitz and David Rosner
2004 92 pages
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204 204 pages
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20 48 pages
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20 32 pages
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$29.95 cloth

Deceit and Denial: The Deadly Politics of Industrial Pollution
by Gerald Markowitz and David Rosner

2002 464 pages
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