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EXECUTIVE SUMMARY

Council on Medical Service Report 9 examines the opportunities for, and obstacles to, enhancing patient access to mental health services.  The term “access to mental health services” refers generally to the ability to obtain treatment with appropriate professionals for mental disorders.  Access can include everything from access to a continuum of care; to access to providers from a full range of mental health care disciplines; to choice of individual provider; to geographic access; to access to culturally competent treatment.

The report summarizes the current structure of the U.S. mental health system, including the financing and managing of mental health conditions; discusses the numerous factors that can impede access to mental health services, including the particular problems encountered in children’s mental health; outlines the numerous recent legislative efforts to improve services and coverage; and highlights the AMA’s longstanding support for parity of mental health care benefits.

The report concludes that problems of access to mental health services are persistent problems that take on different forms with changing payment systems.  There is enormous disparity and subjective restrictions in insurance coverage for mental disorders in contrast to other illnesses.  Coordination of care is critical in mental health care treatment, yet particularly deficient.  The report recommends that the AMA’s long-standing policy in support of parity efforts be reaffirmed.  Further, the report recommends advocating for the removal of barriers that keep Americans from seeking and obtaining mental health treatment by:  (a) reducing the stigma of mental illness by dispelling myths and providing accurate knowledge to ensure more informed consumers; (b) improving public awareness of effective mental health treatment; (c) ensuring the supply of well-trained mental health professionals, especially in rural areas and those serving children and adolescents; (d) tailoring diagnosis and treatment of mental illness to age, gender, race, culture and other characteristics that shape a person’s identity; (e) facilitating entry into treatment by first-line contacts recognizing mental illness, and making proper referrals and/or to addressing problems effectively themselves; and (f) reducing financial barriers to treatment.
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In any given year, more than five million Americans suffer from an acute episode of mental illness.  The U.S. Surgeon General’s comprehensive report on mental health, released in December 1999, found that about 15% of all adults use services in the mental health system each year.  According to the American Psychiatric Association (APA), 48% of all Americans between the ages of 15 and 54 experience a psychological disorder during their lifetime.  In January 2001, the Surgeon General released a National Action Agenda for Children’s Mental Health, which outlines goals and strategies to improve the services for children and adolescents with mental health problems and their families.  According to the report, one in ten children in the U.S. suffers from mental illness severe enough to cause some level of impairment, yet fewer than one in five of these children receives needed treatment.

“Access to mental health services” refers generally to the ability to obtain treatment by appropriate professionals for mental disorders.  Access can include everything from access to a continuum of care; to access to providers from a full range of mental health care disciplines; to choice of individual provider; to geographic access; to access to culturally competent treatment.  The following report summarizes the current structure of the U.S. mental health system, including the financing and managing of mental health conditions; discusses the numerous factors that can impede access to mental health services, including the particular problems encountered in children’s mental health; outlines the numerous recent legislative efforts to improve services and coverage; and highlights the AMA’s longstanding support for parity of mental health care benefits. 

CURRENT STRUCTURE OF THE U.S. MENTAL HEALTH SYSTEM

The mental health care system is a dynamic assortment of services accessed by patients with different levels of disorder and severity, as well as different social and medical needs and various levels and types of insurance financing.  Mental health services are provided by a variety of caregivers who work in diverse and loosely coordinated facilities and services, both public and private, that researchers refer to as the “de facto” mental health service system.  The system has four major sectors:

· The Specialty Sector consists of psychiatrists, addiction medicine specialists, psychologists, psychiatric nurses, and social workers who are trained specifically to treat people with mental disorders.  Specialty treatment is provided in outpatient settings such as private office-based practices or private or public clinics.  Acute hospital care is provided in special psychiatric units or beds scattered throughout hospitals.  Private psychiatric hospitals and residential treatment centers for children and adolescents provide additional intensive care in the private sector.  Public-sector facilities include state/county mental hospitals and multi-service mental health facilities, which often coordinate a wide range of services.  Slightly less than 6% of adults and 8% of children and adolescents use specialty mental health services each year.

· The General Medical/Primary Care Sector consists of professionals such as general internists, pediatricians, and nurse practitioners in office-based practice, clinics, acute medical/surgical hospitals, and nursing homes.  More than 6% of the adult population use the general medical sector for mental health care, with an average of about 4 visits per year, far lower than the average of 14 visits per year found in the specialty sector.  The general medical sector is the initial point of contact for many adults with mental disorders, and for some, may be their only source of services.

· The Human Services Sector consists of social services, school-based counseling services, residential rehabilitation services, vocational rehabilitation, criminal justice/prison-based services, and clergy.  For children, school mental health services are a major source of care (used by 16%), as are services in the child welfare and juvenile justice systems, which serve about 3%.

· The Voluntary Support Network Sector, which consists of self-help groups, such as 12-step programs and peer counselors, is a rapidly growing component of the mental and addictive disorder treatment system.  About 3% of the adult population use self-help groups.

COST AND COVERAGE OF MENTAL HEALTH SERVICES
Mental disorders impose an enormous emotional and financial burden on ill individuals and their families and are costly for the nation as a whole.  The annual total cost of mental illness in this country is approximately $81 billion, including direct costs (e.g., hospitalizations, medications) and indirect costs (e.g., lost wages, family caregiving, loss due to suicide).

The adequacy of insurance coverage for mental health care has always been extremely variable across types of plans and sponsors.  Of the more than $32 billion spent for mental health services for people with private insurance in 1996, almost $12 billion came from out-of-pocket payments. For these more than 167 million people, the per capita expenditure was $193 per person per year.  Under the Medicare program, the average per capita expenditure was $320 per year, while under the Medicaid program, the average per capita expenditure was $481 a year.  Furthermore, the average cost of public sector coverage is two and a half times higher than that in the private sector, due primarily to the severity of illness of this population and greater intensity of services required to meet their needs.

In addition to Medicare and Medicaid, the federal government funds special programs for adults with serious mental illness and children with serious emotional disability.  Although small in relation to state and local funding, these federal programs provide some additional resources through the Community Mental Health Block Grant Program, the Community Support Program, the PATH Program for the homeless mentally ill, the Knowledge Development and Application Program, and the Comprehensive Community Mental Health Services for Children and their Families Program.

The fact that 16% of the U.S. adult population have no health insurance at all is the focus of substantial policy activity.  Initiatives designed to increase enrollment for selected populations include the State Childrens’ Health Insurance Program (CHIP), which provides block grants to states for coverage of children not eligible for Medicaid.  These federally funded public sector programs serve as the safety net for those with the most severe problems and the fewest resources.  The public sector serves those individuals with no health insurance, those who have insurance but no mental health coverage, and those who have exhausted their limited mental health benefits.

Effective functioning of the mental health service system requires connections and coordination among many sectors (public–private, specialty–general health, health–social welfare, housing, criminal justice, and education).  Without coordination, it becomes highly fragmented, creating barriers to access.  Adding to the system’s complexity is its dependence on many streams of funding, with their competing incentives.

Private health insurance is generally more restrictive in coverage of mental illness than in coverage for other medical illness.  Some private insurers refuse to cover mental illness treatment, while others simply limit payment to acute care services.  Those who offer coverage usually impose various financial restrictions, such as separate and lower annual and lifetime limits on care (per person and per episode of care), as well as separate (and higher) deductibles and copayments.  As a result, individuals often have a higher proportion of out-of-pocket expenses for mental health services than for other medical services, and face catastrophic financial losses (and/or transfer to the public sector) when the costs of their care exceed the limits.  Medicare and Medicaid also impose limitations on coverage, particularly for long-term care, of mental illness to avoid a complete shift in financial responsibility from state and local governments to the federal government.

For individuals with health insurance for mental health services, the range of covered benefits and the limits imposed on them ultimately determine where they will get service which, in turn, affects their ability to access necessary and effective treatment.  Managed behavioral health care organizations currently cover approximately 177 million Americans, with only three companies controlling 57% of all insured persons (or 91 million covered lives).  However, management controls currently applied to enrollees in covered plans range from simple utilization review of hospitalizations, to extensive employee assistance plans, to networks of eligible mental health specialists and hospitals providing services for discounted fees.

Managed care demonstrably reduces the cost of mental health services, which can lead to undertreatment.  Research is commencing on how managed care cost-reduction affects access and quality.  Excessively restrictive cost-containment strategies and financial incentives to providers and facilities to reduce referrals, hospital admissions, or length or amount of treatment may ultimately contribute to lowered access and quality of care.  These restrictions pose particular risk to people on either end of the severity spectrum; individuals with mental health problems may be denied services entirely, while the most severely and persistently ill patients may be undertreated.

FACTORS THAT CAN IMPEDE ACCESS TO MENTAL HEALTH SERVICES

Despite concern that managed care cost reductions may inappropriately restrict access to mental health services, the impact of these reductions has received relatively little study.  Having health insurance, and the nature of its coverage and administration, are critical determinants of access.  But so are factors such as the fragmentation of services and treatments across many institutions; disparities across racial, ethnic, and socioeconomic groups affecting desire for and availability of care; knowledge about mental health services and the effectiveness of current treatments; the level of copayments, deductibles, and limits; and the availability of providers in close proximity.  Further, the stigma associated with mental disorders is still a barrier to seeking care.  Many individuals deny the threat of mental illness and strive to overcome their problems through self-reliance and determination.  Lack of continuity of care in light of the lack of coordination between the public and private sector is also a major obstacle to access.  Finally, there are instances in which mental health services are being strained by inappropriate use, through the medicalization of social problems by those seeking care and those providing it, as well as inappropriate use of the system.

Access Problems Encountered by Children and Adolescents

Mental health needs of children and adolescents are increasing while access to behavioral health, mental health, and substance abuse services is decreasing.  In the past 20 years, the rate of psychosocial problems identified in children in primary care has increased from 7% to 18%.  Currently, it is estimated that at least 13 million children are in need of mental health services, yet attempts to restrain costs have resulted in decreased availability of these services.

Children and their families encounter particular problems when attempting to access the mental health care system.  Much of the problem stems from the multiple pathways into treatment and the multiple funding streams for services.  Another problem is children’s high dropout rates from treatment, especially for children of different cultural backgrounds.  A report by the U.S. Office of Technology Assessment indicated that approximately 70% of children and adolescents in need of treatment do not receive mental health services.  Reasons for underutilization include perceptions that treatments are not relevant or are too demanding or that stigma is associated with mental health services; reluctance of parents and children to seek treatment; and dissatisfaction with services.  A further problem is that, for nearly half the children with serious emotional disturbances, the public school system is the sole provider.  Differences arise indirectly from the multiplicity of service systems with authority and responsibility for protecting the well-being of children, each of which have different criteria for initiating treatment and different patterns of utilization.

When children and adolescents have complex and long-term mental health problems, required services are not usually covered by private sector insurance plans.  Families must either pay for the services themselves or obtain the services through the public sector.  In many states, parents are forced to give up custody of their children to the state child welfare system in order to obtain needed residential services.  This unfortunate choice results from a limited supply of public sector services and special requirements for gaining access to them.  Many state and community programs lack the expertise to recognize, refer, or treat mental health problems that trigger mandated services.

To address these issues, the American Academy of Pediatrics, in accord with the American Academy of Child and Adolescent Psychiatry and the APA, believes that CHIP should be supported and expanded to include coverage for mental and behavioral health and substance abuse services.  In addition, their proposal advocates (1) increasing the number of qualified child mental health and substance abuse clinicians; (2) providing adequate panels of culturally competent clinicians who are qualified to address child and adolescent mental health needs; (3) having professionals be accessible and available to families within a reasonable distance and time frame; (4) providing services in alternative sites, such as schools, homes, and centers, and be reimbursed; (5) requiring health plans to specifically identify mental health services provided to children, including child and adolescent psychopharmacology, psychological and neuropsychological assessments, psychotherapy, behavioral medicine, and substance abuse programs; and (6) simplifying, shortening, and unifying processes required for children and adolescents to receive mental and behavioral health services.

RECENT LEGISLATIVE EFFORTS TO IMPROVE MENTAL HEALTH COVERAGE

The proposal most commonly advocated to increase access to mental health services is that of coverage parity, which refers to treating mental health financing on the same basis as financing for general health services.  Parity requires all insurers in a market to offer mental health coverage that is equivalent to the coverage for all other disorders.  Parity does not, however, require insurers to offer mental health coverage as a covered benefit in their insurance products.

The Federal Mental Health Parity Act of 1996 (P.L. 104-204), which sunsets in September 2001, helped alter the design of health-benefit plans by eliminating lifetime and annual financial caps.  Under the law, group health plans providing mental health benefits may not impose a lower lifetime or annual dollar limit on mental health benefits than exists for medical/surgical benefits.  The law does not apply, however, to companies of fewer than 50 employees, and no company has to meet this standard if they opt out of offering mental health coverage altogether.  In addition, any company can request a waiver if the cost of parity exceeds more than 1% of the plan’s health care costs.

Among the more recent legislative initiatives pursuing non-discrimination clauses or full parity introduced in Congress are the following:

· The 1999 Mental Health Equitable Treatment Act, which calls for full parity for the most severe and disabling mental illnesses and partial parity (durational treatment limits only) for all mental disorders.  In addition, the Act would eliminate the September, 2001 sunset of the MHPA and would lower the small business exemption to firms with 25 or fewer workers.

· The Mental Health Early Intervention, Treatment and Prevention Act of 2000, which would  increase access to mental illness treatment and provide new resources for programs that emphasize evidence-based treatment approaches, screening and diagnosis, education, and services for persons in the criminal justice system.

· The Family Opportunity Act of 2000, which would allow states to offer Medicaid coverage to children with severe disabilities living in middle income families through a buy-in program.  Cost-sharing on a sliding scale up to the full premium cost would be required within certain guidelines that protect lower income families.  States also would have the option to include children receiving hospital psychiatric services in home and community-based waivers.

· The Mental Health and Substance Abuse Parity Amendments of 2001, which would require all insurance companies to end discriminatory coverage of treatment for mental illness and substance abuse disorders and is even more comprehensive than its predecessor, the Federal Mental Health Parity Act.

In 2001, the federal government will begin offering its nine million employees improved mental health benefits equal to those for physical ailments.  This new policy offers further evidence that parity in coverage is gaining wider acceptance.  Thirty-two states now have laws that in some way address insurance disparities, and many large corporations provide equal coverage for their employees, believing that doing so “saves money in the long run.”  However, many state laws contain loopholes in that thousands of employees are not covered or coverage is limited to specific illnesses.  Only Maryland, Minnesota, Connecticut, and Vermont have statutes that not only eliminate inequalities in coverage, but also require employers to cover mental health, define mental illness broadly, include drug and alcohol addiction, and require small employers to comply.

A decade ago, fears about the cost of mental health parity were difficult to dismiss.  Today, those fears have proved to be largely groundless.  In a comprehensive analysis submitted to Congress in June 2000, the National Mental Health Advisory Council found that, on average, mental health parity increased total health insurance premiums by 1.4%, far less than the 10% or 15% predicted by critics.  Parity also may bring indirect savings, as studies have found that access to mental health services can offset general medical costs, decrease absenteeism, reduce the psychiatric disability claims made by employees, and offset court and prison costs.

In addition, case studies of five states that had a parity law for at least a year revealed a small effect on premiums, at most a change of a few percent, plus or minus.  Further, employers did not attempt to avoid the laws by becoming self-insured or by passing on costs to employees.  Separate studies of laws in Texas, Maryland, and North Carolina have shown that costs actually declined after parity was introduced where legislation coincided with the introduction of managed care.  In general, the number of users increased, with lower average expenditures per user.  It appears that there are professionally-developed guidelines that are reasonable and can control the cost of care.

AMA POLICY

The AMA has extensive longstanding policy supporting expanded mental health care benefits and parity, and recognizing the importance of improving mental health coverage (Policies H-345.999, H-185.974, H-185.976, H-345.996, H-345.995, H-345.992, H-345.987, H-345.983, H-345.982, H-60.946, H-60.982, H-210.980, H-515.975, AMA Policy Database).  Specifically, Policy H-185.974 supports parity of coverage for mental illness, alcoholism and substance abuse, and Policy H-185.986 reaffirms the AMA’s opposition to discriminatory benefit limitations, copayments or deductibles for the treatment of psychiatric illness under existing health care plans.  Further, Policy H-345.992(1) states the AMA’s support for the provision of benefits for emotional and mental illness under all governmental and private insurance programs which are equivalent in scope and duration to those benefits provided for other illnesses.  Lastly, Policy H-345.999 notes that any program designed to combat mental illness and promote mental health must be both ambitious and comprehensive, and that the AMA has a deep interest in fostering a general attitude within the profession and among the public more conducive to solving the many problems existing in the mental health field.  Several of these policies were reaffirmed by the House at the 2000 Annual Meeting.

DISCUSSION
The Council is aware that problems of access to mental health services are not recent developments, but rather, persistent problems that take on different forms with changing payment systems.  The Council is concerned with the enormous disparity and subjective restrictions in insurance coverage for mental disorders in contrast to other illnesses.  Patients are forced to draw on considerably more of their own assets to pay for mental health treatment than for other types of health care.  This inequity is a deterrent to treatment and needs to be remedied.

The Council is also concerned by the extreme fragmentation of the mental health service system. Many who seek treatment are confused by the complex paths into treatment.  Others in need of care are held up by a lack of information about where to seek effective and affordable services.  Both the public and private sectors have an obligation to facilitate entry into treatment.  There are various “portals of entry” to treatment, including community organizations, primary care providers, the schools and child welfare system, and the adult criminal and juvenile justice and corrections systems.  The Council agrees with the U.S. Surgeon General’s report that it is crucial for first-line contacts to recognize mental illness, to respond sensitively, to know what resources exist, and to make proper referrals and/or to address problems effectively themselves.  Coordination of care is critical in mental health care treatment, yet particularly deficient.  A system of care needs to be established across sectors that promotes communications and referrals among professionals so that children and families receive appropriate services no matter how and where they seek help, and regardless of the nature of their problems.

The Council notes that some managed care organizations will pay psychiatrists for only psychiatric  services, leaving evaluation and management services unpaid.  Certain organizations do not acknowledge that psychiatrists provide evaluation and management services along with psychotherapy.  Clearly, clinicians should be compensated for case management and coordination efforts, as well as for interpretive and indirect services, such as staff conferences, consultation between clinicians, and contacts with professionals in schools and law enforcement.

The Council is encouraged by recent legislative efforts to mandate equitable insurance coverage for mental health services to reduce financial barriers to treatment.  Yet, for the more than 42.6 million uninsured Americans, equity of mental health and other health benefits is moot.  For the many who do have insurance, coverage restrictions for mental health remain.  Therefore, the Council believes strongly that parity is an affordable and necessary objective, and that the AMA’s long-standing policy in support of such efforts should be reaffirmed.

The Council also supports many of the necessary steps cited to in the Surgeon General’s report to 

remove the barriers that keep people from seeking and obtaining mental health treatment, 

including: (1) reducing the stigma of mental illness by dispelling myths and providing accurate 

knowledge to ensure more informed consumers; (2) improving public awareness of effective 

mental health treatment; (3) ensuring the supply of well-trained mental health professionals, 

especially in rural areas and those serving children and adolescents; (4) tailoring diagnosis and 

treatment of mental illness to age, gender, race, and culture; (5) facilitating entry into treatment; 

and (6) reducing financial barriers to treatment.

RECOMMENDATIONS

The Council on Medical Service recommends that the following be adopted and the remainder of the report be filed:

1.
That the AMA reaffirm Policies H-185.974 and H-345.992(1), which support parity of coverage for emotional and mental illness under all governmental and private insurance programs. (Reaffirm HOD Policy)

2.
That the AMA advocate the following steps to remove barriers that keep Americans from seeking and obtaining treatment for mental illness: (a) reducing the stigma of mental illness by dispelling myths and providing accurate knowledge to ensure a more informed public; (b) improving public awareness of effective treatment for mental illness; (c) ensuring the supply of psychiatrists and other well trained mental health professionals, especially in rural areas and those serving children and adolescents; (d) tailoring diagnosis and treatment of mental illness to age, gender, race, culture and other characteristics that shape a person’s identity; (e) facilitating entry into treatment by first-line contacts recognizing mental illness, and making proper referrals and/or to addressing problems effectively themselves; (f) reducing financial barriers to treatment; and (g) reaffirm AMA policy H-285.956 opposing the carving out of treatment for mental illness from health plans and all policies that discriminate against the mentally ill in health plans. (New HOD Policy)

3.
That the AMA continue to work with relevant national medical specialty societies and other professional and patient advocacy groups to identify and eliminate barriers to access to treatment for mental illness. (Directive to Take Action)

4.
That the AMA advocate that psychiatrists and other physicians who provide treatment for mental illness be paid by both private and public payers for the provision of evaluation and management services, for case management and coordination efforts, and for interpretive and indirect services.  (Directive to Take Action)

5.
That the AMA advocate that all insurance entities facilitate direct access to a psychiatrist in the referral process. (Directive to Take Action)

