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Mental health is fundamental to general health and well-
being. Mental health is the successful performance of
mental function, resulting in productive activities, fulfill-
ing relationships with other people, and the ability to
adapt to change and to cope with adversity. Yet in an era
of technological and scientific advances, most Americans
who suffer from mental health and/or substance abuse
disorders go untreated. Approximately 20% of the popu-
lation is affected by mental health or substance abuse dis-
orders during any given year. Less than one-third of those
affected will receive any type of treatment. Barriers to
treatment include the lack of health insurance coverage,
high cost of pharmaceuticals, and stigma surrounding
mental illness.

While mental health and substance abuse disorders
affect the entire population, there are subgroups of the
population that disproportionately lack access to quality
care and treatment. Among these subgroups are vulner-
able populations, including the working poor, low-
income populations, racial and ethnic minorities, and
rural communities. In addition to the barriers to care
that the general population faces, these vulnerable pop-
ulations also face barriers due to lack of culturally and
linguistically appropriate providers or geographically
accessible providers, as well as transportation and child-
care problems. These individuals may have a greater
need for health and social support.

In order to ensure healthy and productive lives for all
Americans, efforts must be directed to support good
mental health and to provide quality mental health serv-
ices for those who need it. This paper presents strategies
and recommendations for improving the current system
so that it better addresses the mental health needs of vul-
nerable Americans. The 15 strategies are to:
• Reduce stigma as a barrier to access.
• Eliminate financial barriers to access.
• Address prescription drug coverage issues.
• Integrate services for co-occurring mental health 

and substance dependence disorders.
• Support the mental health workforce.
• Target the needs of vulnerable populations.
• Enhance school-based health and mental 

health services.

• Support school-based violence prevention programs.
• Address the needs of children in the foster care system.
• Expand insurance coverage for adults with 

mental disabilities.
• Address the housing needs of adults with 

mental illness.
• Tackle the employment needs of adults with 

mental disabilities.
• Address issues involving the criminalization of adults 

with mental illness.
• Promote mental health among the elderly.
• Address deficiencies in nursing homes.

Despite the scientific and technological advances, numer-
ous people still suffer needlessly from mental health and
substance abuse disorders. Less than one-third of adults
and children who suffer from these disorders receive any
kind of treatment. This report provides an overview of
the barriers to access and utilization of behavioral health
services and offers a brief overview of the financing and
coordination of mental health services. It presents strate-
gies and policy recommendations to improve access 
to and utilization of mental health and substance abuse
services, particularly for underserved populations.

THE ISSUES

Poor mental health affects every American—whether it is
by individual experience or by knowing a family mem-
ber, friend, or colleague who suffers from a mental health
or substance abuse disorder. Effective treatments are
available; however, most individuals who suffer from
mental health or substance abuse disorders do not get
treated often because of the cost or due to the stigma
associated with these disorders. For vulnerable popula-
tions—low income, uninsured, and rural and minority
populations—these barriers to care are compounded with
the lack of insurance coverage, problems with transporta-
tion and childcare, and a lack of culturally competent
and geographically accessible care.

The cost of untreated mental health and substance
abuse disorders is high. Individuals who go untreated are
often less productive in their work/school life and lead
less satisfactory social and family lives. Society pays due
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to lost productivity and by having to spend more for
potentially avoidable health and social services. 

For vulnerable populations, the current mental health
safety net is a fragile net of state and local mental health
programs. These programs, together with social services,
the public education system and justice system, provide
piecemeal services to those with limited financial
resources and those without insurance. Lack of coordina-
tion just between mental health, substance abuse, and
general health services is a major problem. It becomes
more complicated with the additional need to coordinate
housing, employment, and other social services. It is clear
that changes in behavioral health policy and programming
are urgently needed.

The challenge of improving access to and utilization
of mental health and substance abuse services will, there-
fore, require all sectors of society. Federal and state gov-
ernments, health care providers, social service providers,
educators, the justice community, employers, families and
consumers have a role in reshaping the mental health sys-
tem to better serve all Americans. The challenge is to cre-
ate a mental health system that recognizes the importance
of mental health to general health and one that can serve 
a diverse and growing population.

The following strategies and recommendations sug-
gest ways to begin to improve the current system so that it
better addresses the mental health needs of vulnerable
Americans. Presented are strategies that address the broad-
er structural issues with the mental health system and
then strategies that address specific periods of the lifespan.

Strategy 1: Reduce Stigma 
as a Barrier to Access
Stigma prevents individuals from recognizing and/or
addressing mental health disorders. The stigma of mental
disorders may lead to unnecessary suffering due to lack of
treatment. Public perceptions of mental disorders do not
reflect the realities of mental health as fundamental to health.
Reducing stigma is important to ensure that those who need
treatment can seek it without recrimination or remorse.

Policy Recommendations
• Integrate stigma awareness training into the education 

curriculum and continuing education requirements of 
health care providers.

• Require dissemination of stigma awareness literature 
for consumers and providers in the Medicaid 
contracting process.

• Increase awareness at community-based points of entry
through professional associations, institutions, and 
employers.

• Train culturally competent and culturally diverse 
health and social service providers.

Strategy 2: Eliminate Financial 
Barriers to Access
Mechanisms to address financial barriers to access
include parity legislation and oversight of managed care
and managed behavioral health care organizations. 

Mental Health Parity
In theory, mental health parity would ensure consumers
insurance coverage for mental health services that is
subject to the same benefits and restrictions as coverage
for other health services. However, due to other 
limitations such as caps on inpatient days or outpatient
visits, true mental health parity has yet to be achieved
in most states.

Policy Recommendations
• Expand the federal mental health parity act by 

requiring that all limitations on the coverage for mental
illnesses be equal to those for medical and surgical 
benefits. This provision would prohibit an insurance 
plan’s ability to impose arbitrary caps on spending 
limits, inpatient days and outpatient visits, and
co-payments and other deductibles.

• Advocate for state legislation that achieves full and 
comprehensive parity that includes protections for 
treatment for alcohol and substance abuse. These 
pro-visions would require public and private health 
insurance plans to provide treatment for mental ill-
ness and substance abuse commensurate with that 
provided for other major physical illnesses and would
require health plans to offer access to all effective 
and medically necessary medications.

BROAD STRATEGIES TO

IMPROVE MENTAL HEALTH
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Oversight of Managed Care 
and Managed Behavioral Health Care
By 1999, 41 states and the District of Columbia had some
form of public sector managed behavioral health care. The
managed behavioral health care programs vary widely
from state to state. While it is important that these systems
are efficient, it is critical to ensure that these systems 
operate in a manner that best serves their clients. Quality,
accessibility, appropriateness, and accountability are key
components to good managed health care.

Policy Recommendations
• Require fair internal and external appeals processes.
• Adopt regulations and standards to ensure compliance 

with Medicaid Early Periodic Screening Diagnosis and 
Treatment (EPSDT) requirements.

• Require routine data and performance reports in 
managed care contracts to hold systems accountable.

• Provide incentives for managed care contractors who 
are responsible for targeted case management to facilitate 
linkages and the coordination of care between the mental
health, general medical, and social service systems.

Strategy 3: Address Prescription 
Drug Coverage Issues
The lack of or limited coverage for prescriptions is a 
significant treatment barrier. This is particularly true for
treating mental illnesses because effective treatments are
often newer and do not have generic counterparts.

Policy Recommendations
• Require pharmaceutical companies to base the direct-

to-consumer cost of prescription drugs on an average 
of the costs negotiated with insurance companies.

• Require prescription drug coverage in plans regulated 
by state insurance commissioners.

• Require insurance companies to review and revise their
formularies on a routine basis to ensure that newer, 
safer, and more effective drugs may be included.

• Support prescription drug coverage for all Medicare 
recipients.

Strategy 4: Integrate Services for Co-
Occurring Mental Health and Substance
Dependence Disorders
For those suffering from co-occurring mental health and
substance dependence disorders, the obstacles to appro-

priate care are considerable. The mental health and sub-
stance dependence treatment systems exist separately, and
coordination between them is inadequate.

Policy Recommendations
• Encourage the detection and treatment of co-existing 

mental disorders and substance dependence disorders 
by coordinating funding streams to allow mental health
and substance abuse treatment into integrated plans.

• Require that inpatient and emergency treatment for 
either condition involve screening of the other, as well 
as discharge and follow up with both conditions.

• Roll out requirements for integrated treatment of 
co-existing mental disorders and substance depend-
ence disorders.

• Roll out incentives for integrated mental health, 
general medical, and social services systems.

Strategy 5: Support the Mental 
Health Workforce
To support an increasingly diverse population, it is
important to have a culturally competent and geographi-
cally well-distributed workforce. To address the needs of
the underserved and uninsured populations, states
should consider the distribution and diversity of practi-
tioners, scope of practice laws, reimbursement policies,
and the shape of the mental health delivery system.

Policy Recommendations
• Maintain flexible use of non-physician providers via 

“any-willing-provider” laws and expanded state 
practice acts that allow professionals to maximize the 
use of demonstrated skills and competencies. 

• Require or increase reimbursement rates for mental 
health services provided by mental health and primary 
care practitioners.

• Standardize mental health quality indicators across 
provider types.

• Support programs for the continuing education of 
primary care professionals in the delivery of mental 
health care.

Strategy 6: Target the Needs 
of Vulnerable Populations
Ethnic Minorities
Ethnic minorities face linguistic and cultural barriers to
treatment for mental illness. These barriers include the
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somatization of mental disorders, e.g., expressing mental
disorders as a physical ailment, and problems finding lin-
guistically and culturally competent providers.

Policy Recommendations
• Require third-party payers to adopt and implement a 

“Cultural Competence Report Card” that measures the 
extent that linguistically and culturally appropriate care
is being delivered.

• Require that state and local mental health and general
medical systems data is stratified by race, ethnicity, 
and diagnoses to detect undertreatment and 
underutilization.

• Require providers to meet cultural competence stan-
dards in order to participate in the Medicaid Program.

Rural Populations
Rural populations face issues of availability and access to
mental health services. Most rural areas have fewer men-
tal health services than urban areas. Due to the stigma
associated with mental disorders, people living in rural
areas may also be less likely to visit a mental health prac-
titioner in a rural setting. 

Policy Recommendations
• Require managed care entities to contract with primary

care physicians for the provision of mental health 
services in rural areas.

• Support effectiveness research of alternative delivery 
options for rural mental health services such as the 
use of licensed professional counselors and pastoral 
counselors.

• Support additional funding to increase the number of 
interdisciplinary practices, internships, and residency 
placements currently available.

• Expand the use of telemedicine and e-health to pro-
vide continuing education for providers in rural 
settings.

People with Serious Mental Disabilities
In most cases, community-based integrated settings are
recommended for persons with mental disabilities. For
those with serious mental disabilities, there is an even
greater need to assure coordinated health and social
services. Plans and systems to integrate persons with
serious mental disabilities into community-based set-
tings require input from all key stakeholders, including

people with disabilities, providers, policymakers, and
community members.

Policy Recommendations
• Convene a task force of legislators, public and private 

agencies, providers, people with disabilities and 
community members to study the current issues sur-
rounding the access to and utilization of community-
based services and to provide recommendations.

• Include people with disabilities in the development of 
state plans to address integrating qualified individuals 
with disabilities into community-based settings.

CHILDHOOD AND ADOLESCENCE

One in 10 U.S. children suffers from some sort of mental
disorder, but only 20% of them are receiving treatment. 

Strategy 7: Enhance School-Based Health 
and Mental Health Services
Schools are the primary location where children or ado-
lescents seek services. Mental health services in schools
may be offered within or separate from school-based
health clinics (SBHCs).

Policy Recommendations
• Support training initiatives for teachers to identify and 

respond to individuals with mental illness and to raise 
awareness about available mental health services.

• Maximize use of available Medicaid funds for outreach,
enrollment, and preventive services. 

• Support state Medicaid policy that, at a minimum, 
encourages managed care entities to coordinate 
services with SBHCs and provides incentives to 
contract with SBHCs.

• Examine methods and options to provide better case 
management and to reduce administrative inefficien-
cies through coordinating school-based mental health 
programs, school-based health programs, special 
education, and EPSDT services. 

• Support IDEA requirements that schools provide free 

STRATEGIES TO IMPROVE MENTAL

HEALTH SERVICES ACROSS THE LIFESPAN
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and appropriate public education during a period of 
expulsion as a result of serious emotional disturbance.

• Advocate for federal funding to enforce IDEA man-
dates, including psychotherapy and family therapy, for 
seriously emotionally disturbed children.

• Adopt policies and programs that support seamless, 
integrated, comprehensive services.

Strategy 8: Support School-Based Violence
Prevention Programs 
Recognizing and treating mental disorders at an early stage
is critical to maintaining the health and well-being of chil-
dren and communities. Schools offer a unique opportuni-
ty to reach all children in promoting violence prevention.

Policy Recommendations
• Use funding streams to foster interagency collabora-

tion and service linkages for children and adolescents 
at the onset of mental disorder and serious emotional 
disturbance.

• Increase the availability of mental health services in 
schools and school-based health clinics.

• Develop standards and mechanisms for schools to 
integrate violence prevention interventions into the 
curriculum.

• Encourage and facilitate community and family 
involvement to reinforce the values and expectations 
of preventive efforts.

Strategy 9: Address the Needs of Children 
in the Foster Care System
Compared with other children, those in foster care suffer
from higher rates of serious emotional and behavioral
problems, developmental delays, and overall poor mental
health. In order to assure the well being of these children,
it is critical to address their developmental and mental
health problems.

Policy Recommendations
• Convene a task force of legislators, child welfare agencies,

health care providers, Medicaid representatives, managed 
care organizations, foster parents, biological parents, and 
community members to study and provide recommenda-
tions on addressing the developmental and mental health
needs of children in foster care.

• Develop state guidelines that outline the process and 
regulations for providing children in foster care with 

adequate general and mental health care.
• Ensure that comprehensive developmental and mental 

health assessments are performed during initial and 
routine health assessments of children in foster care.

ADULTS

Strategy 10: Expand Insurance Coverage
for Adults with Mental Disabilities
As a result of The Ticket to Work and Work Incentive
Improvement Act of 1999, states have the ability to
expand coverage for workers with disabilities. The fol-
lowing recommendations can be administratively imple-
mented through an amendment to a state’s Medicaid
plan. These expansions do not require a Medicaid waiver.

Policy Recommendations
• Expand Medicaid eligibility to working individuals 

at least 16 but less than 65 years of age who, except 
for their income and resource levels, are eligible to 
receive Social Security Income (SSI).

• Expand Medicaid coverage to employed individuals 
with a medically improved disability who lose Medicaid
eligibility under the group described above because 
they no longer meet the SSI definition of disability.

• Utilize federal funds available through the Medicaid 
Infrastructure Grant Program to improve health care 
service delivery to disabled workers. Utilize the 
Medicaid Demonstration to Maintain Independence 
and Employment funds to provide early delivery of 
Medicaid benefits to working people with potentially 
severe, disabling conditions.

Strategy 11: Address the Housing Needs 
of Adults with Mental Illness
For individuals with mental illness, social support is as
critical as receiving medical treatment. Housing, particu-
larly supported- and supervised-living settings, is a basic
need that is often difficult to arrange. 

Policy Recommendations
• Support independent living arrangements, supported-

living settings (such as apartments and condominiums), 
and supervised-living arrangements (such as group homes
and halfway houses) for people with mental illnesses.

• Provide incentives for neighborhoods to accept 
supervised-living arrangements.
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Strategy 12: Tackle the Employment Needs 
of Adults with Mental Disabilities
The unemployment rate for the population with mental
illness was three to five times higher than for the rest of
the population (Sturm et al., 1999). Due to advances in
treatment and community-based rehabilitation, adults
with serious mental illnesses are able to work. To help
individuals reach their full potential, support is needed
for specialized services designed for people with mental
illnesses that enhance sustained employment.

Policy Recommendations
• Provide incentives for vocational rehabilitation 

programs to address the needs of adults with severe 
mental illnesses.

• Provide supported employment, transitional employ-
ment, and psychosocial rehabilitation programs for 
people with mental illnesses.

• Develop innovative employment programs, e.g. small 
business/entrepreneurship ventures supervised by 
mainstream businesses.

Strategy 13: Address Issues 
Involving the Criminalization of Adults 
with Mental Illness
In addition to law enforcement efforts, reducing risk fac-
tors, such as untreated mental illness and/or substance
abuse that may lead to unintentional criminal acts, is
important. Particularly for those who are poor and who
suffer from severe mental illness, the criminal justice sys-
tem may act as a revolving door resulting in inadequate
and sporadic treatment for mental disorders and sub-
stance abuse disorders.

Policy Recommendations
• Support applied violence risk assessment research for 

use in law enforcement and community settings.
• Increase the assessment and treatment of mental 

disorders in jails and prisons.
• Enhance referral and follow-up mechanisms from the 

criminal justice system to the mental health and 
substance abuse systems.

• Provide legal identification and documentation for 
individuals to ease the transition out of the criminal 
justice system into society and mental health and 
substance abuse systems.

• Use diversion programs to channel individuals with 

mental illness into treatment, rather than jail, to 
minimize the risk that they will be returned to the 
community without treatment.

• Ensure that people entering jails are not automatically 
disenrolled from Medicaid. Medicaid benefits should 
be immediately available to those who are eligible 
upon leaving the criminal justice system.

ELDERLY

Strategy 14: Promote Mental Health 
Among the Elderly
The mental health of the elderly is often secondary to
their physical ailments. However, there is as great a need
to address mental health as there is their physical health.

Policy Recommendations
• Encourage screening for depression in primary care 

and monitor referrals and outcomes as a quality 
assurance process.

• Require training in primary care clinician curriculums 
and continuing education for the recognition, diagno-
sis, and treatment of mental disorders in the elderly.

Strategy 15: Address Deficiencies in
Nursing Homes
Most primary care and nursing home settings are not
equipped to manage older adults with mental illness.
Major barriers persist in the delivery of appropriate care
to nursing home residents with mental illness.

Policy Recommendations
• Provide incentives to nursing home providers and 

health, mental health, and human service providers to 
develop innovative programs, such as co-location, that 
increase the coordination of care and geographic access
to services, and minimize costs.

• Train nursing home providers (e.g., physicians, nurses, 
and nurses’ aides) to identify symptoms of mental dis-
orders and to make referrals to mental health providers.

• Develop quality assurance guidelines on mental health 
for nursing home facilities.

Mental health is fundamental to general health and
well-being. Improving access to mental health services
benefits all Americans. As Kenneth Moritsugu, Deputy
Surgeon General, stated, "Mental health is critical to the
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overall health of the nation, and we believe it is time we
adopted a new approach to mental illnesses, one that is
based on caring and nurturing and not clouded by the
blame and the stigmatization that has characterized our
society’s attitude toward this all too prevalent malady."

The following are definitions outlined in the Surgeon
General’s Report on Mental Health:

Mental Health – The successful performance of
mental function, resulting in productive activities, fulfill-
ing relationships with other people, and the ability to
adapt to change and to cope with adversity; from early
childhood until late life, mental health is the springboard
of thinking and communication skills, learning, emotion-
al growth, resilience, and self-esteem.

Mental Illness – This term refers collectively to all
mental disorders. Mental disorders are health conditions
that are characterized by alterations in thinking, mood or
behavior (or some combination thereof) associated with
distress and/or impaired functioning.

More than one in four U.S. adults (28%) experience a
mental health or substance abuse disorder in any given
year. Less than one-third of those adults with a mental
disorder and less than half of those suffering from sub-
stance abuse will receive treatment (Zuvekas, 1999).
More than one in five children and adolescents between
the ages of 9 and 17 experience a mental or addictive dis-
order in any given year. Only 30% of those children and

adolescents will receive
treatment (Surgeon
General, 1999).
Although effective treat-
ments are available, the
majority of individuals
with mental health or
substance abuse disor-
ders will go untreated. 

While mental
health and substance
abuse disorders are rec-

ognized as a leading cause of disability, inadequate
resources, financial and non-financial, have been dedicat-
ed to addressing the issues of behavioral health.
Compound this with general problems of access and 
utilization by vulnerable populations—low-income, 
uninsured, rural, and minority populations—and it is
clear that changes in behavioral health policy and pro-
gramming are urgently needed.

Barriers to quality behavioral health care are exacer-
bated in vulnerable populations with special needs.
Ethnic minorities face both linguistic and cultural barriers
to care. Rural populations face additional obstacles with
the scarcity of providers in rural areas. In addition, the
fear of stigmatization from close knit rural communities is
often a barrier to care. Adults with mental disability and
children with mental disability identified as seriously
emotionally disturbed are vulnerable to shifts in public
coverage. For populations that need consistent treatment,
coordinated services, and continuity of care, the loss or
disruption of benefits may result in severe consequences
over the long term.

The direct and indirect costs of untreated mental
health and substance abuse disorders to society are high.
Employers and educators are faced with diminished
work/learning productivity and lost days from work or
school. Taxpayers are faced with the burden of cost shift-
ing associated with charity and safety net care for both
social welfare and health care related services. Families
suffer from the stress and burden of caring for individuals
with mental disorders that are often treatable.

In 1996, the direct cost of mental health and sub-
stance abuse treatment, including Alzheimer’s and demen-
tia, exceeded $99 billion. The indirect costs of mental ill-
ness imposed approximately a $79 billion loss on the U.S.
economy in 1990, with $63 billion in morbidity costs—
lost productivity due to disease; $12 billion in mortality—
loss of productivity due to premature death; and almost
$4 billion in the productivity losses of incarcerated indi-
viduals and the loss of productivity by caretakers of indi-
viduals with mental illness (Rice & Miller, 1998).

This report provides an overview of the barriers to
access and utilization of behavioral health services. Also
provided is a brief overview of financing and coordina-
tion of mental health services. Given the need to improve
access to behavioral health services, particularly for 
vulnerable populations, broad strategies and policy rec-
ommendations are presented. In addition, strategies and

INTRODUCTION

Less than one-third 
of adults with a mental
disorder receive 
treatment.

Approximately 70% of
children and adolescents
in need of treatment do
not receive mental health
services.
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policy recommendations targeting mental health over the
lifespan are included.

Recognizing the need for treatment is the first step to
addressing mental health and substance abuse disorders.
However, even this first step is fraught with barriers such
as stigma and lack of knowledge. Often individuals who
experience symptoms delay and/or reject treatment due
to the stigma associated with mental disorders. It is com-
monplace to hear that “if one were simply stronger
[willed]” or “one just needs to tough it out,” mental dis-
orders would disappear. Opportunities for effective and
appropriate treatment are lost when individuals, families,
friends, and colleagues do not recognize mental disorders
as acceptable and treatable in the same manner as other
illnesses or health problems. Thus, it is important for
individuals and communities to learn that mental health
and substance abuse disorders can be treated and where
and how to access the services.

As with general health problems, there may be con-
siderable obstacles to obtaining care. The primary barrier
is financial—lack of insurance or financial resources is a
major deterrent to receiving needed care. In 1998, more
than 44 million Americans lacked health insurance. The
lack of insurance coverage often results in the delay or
lack of preventive or routine visits that further result in
preventable emergency room visits or inpatient hospital-
izations. For adults and juveniles, lack of treatment, par-
ticularly for serious mental disorders, may also result in
having to deal with the social welfare or justice system.
Other barriers to care include transportation or childcare
issues, or lack of appropriate and acceptable providers.

Entry into the mental health system can be difficult
and alienating, even for those who have private coverage.
Particularly for vulnerable populations, obtaining appro-
priate care requires considerable skill at navigating the
mental health system. For instance, determining the
availability of services, e.g., locating an appropriate and
available provider, can be time consuming and difficult
given the lack of coordination between the general
health, mental health, substance abuse, and social welfare
systems. Moreover, the process of obtaining authorization

for services from the insurance company can be
inhibitory, requiring numerous calls and patience for the
waiting time involved with telephone trees and being
placed on hold.

Another significant treatment barrier is the lack of or
limited coverage for prescriptions. Insurance companies
often limit access to pharmaceuticals by restricting their
formularies. To contain costs, managed care companies
may charge higher out-of-pocket rates to patients for spe-
cific drugs, and exclude coverage for some drugs alto-
gether. This is especially a problem for drugs used to treat
mental illnesses because safer, more effective treatments
are often newer and do not have generic counterparts.
Lack of prescription drug coverage is costly and short
sighted, particularly for those with severe mental illness,
perpetuating a revolving door into emergency and inpa-
tient services.

Upon entering the mental health system, limits on
treatment visits become a constant issue. These visitation
limits present dilemmas for consumers and providers alike
on how to budget the visits allotted per year while
addressing treatment needs. These arbitrary limits, like
restrictive pharmaceutical formularies, are expensive
because they raise barriers to appropriate treatment. For
instance, a recent study demonstrated that smaller incre-
ments in which care is authorized, e.g. authorization for
five visits instead of 10, might actually increase the num-
ber of patients who terminate treatment prematurely (Liu,
Sturm, & Cuffel, 2000). For various reasons, individuals
may not seek additional care and providers may not apply
for re-authorization. Even if providers do seek re-authori-
zation, there are generally limits placed on the total num-
ber of visits per year. When the provider is unable to con-
tinue services without coverage, and if the consumer is
ineligible for public mental health services, consumers
must pay out-of-pocket or go without services.

Particularly for those with limited financial resources and
those without insurance, state and local mental health
programs serve as the primary “safety net.” Federally
funded programs such as Medicaid, the State Children’s
Health Insurance Program, and Medicare serve as the
“catastrophic insurer” for those who have no access to

THE COURSE OF MENTAL HEALTH

AND SUBSTANCE ABUSE DISORDERS

FINANCING OF MENTAL HEALTH SERVICES
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private insurance and for those who have the most severe
problems. However, 16% of the U.S. adult population—
primarily the working poor—continue to have no health
insurance and are ineligible for public insurance cover-
age. With the move to managed care, growing attention is
being placed on mental health; and due to charges by
advocates that the current mental health system provides
“inadequate care” for mental health problems of under-
served communities, more and more states are examining
strategies to improve their public mental health systems.
There remains a clear need to improve the access to qual-
ity mental health services for uninsured and underserved
communities.

• In 1997, $85.3 billion ($73.4 for mental health, $11.9 
for substance abuse) was spent on mental health and 
substance abuse treatment. By disease, mental health 
and substance abuse spending is only exceeded by 
spending on circulatory diseases and on digestive 
system diseases (Mark et al., 2000).

• In 1997, the U.S. spent more than $85 billion for the 
treatment of mental disorders, not including 
Alzheimer’s disease and other dementias, and for the 
treatment of substance abuse. More than two-thirds, or
$73 billion, was spent on mental health services and 

$11 billion for substance abuse services alone. In 
1996, an additional $18 billion was spent on 
Alzheimer’s disease and related dementias. Overall in 
1997, mental health and substance abuse spending 
made up 7.8% of total personal health care and 
government public spending (Surgeon General, 1999, 
and Mark et al., 2000).

• More than half of the funding for mental health and 
substance abuse treatment comes from public sector 
payors (Mark et al., 2000).

• In 1997, approximately 57% ($48 billion) of funding 
came from public expenditures, and 43% ($37 billion)
from private expenditures. Of the expenditures from 
public sources, federal and state/local spending was 
about equal (assuming that 60% of Medicaid spending 
was attributed to federal spending and 40% to state 
spending) (Mark et al., 2000).

The public mental health system, consisting of loose net-
works of hospitals, community behavioral health organi-
zations, community health centers and social welfare and
justice agencies, is chronically underfunded and poorly
coordinated. Coordination between mental health and
social welfare services is critical, especially for those with
severe mental disorders. People with severe mental disor-
ders often have social service needs, such as foster care,
education, housing, and employment. Currently, the
mental health system and social service systems work
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together in a fragmented and inefficient manner. To best
serve people with mental illnesses, providers must have
the resources to coordinate mental health care with the
provision of social services.

Ten to 12 million Americans have co-occurring men-
tal health and substance abuse disorders. However, the
treatment systems exist separately, coordination between
them is inadequate, and providers within each system are
not trained to treat both conditions. People who access

services generally
receive sequential
treatment, one disor-
der, then the other,
or parallel treatment,
where two providers
at separate locations
use separate treat-
ment plans to
address each condi-
tion separately but at
the same time.
Although research
demonstrates that the
most effective servic-
es integrate treat-

ments for each condition, federal funding streams do not
promote policies that facilitate the development of such
programs. In addition, people with co-occurring disorders
have difficulty accessing social services such as supported
living arrangements because they are designed for one dis-
order or the other but not co-existing conditions.

Strategies to address the issues with the mental health sys-
tem exist both at the aggregate and functional level, as
well as by lifespan. The strategies that address the broader,
structural issues with the mental health system provide
the context for those focused within the stages of life.

Strategy 1: Reduce Stigma 
as a Barrier to Access
Stigma is the root of issues with access to the mental

health system. Public perceptions of mental illness do not
reflect the realities of biologically based disorders that are
treated as effectively and sometimes more effectively than
general medical conditions.

In a survey regarding the causes of mental illness,
71% of respondents believed that mental illness is
caused by emotional weakness, 65% believed that 
mental illness is caused by bad parenting, 35% believed
that mental illness is caused by sinful or immoral
behavior, and 43% believed that mental illness is in
some way caused by the individual (Hinckley, 1999).
Stigma perpetuated by popular culture and sensational-
ism in the press has disastrous consequences. Just as
social attitudes against cancer patients have changed
over the last fifty years, the stigma against mental illness
must change.

Stigma perpetuates the inability of individuals to
recognize the need for treatment in themselves and the
inability of friends and family to recognize that need.
Vulnerable individuals heavily rely on the competence
of community-based professionals. Educational efforts
to increase awareness of the problem by providers in the
specialized medical services sector, primary care sector,
and social services are critical to support individuals in
obtaining and maintaining mental health treatment.

Individuals working in the community play a vital
role in detecting and facilitating treatment of mental dis-
orders. Community-based points of entry into the cur-
rent system include the primary care sector, churches
and other faith-based organizations, school-based health
centers, the juvenile justice system, social welfare agen-
cies, job assistance programs, community mental health
centers, community-based health clinics, and the adult
criminal justice system.

Community health and social service professionals,
including educators and police officers, are on the front
lines. They may be the first to recognize illness among
community members, may offer treatment directly
through counseling, or assist individuals by making
referrals to mental health providers. Increasing training
and awareness of mental health issues and destigmatiz-
ing mental illness among community-based profession-
als is a key to early detection, treatment, and the pre-
vention and early treatment of relapses. 

Policy Recommendations
• Integrate stigma awareness training into the education 

New Mexico Community
Voices and its sponsor, the
University of New Mexico
Health Sciences Center,
received a national award for
its UNM Care Plan for 15,000
uninsured county residents.
The UNM Care Plan features
accessible neighborhood-
based care and one-stop
shopping, including social
services, case management,
community outreach, and
behavioral health (Pratt, 2000).

BROAD STRATEGIES

TO IMPROVE MENTAL HEALTH
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curriculum and continuing education requirements of 
health care providers.

• Require dissemination of stigma awareness literature 
for consumers and providers in the Medicaid contract-
ing process.

• Increase awareness at community-based points of entry
through professional associations, institutions, and 
employers.

• Train culturally competent and culturally diverse 
health and social service providers.

Strategy 2: Eliminate Financial 
Barriers to Access
Mechanisms to address financial barriers to access
include parity legislation and oversight of managed care
and managed behavioral health care organizations.
Oversight of state-level public mental health systems by
state mental health departments should work hand in
hand with oversight of private insurers through insurance
commissioners with the common goals of access and
appropriate treatment. Public and private systems must
be held accountable to address the need for continuity 
of care and coordination of services.

Mental Health Parity
In accordance with the idea that “mental health is funda-
mental to health,” there has been a push to assure ade-
quate coverage for mental health services. In response, at
the federal level, the Mental Health Parity Act of 1996
imposed new federal standards on mental health coverage
offered under most employer-sponsored group health
plans. Specifically, the law prohibits employers from
imposing annual or lifetime dollar limits on mental health
coverage that are more restrictive than those imposed on
medical and surgical coverage. However, the law does not
affect employers who do not offer mental health coverage
and employers are also exempt if the law would result in
excessive costs to them.

Thus, it remains to be seen whether access to men-
tal services will be truly improved as a result of the new
law. Current research (Pacula & Sturm, 2000; General
Accounting Office [GAO], 2000) suggests that because
of its narrow scope and reductions in mental health
benefits that employers have made to offset the required
enhancements, compliance with the Mental Health
Parity Act may have little effect on employees’ access to
mental health services.

A GAO report (2000) showed that:
• 87 percent of those that comply contain at least one 

other plan design feature that is more restrictive for 
mental health benefits than for medical and surgical 
benefits;

• About 65 percent of plans restrict the number of 
covered outpatient office visits and hospital days for 
mental health treatment beyond those for other health 
treatment; and

• Many employers may have adopted newly restrictive 
mental health benefit design features since 1996 
specifically to offset the more generous dollar limits 
they adopted as a result of the federal law.

The states have also made efforts to improve access
by passing state mental health parity acts or laws that
address mental health coverage in employer-sponsored
group plans or individual plans. As of March 1, 2000,
32 states have some form of mental health parity.

Mental health parity acts fall within the scope of a
broader set of laws that address mental health coverage.
A review by the National Conference of State
Legislatures (NCSL) found that 43 states and the
District of Columbia have passed laws addressing men-
tal health coverage in employer-sponsored group plans
and, to a lesser extent, coverage sold in the individual
market (GAO, 2000). 

There is considerable variation in mental health par-
ity acts and mental health coverage laws. According to
NCSL, more than half, or 29, of the state laws affecting
group plans are more comprehensive than the federal
law in that they require parity not only in dollar limits
but also in service limits or cost-sharing provisions. In
addition, many of these also mandate that mental health
benefits be included in all plans sold. Laws in 6 states
essentially parallel the federal law. Laws in 8 states and
the District of Columbia are more limited than the 
federal law, while 7 states have no laws addressing 
mental health benefits. Unlike the federal law, most
states, or 41, and the District of Columbia either explic-
itly include substance abuse within the scope of their
mental health benefit laws or have separate statutes
addressing substance abuse coverage. However, only 13
of these state laws cover only alcoholism (GAO, 2000).
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Policy Recommendations
• Expand the federal mental health parity act by requir-

ing that all limitations on the coverage for mental ill-
nesses be equal to those for medical and surgical 
benefits. This provision would prohibit an insurance 
plan’s ability to impose arbitrary caps on spending 
limits, inpatient days and outpatient visits, and 
co-payments and other deductibles.

• Advocate for state legislation that achieves full and 
comprehensive parity that includes protections for 
treatment for alcohol and substance abuse. These pro-
visions would require public and private health 
insurance plans to provide treatment for mental 
illness and substance abuse commensurate with that 
provided for other major physical illnesses and would 
require health plans to offer access to all effective and 
medically necessary medications.

Oversight of Managed Care and Managed 
Behavioral Health Care
In 1999, managed behavioral health plans covered 78%
of the population, or 177 million people (Surgeon
General, 1999). In the public sector, 42 states have
managed behavioral health care programs funded pri-
marily through Medicaid (SAMHSA, 2000).

Public sector managed behavioral health programs
are either integrated with general health services or
“carved out,” meaning that mental health services are
provided through a specialty organization independent
from general medical services. The mental health 
services provided vary by program design. Integrated
programs generally provide traditional care such as
inpatient, outpatient, and pharmacy services. Carve-outs
are more likely to provide specialized benefits, including
residential, rehabilitation, and support services.
Increasingly, states are adopting the carve-out model as
a result of the chronic nature of mental illness and in 
an effort to control costs.

By 1999, 41 states and the District of Columbia
adopted some form of managed behavioral health care.
States that operate Medicaid managed care programs
have done so through 1915(b) waivers (20 states), 1115
waivers (16 states), and non-waiver Medicaid programs
(14 states). Twelve states have non-Medicaid managed
care programs (SAMHSA, 2000).

Whether a state chooses to adopt or not adopt some
form of managed behavioral health care, mental health

services are guaranteed to children participating in
Medicaid, through Early Periodic Screening Diagnosis
and Treatment (EPSDT). EPSDT was the result of 
legislation enacted in 1989 providing a broad mandate
for children. EPSDT requires states to provide any 
medically necessary, federally recognized Medicaid 
service, regardless of whether the state covers the serv-
ice under its state plan. Despite EPSDT and managed
care, it is clear that children are still not getting the care
they need.

Although managed care has been widely adopted in
both the public and private sector, there is no one cor-
rect approach in the design or implementation of man-
aged care programs. There has been tremendous varia-
tion in managed care approaches among the states to
address capitation and risk sharing, case management,
and utilization review (McAlpine & Mechanic, 1998).
States’ experience with managed behavioral health care
has been mixed. Positive aspects of managed care
include an expanded array of services, less use of inap-
propriate inpatient care, more goal-directed treatment,
and increased emphasis on accountability and outcomes
while containing costs. Problems noted by state and
local officials include the lack of incentives to serve peo-
ple with serious mental disorders, an undue emphasis
on emergency and acute care, neglect of rehabilitation
and other services with longer-term payoff, cost shifting
between state agencies, billing and payment difficulties,
discrepancies between regions, inequities between serv-
ices for Medicaid and non-Medicaid populations, and
the lack of reporting and accountability (Bazelon &
Milbank, 2000).

Managed behavioral health care continues to evolve.
It will be necessary to continue to research and analyze
how states can best shape their managed care system to 
satisfy the needs of consumers, providers, advocates and
policymakers. Managed care can be a useful tool in 
providing quality care in a cost-effective manner. Efforts
to involve all stakeholders in the planning and reform of
managed care systems supports the likelihood of a suc-
cessful program.

Policy Recommendations
• Require fair internal and external appeals processes.
• Adopt regulations and standards to ensure compliance 

with Medicaid EPSDT requirements.
• Require routine data and performance reports in 
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managed care contracts to hold systems accountable.
• Provide incentives for managed care contractors who 

are responsible for targeted case management to facili-
tate linkages and the coordination of care between the 
mental health, general medical, and social service systems.

Strategy 3: Address Prescription Drug
Coverage Issues
The lack of or limited coverage for prescriptions is a signifi-
cant treatment barrier. For individuals with insurance cov-
erage, access to pharmaceuticals is often restricted by for-
mularies that carry limited name brand pharmaceuticals
and generic drugs. For individuals with mental disorders,
this is especially problematic because safer, more effective
treatments are often newer and do not have less expensive
generic counterparts. So even with health insurance and
prescription drug coverage, individuals can still have no
coverage for the drug that their doctors find most appropri-
ate. Uninsured individuals must pay out-of-pocket and do
not receive any discount for their prescriptions. 

For the low-income population with coverage, access
to the appropriate drugs may be further limited due to
cost-sharing measures, e.g., co-payments for drugs. The
issue of prescription drug coverage particularly affects the
elderly without Medigap coverage, the uninsured, and con-
sumers whose plans have very limited drug formularies.

Policy Recommendations
• Require pharmaceutical companies to base the direct-

to-consumer cost of prescription drugs on an average 
of the costs negotiated with insurance companies.

• Require prescription drug coverage in plans regulated 
by state insurance commissioners.

• Require insurance companies to review and revise 
their formularies on a routine basis to ensure that 
newer, safer, and more effective drugs may be included.

• Support prescription drug coverage for all Medicare 
recipients.

Strategy 4: Integrate Services for 
Co-Occurring Mental Health and Substance
Dependence Disorders
Studies indicate that people with mental disorders are 
at least twice as likely to abuse alcohol and other drugs
as people with no mental disorder. Ten to 12 million
Americans have co-occurring mental health and sub-
stance dependence disorders. Fifty-two percent of
individuals who have abused or become dependent on
alcohol within their lifetime have also had a mental 
disorder in their lifetime. Thirty-six percent also had 
a lifetime non-alcohol drug use disorder. Of those with
a lifetime history of drug abuse or dependence, 59%
had a lifetime mental disorder. Seventy-one percent 
also had a lifetime alcohol use disorder.

The mental health and substance dependence treat-
ment systems exist separately, coordination between
them is inadequate, and providers within each system
are not trained to treat both conditions. Although
research demonstrates that the most effective services
integrate treatments for each condition, funding streams
do not promote policies that facilitate the development
of such programs.

Furthermore, states have various limitations on 
payment by service, and policies that support the most
effective integrated services are virtually non-existent. 
In addition, federal matching funds are not available to
states through the Institutions for Mental Diseases
(IMD) exclusion and “room and board” exceptions of
Title XIX, the Medicaid statute. Under these broad
exclusions, no federal matching funds are available for
services provided either in or outside the facility for
IMD patients between 21 and 65.

The effectiveness of the mental health and substance
abuse treatment settings relies on systems’ abilities to
address the disorders as they co-exist and facilitate
points of entry as well as the continuity of care. The
systems should enable individuals with both conditions
who need services for each to access them efficiently.

States setting the standards for integrated treatment
for co-occurring mental and substance dependence 
disorders should also include long-term objectives 
that address social service needs in one place. People
with these conditions are more likely to need housing
and employment services, and are at risk for falling
through the cracks of the social services systems.

Washington D.C. Community Voices is working with
Unity Health Care and Catholic Charities to develop
a pharmacy program for the District’s uninsured
residents. The project will include a Perscription
Drug Resource Center and centralized distribution
center (Pratt, 2000).
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Policy Recommendations
• Encourage the detection and treatment of co-existing 

mental disorders and substance dependence disorders
by coordinating funding streams to allow mental 
health and substance abuse treatment into integrated 
plans.

• Require that inpatient and emergency treatment for 
either condition involve screening of the other, as well 
as discharge and follow up with both conditions. 

• Require integrated treatment of co-existing mental dis-
orders and substance dependence disorders.

• Provide incentives for the integration of mental health, 
general medical, and social services systems.

Strategy 5: Support the Mental 
Health Workforce
The mental health workforce is a diverse group of profes-
sionals trained in the fields of medicine, psychiatry, clini-
cal psychology, education and counseling, and clinical
social work. Providers include physicians, nurse practi-
tioners, social workers, and counselors. 

It is difficult to estimate the number of practitioners
providing mental health services, though it is clear that
the number of providers is small. One indication is that
only 3 to 4 percent of graduating medical students
choose psychiatry as their specialty (Sierles & Taylor,

1995). Although the
number of medical
graduates choosing psy-
chiatry is falling, there
has been an increase in
the non-physician
workforce. The impact
of this trend is an
increase in the numbers
of minorities and female
health non-physician

providers (Ivey et al., 1998). While this may be viewed as
positive, it is important to ensure the availability of highly
trained professionals for more complex cases. In addition,
as the population becomes more culturally diverse, it is
also critical that this diversity is reflected in the physician
workforce.

Estimates of the provider-to-population ratio mask
the regional variation in the availability of providers. For
instance, the 1996 ratio of psychiatrists in New England
was 21.3 per 100,000, compared to 6.8 per 100,000 in

the East South Central region—Alabama, Kentucky,
Mississippi, and Tennessee. The ratio of clinically trained
social workers in New England was 76.4 per 100,000 to
17.6 per 100,000 in the East South Central region (Ivey
et al., 1998). 

To address the needs of the underserved and unin-
sured populations, states should consider the distribution
and diversity of practitioners, scope of practice laws,
reimbursement policies, and the structure of the mental
health delivery system, e.g. managed care penetration.
More flexible practice acts and reimbursement policies
will encourage a more even distribution of providers and
will allow states to offer better incentives to attract
providers to underserved communities. 

Policy Recommendations
• Maintain flexible use of non-physician providers via 

“any-willing-provider” laws and expanded state 
practice acts that allow professionals to maximize the 
use of demonstrated skills and competencies. 

• Require or increase reimbursement rates for mental 
health services provided by mental health and primary 
care practitioners.

• Standardize mental health quality indicators across 
provider types.

• Support programs for the continuing education of 
primary care professionals in the delivery of mental 
health care.

Strategy 6: Target the Needs 
of Vulnerable Populations
Vulnerable populations include ethnic minorities, those
with mental illness in rural areas, and individuals with
mental disability. These people are especially susceptible
to disparate treatment. 

Racial and Ethnic Minorities
Racial and ethnic disparities in health status and access to
health care have been well documented (Brown et al.,
2000; Satcher, 2000). Racial and ethnic minorities bear a
disproportionate amount of overall mortality and morbid-
ity and experience reduced access to care. A major barrier
to care is the lack of health insurance. Minorities are
much more likely than non-Latino Whites to be unin-
sured. Latinos (37%), African Americans (23%), Asian
Pacific Islanders (21%), and Native Americans (17%) are
all more likely to be uninsured than non-Latino Whites

Estimates of population
ratios for clinically trained
personnel (per 100,000)

Psychiatrists 12.5*
Psychologists 26.7**
Clinical Social Workers 36.0**

*1995 **1996
Source: Ivey et al., 1998
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(14%) (Current Population Survey, March 1998).
Racial and ethnic minorities face additional linguistic

and cultural barriers in accessing mental health treat-
ment. Cultural identity imparts distinct patterns of beliefs
and practices that have implications for the recognition of
symptoms, and the ability to seek and respond to mental
health services. Minorities are more likely to seek treat-
ment for a general medical condition that in actuality is a
mental illness. Communication is a key issue with the
general lack of interpreters in provider settings, and the
lack of cultural competence and sensitivity.

Policy Recommendations
• Require third-party payers to adopt and implement a 

“Cultural Competence Report Card” that measures the 
extent that linguistically and culturally appropriate care
is being delivered.

• Require that state and local mental health and general 
medical systems data be stratified by race, ethnicity, 
and diagnoses to detect undertreatment and 
underutilization.

• Require providers to meet cultural competence standards 
in order to participate in the Medicaid program.

Rural Populations
Rural populations face issues of availability and access to
mental health services. Most rural areas have fewer men-
tal health services than urban areas. In 1990, 20.5% of
rural counties had no mental health services. Researchers
associate the lower availability of services with decreased
access. While in some counties family practice physicians
are available to provide mental health services, many
rural areas exist with no mental health providers to pro-
vide mental health services.

Less than 20% of Americans live in non-metropolitan
areas (U.S. Bureau of the Census, 1998). Since the early

1980s, such stressors as
the farm crisis; the out
migration of population,
industry, and resources
from rural areas; rising
unemployment and
poverty; and a shrinking
tax base have contributed
to the increased numbers
of rural Americans “at
risk” for mental health

and substance abuse problems (Ortega et al., 1994).
Compared to their urban counterparts, rural areas

have more serious shortages of appropriately trained pro-
fessionals, service delivery alternatives are fewer, the array
of support services is extremely limited, and the opportu-
nities to acquire affordable health insurance that includes
mental health and substance abuse benefits are limited.
Additional barriers to accessing services also exist, such
as increased costs associated with transportation and
communication in sparsely populated areas and the per-
ceived stigma surrounding the treatment of mental health
disorders among some subgroups.

Policy Recommendations
• Require managed care entities to contract with primary

care physicians for the provision of mental health 
services in rural areas.

• Support effectiveness research of alternative delivery 
options for rural mental health services, such as the 
use of licensed professional counselors and pastoral 
counselors.

• Support additional funding to increase the number of 
interdisciplinary practices, internships, and residency 
placements currently available.

• Expand the use of telemedicine and e-health to 
provide continuing education for providers in rural 
settings.

People with Serious Mental Disabilities
Psychiatric claims filed with the Equal Employment
Opportunity Commission (EEOC) doubled from 1993 to
1998, to 2,917 a year, making them the single largest
type of American Disability Act (ADA) claim, constituting
16.4% of all ADA discrimination cases. The courts have

North Carolina Community Voices and its sponsor,
FirstHealth, provide training to health providers
about Latino culture, give a one-day Spanish class to
their employees and other providers, and conduct
workshops in the Latino community about navigat-
ing the health and social service system. They
employ a bilingual patient representative in a hospi-
tal emergency department and operate a Telephone
Language Line that provides interpreters for multiple
languages (Pratt, 2000).

Across the 3,075 counties in
the United States, 55% have
no practicing psychiatrists,
psychologists, and social
workers, and all of these
counties are rural (National
Advisory Committee on
Rural Health, 1993).
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applied strict definitions to ADA language when making
decisions regarding workplace accommodations involving
mental illness, finding that conditions that are correctable,
such as depression correctable with medication, are not dis-
abilities. In 1997, the EEOC issued enforcement guidelines
for psychiatric disabilities, giving specific examples of who
is covered and what accommodations might be reasonable.

The U.S. Supreme Court’s application of the ADA to
its decision in Olmstead provides an opportunity for
states, communities, and advocates to create better access
to community-based services for disabled individuals.
The Olmstead decision requires States to administer their
services, programs, and activities “in the most integrated
setting appropriate to the needs of qualified individuals
with disabilities” within the state’s budget constraints
(HCFA, 2000).

With the continuing trend toward community-based
services, policy makers and decision makers need to
work with providers, consumers, and other community
members to ensure that an adequate and reliable com-
munity-based service plan is developed and implement-
ed. There is considerable variation in how states have
chosen to address these issues and to what extent deinsti-
tutionalization has occurred.

Policy Recommendations
• Convene a task force of legislators, public and private 

agencies, providers, people with disabilities, and 
community members to study the current issues sur-
rounding the access to and utilization of community-
based services and to provide recommendations.

• Include people with disabilities in the development of 
state plans to address integrating qualified individuals 
with disabilities into community-based settings.

Mental illness manifests within the different stages of life,
and targeted treatment approaches and service delivery
systems have to be developed to address specific needs. As
the Surgeon General’s report states, “Different stages of life
are associated with vulnerability to distinct forms of men-
tal and behavioral disorders.”

CHILDHOOD AND ADOLESCENCE

Children and adolescents who receive treatment for men-
tal health are likely to receive services through school-
based health and mental health centers. Schools are a key
component of the child and adolescent mental health
services system. More than half of children and youth
receiving mental health services in a year receive them
exclusively from schools.

For children and youth with serious emotional distur-
bance needing intensive services, families face the issue of
exhausting their insurance coverage and draining financial
resources. If the family’s income is too high for Medicaid
eligibility, families face the decision of retaining custody or
relinquishing it to the state child welfare agency so that
their child will receive treatment.

The relationship between mental illness and juvenile
delinquency illustrates the need for better preventive
interventions and the coordination of care between the
education, mental health, and juvenile justice systems. In
a 1994 study conducted by the Office of Juvenile Justice
and Delinquency Prevention, 73% of juveniles reported
having mental health problems and 57% reported having
prior mental health treatment or hospitalization upon
admission to juvenile facilities. 

Estimates indicate that 20% of individuals in juvenile
facilities have a severe mental disorder and 50% have a
substance dependence disorder. While interventions exist
to minimize and prevent violence in at-risk youth, imple-
mentation of these interventions often requires creative
use of traditional funding streams and interagency part-
nerships with shared objectives. 

Strategy 7: Enhance School-Based Health
and Mental Health Services
Schools are the primary location where children or ado-
lescents seek services. Eighteen percent of children ages 
9 to 17 receive mental health services through school
(Surgeon General, 1999). Between 1996 and 1997, more
than 400,000 emotionally disturbed children and youth
between the ages of 6 and 21 were served in public
schools (U.S. Dept. of Education, 1997). Mental health
services in schools may be offered within or separate
from school-based health clinics (SBHCs). Schools with-
out SBHCs may offer services through arrangements from
community providers or may arrange with outpatient
facilities to provide care. In addition, schools may hire

STRATEGIES TO IMPROVE MENTAL HEALTH

SERVICES ACROSS THE LIFESPAN
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psychologists or social workers to provide mental health
services to students in special education through the
Individuals with Disabilities Education Act (IDEA).

School-based health clinics are often first-line providers
of health and mental health services to adolescents and chil-
dren. All but five states currently have at least one SBHC.
There are more than 1,000 SBHCs nationwide, distributed
mostly in urban areas, though there are increasing numbers
being developed in rural areas. Services offered at SBHCs
include an array of primary medical care, oral health, public
health, and mental health services. Mental health services
offered generally include comprehensive individual evalua-
tion, case management, individual and group therapy, crisis
intervention, and basic drug and alcohol prevention and
treatment services.

Funding for school-based mental health programs is a
mix of funding sources with heavy reliance on state gener-
al funds, private foundations, and federal grants.
Increasingly there is an emphasis on funding school-based
mental health services through third-party insurance reim-
bursement. Most states, 43, permit SBHCs to bill
Medicaid and SCHIP, though three states—Arizona,
Hawaii, and Oklahoma—explicitly do not. (Note, North
Carolina does not allow SBHCs to bill SCHIP.) Twenty-
eight percent of SBHCs have formed relationships with
managed care entities.

Policy Recommendations
• Support training initiatives for teachers to identify and 

respond to individuals with mental illness, and to raise
awareness about available mental health services.

• Maximize use of available Medicaid funds for outreach,
enrollment, and preventive services. 

• Support state Medicaid policy that, at a minimum, 
encourages managed care entities to coordinate 
services with SBHCs and provides incentives to 
contract with SBHCs.

• Examine methods and options to provide better case 
management and to reduce administrative inefficien-
cies through coordinating school-based mental health 
programs, school-based health programs, special 
education, and EPSDT services.

• Support IDEA requirements that schools provide free 
and appropriate public education during a period of 
expulsion as a result of serious emotional disturbance.

• Advocate for federal funding to enforce IDEA man-
dates, including psychotherapy and family therapy, for 

seriously emotionally disturbed children.
• Adopt policies and programs that support seamless, 

integrated, comprehensive services.

Strategy 8: Support School-Based 
Violence Prevention Programs
Children with behavior disorders such as oppositional defi-

ant disorder, conduct
disorder, and attention
deficit hyperactivity dis-
order are the most likely
to be perpetrators or vic-
tims of violence. Forty
percent of children
between 8 and 12 diag-
nosed with conduct dis-
order still have the diag-
nosis four years later.
Many of the most costly
adult mental health
problems and social

issues—such as substance abuse, delinquency, and antiso-
cial personality disorder—originate with conduct issues.

Since developmental risk factors are not disorder spe-
cific, researchers recommend the use of universal preven-
tion programs targeting school-aged children. Such inter-
ventions promote social and emotional competencies
through emotional skill building, i.e., teaching students to
identify, understand, and self-regulate their emotions. The
1997 Department of Justice study, Preventing Crime: What
Works, What Doesn’t, What’s Promising, made the follow-
ing recommendations for school-based violence preven-
tion interventions:
• Communication and reinforcement of clear, consistent 

norms about behavior through rules, reinforcement of 
positive behavior, and school-wide initiatives are needed.

• Social Competency Curricula when taught over a long 
period of time reduces delinquency, substance abuse, 
and conduct problems, and should include skills such 
as stress management, problem solving, self-control, 
and emotional intelligence.

Policy Recommendations
• Use funding streams to foster interagency collaboration 

and service linkages for children and adolescents at the 
onset of mental disorder and serious emotional 
disturbance.

50 - 70% of incarcerated
young offenders are estimated
to have diagnosable mental
disorder

15 - 20% of incarcerated
young offenders suffer from
severe mental illness such 
as manic depression or 
schizophrenia

Source: Coalition for Juvenile
Justice, 2000
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• Increase the availability of mental health services in 
schools and school-based health clinics.

• Develop standards and mechanisms for schools to 
integrate violence prevention interventions into the 
curriculum.

• Encourage and facilitate community and family 
involvement to reinforce the values and expectations 
of preventive efforts.

Approximately 33 million U.S. adults, or 13% of the
adult population, do not have health insurance. The
majority of the uninsured are people in the workforce
who are not offered work-based insurance coverage or
cannot afford their share of the premiums. Uninsured
individuals who are not in the workforce often are ineligi-
ble for publicly funded insurance coverage and cannot
afford private insurance coverage. The lack of health
insurance is a major barrier to mental health, as well as
general health services. 

Critical issues related to adult mental health include
housing, employment, and other social support.
Particularly for adults with severe or persistent mental
disorders, the coordination and organization of health
and social services are critical. This is particularly true
with the delivery of community-based services.

Strategy 9: Address the Needs of Children
in the Foster Care System
In 1998, nearly 1.4 million children received preventive
services due to child abuse or neglect (National Child
Abuse and Neglect Reporting System). Children at the
highest risk are placed in foster care for their protection.
By 1999, an estimated 568,000 children were in foster
care (ACF, October 2000). These children often suffer
from chronic health, developmental, and psychiatric dis-
orders that are accentuated by the trauma of being sepa-
rated from their families (Perrin et al., 2000). Researchers

have consistently found a high prevalence of mental
health disorders—ranging from 29% to 96%—in this
population. In one study, approximately 70% of children
were found to have moderate to severe mental health
problems (Kaveler & Swire, 1983). 

Despite the high prevalence of mental disorders
among these children, many children do not receive prop-
er treatment or care. The lack of appropriate mental health
services for these children is often a result of inadequate
funding, planning, and coordination of services in addi-
tion to poor communication between the health and child
welfare systems (AAP, 1994). Coordination is essential to
ensuring that a child’s mental health needs are met once a
child enters the child welfare system, during foster care
placement, and after leaving the child welfare system.

To achieve the national child welfare goals of safety,
permanency, and well-being, federal and state efforts
should address the mental and psychosocial needs of
children and their families. Establishing cohesive systems
of mental health support for children and their families is
important to addressing and preventing problems that
result in children being placed in foster care. 

Policy Recommendations
• Convene a task force of legislators, child welfare 

agencies, health care providers, Medicaid representa-
tives, managed care organizations, foster parents, bio-
logical parents, and community members to study and
provide recommendations on addressing the develop-
mental and mental health needs of children in foster 
care.

• Develop state guidelines that outline the process and 
regulations for providing children in foster care with 
adequate general and mental health care.

• Ensure that comprehensive developmental and mental 
health assessments are performed during initial and 
routine health assessments of children in foster care.

ADULTS

Strategy 10: Expand Insurance Coverage
for Adults with Mental Disabilities
The Ticket to Work and Work Incentive Improvement
Act of 1999 (TWWIIA) makes it possible for Americans
with disabilities to join the workforce without fear of los-
ing their Medicare and Medicaid coverage. TWWIIA
establishes new optional eligibility groups by creating two

Foster care children were 10 times more likely to
use mental health services than other Medicaid
children.

While foster care children only constituted 4% of
California children on Medicaid, they accounted for
40% of all Medicaid mental health expenditures.

Source: Halfon et al., 1992
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new eligibility categories, extends the period of premium-
free Medicare Part A eligibility, and requires consumer
protection for certain individuals with Medigap coverage.
The two new categories are: 1) individuals with a disabili-
ty between the ages of 16 and 64 whose income and
resources do not exceed a standard established by the
state, and 2) employed individuals between the ages of 16
and 64 with a medically improved disability whose
income and resources do not exceed a standard estab-
lished by the state.

Importantly, as a result of TWWIIA, states have the
ability to expand coverage for workers with disabilities.
The following recommendations can be administratively
implemented through an amendment to a state’s Medicaid
plan. These expansions do not require a Medicaid waiver.

Policy Recommendations
• Expand Medicaid eligibility to working individuals 

at least 16 but less than 65 years of age who, except 
for their income and resource levels, are eligible to 
receive Social Security Income (SSI).

• Expand Medicaid coverage to employed individuals 
with a medically improved disability who lose 
Medicaid eligibility under the group described above 
because they no longer meet the SSI definition of 
disability.

• Utilize Federal funds available through the Medicaid 
Infrastructure Grant Program to improve health care 
service delivery to disabled workers. Utilize the 
Medicaid Demonstration to Maintain Independence 
and Employment funds to provide early delivery of 
Medicaid benefits to working people with potentially 
severe, disabling conditions.

Strategy 11: Address the Housing Needs 
of Adults with Mental Illness
About one-third of homeless people have a severe and
disabling mental illness: 30-40% have alcohol problems,
10-20% have other drug problems, and 10-20% have
dual diagnosis. With the move toward community-based
care instead of institutionalized care, the individuals with
severe mental illness are more likely to be homeless. 

As Robert Drake and Kim Mueser of the New
Hampshire-Dartmouth Psychiatric Research Center
recently observed: "Patients with dual diagnoses of severe
mental illness and AUD [alcohol use disorder] are partic-
ularly prone to unstable housing arrangements and

homelessness...One reason for this increased risk appears
to be that dually diagnosed clients often are excluded
from housing and treatment programs designated specifi-
cally for people with single disorders." Compared with
other homeless subgroups, those with co-occurring
severe mental illness and AUD are more likely to experi-
ence harsh living conditions, such as living on the streets
rather than in shelters; suffer from psychological distress
and demoralization; grant sexual favors for food and
money; be picked up by the police; become incarcerated;
be isolated from their families; and be victimized.

Policy Recommendations
• Support independent living arrangements, supported-

living settings (such as apartments and condomini-
ums), and supervised-living arrangements (such as 
group homes and halfway houses) for people with 
mental illnesses.

• Provide incentives for neighborhoods to accept 
supervised-living arrangements.

Strategy 12: Tackle the Employment Needs
of Adults with Mental Disabilities
The unemployment rate for the population with mental
illness was three to five times higher than for the rest of
the population (Sturm et al., 1999). Due to advances in
treatment and community-based rehabilitation, adults
with serious mental illnesses are able to work. However,
the unemployment rate remains high despite federal
vocational rehabilitation services. These programs are
designed for individuals with less serious disabilities and
generally do not address the needs of individuals with
serious mental illness, who commonly require more
intensive services over longer periods of time to obtain
and maintain employment. 

Specialized services designed for people with mental
illnesses that enhance sustained employment include
supported employment, transitional employment, and
psychosocial rehabilitation.

Policy Recommendations
• Provide incentives for vocational rehabilitation 

programs to address the needs of adults with severe 
mental illnesses.

• Provide supported employment, transitional employ-
ment, and psychosocial rehabilitation programs for 
people with mental illnesses.
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• Develop innovative employment programs, e.g., small 
business/entrepreneurship ventures supervised by 
mainstream businesses.

Strategy 13: Address Issues 
Involving the Criminalization of Adults 
with Mental Illness
Approximately 670,000 people with mental illnesses
ended up in jail in 1996. At any given moment, 10% to
30% of jail and prison inmates are individuals with seri-
ous mental illnesses. Once they are there, these individ-
uals are less likely to receive treatment. Furthermore,
when they are released, the criminal justice system does
not provide adequate linkages to treatment. 

To address violence in incarcerated individuals with
mental illness, the ongoing development of mental
health services in the institutions and treatment as a
condition of release and discharge planning are critical.
Furthermore, mental health and substance abuse
providers for this population need the resources to
coordinate with the criminal justice system and need to
partner in facilitating services.

Policy Recommendations
• Support applied violence risk assessment research for

use in law enforcement and community settings.
• Increase the assessment and treatment of mental 

disorders in jails and prisons. 
• Enhance referral and follow-up mechanisms from the

criminal justice system to the mental health and 
substance abuse systems.

• Provide legal identification and documentation for 
individuals to ease the transition out of the criminal 
justice system into society and mental health and 
substance abuse systems.

• Use diversion programs to channel individuals with 
mental illness into treatment, rather than jail, to 
minimize the risk that they will be returned to the 
community without treatment.

• Ensure that people entering jails are not automatically
disenrolled from Medicaid. Medicaid benefits should 
be immediately available to those who are eligible 
upon leaving the criminal justice system.

ELDERLY

Mental health services for the elderly are provided in a
range of settings. Both the primary care and nursing
homes settings, however, demand special attention.

While suicide rates are
highest among
American males aged
65 and older, elderly
adult victims are likely
to have visited a health
care professional short-
ly before their suicide.
Clinicians, ranging

from physicians to social workers, need the training and
resources to recognize, diagnose, and treat or refer eld-
erly consumers vulnerable to mental disorder who seek
assistance for general medical conditions.

Of the older adults living in nursing homes, two-
thirds have a mental disorder. However, due to histori-
cal funding streams, the facilities have not been
equipped to manage the older adults with mental ill-
ness. The inappropriate use of chemical and physical
restraints in nursing homes has emerged as an issue
attributable to the lack of resources.

Strategy 14: Promote Mental Health 
Among the Elderly
Although the American population 65 and over makes up
13 percent of the population, they account for 20% of sui-
cide deaths. Nearly 5 million of the 32 million Americans
aged 65 and older suffer from some form of depression.
Primary care practitioners are a critical link in identifying
and addressing mental disorders in older adults, particu-
larly depression. When mental disorders are not recog-
nized in primary care and treated or referred to specialty
mental health services, the opportunity to improve both
general medical and mental health outcomes is lost. This
under-recognition and under-treatment is fatal: 70% of
elderly suicide victims visited their primary care physician
in the month prior to committing suicide.

Policy Recommendations
• Encourage screening for depression in primary care 

and monitor referrals and outcomes as a quality 
assurance process.

The number of California 
seniors with depression is
expected to grow from 67,000
to 1.2 million by 2025.

Source: Sacramento Bee,
12/6/00
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• Require training in primary care clinician curriculums 
and continuing education for the recognition, 
diagnosis, and treatment of mental disorders in the 
elderly.

Strategy 15: Address Deficiencies 
in Nursing Homes
Of the older adults living in nursing homes, two-thirds
have a mental disorder. However, Medicaid policies have
discouraged nursing homes from providing specialized
mental health services, and Medicaid reimbursements for
nursing home patients have been too low to provide a
strong incentive for participation by highly trained men-
tal health providers. The emphasis on community-based
care, combined with inadequate nursing home reim-
bursement policies, has limited the development of inno-
vative mental health services in nursing homes. Major
barriers persist in the delivery of appropriate care to nurs-
ing home residents with mental illness. The facilities have
not been equipped to manage the older adults with men-
tal illness.

Policy Recommendations
• Provide incentives to nursing home providers and 

health, mental health, and human service providers to 
develop innovative programs, such as co-location, that 
increase the coordination of care and geographic access
to services, and minimize costs.

• Train nursing home providers (e.g., physicians, nurses,
and nurses aides) to identify symptoms of mental
disorders and to make referrals to mental health 
providers.

• Develop quality assurance guidelines on mental health 
for nursing home facilities.

Mental health is fundamental to health. Good mental
health is critical to ensuring the well-being and full pro-
ductivity of every American. Biological and scientific
advances have made it possible to treat many mental dis-
orders. With proper treatment and care, many individuals
who suffer from mental health or substance abuse disor-
ders can lead productive lives, have successful relation-

ships with other people, and can cope and adapt to
change and adversity.

Yet we have a long way to go in assuring good men-
tal health for all. Vulnerable populations, in particular,
face significant barriers to care. These barriers are finan-
cial and non-financial. The lack of insurance coverage
or ability to finance care is a major barrier to the 
uninsured, working poor, and those living in poverty.
Yet there are other significant non-financial barriers,
including the stigmatization of mental health, the lack
of knowledge regarding mental health and existing
treatment, and the lack of geographically accessible or
culturally competent providers.

This report presented a series of strategies and policy
recommendations to improve access to mental health care.
Broad strategies to improve mental health care, as well as
strategies across the lifespan are presented. Included are
recommendations that are geared toward expanding cov-
erage for mental health and substance abuse services, inte-
grating mental health with primary care, and targeting
specific barriers of vulnerable populations, i.e., poor, low-
income, minority and rural populations.

In many cases, these strategies require new funds.
Yet it is clear that ignoring mental health problems is
costly to individuals and to society. Many of these rec-
ommendations require the acknowledgement of mental
health and a system of accountability toward insuring
quality mental health services. Mental health impacts
more than biological health; it is a component to social
functioning and productivity. As such, the impact of
mental health on education, employment, and well-
being cannot be ignored.

This report by no means presents all the strategies or
solutions to improving access to mental health. This
report does, however, suggest that a multi-pronged
approach will be necessary to ensure the mental health of
all Americans. Improving access to mental health services
will enhance the health and well-being of individuals and
our society.

CONCLUSION
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