([BBS

Y Board of

1625 North Marker Blvd.
Suite S-200

Sacramento, CA 95834
(916) 574-7830

7DD (916) 332-1700

Fax (916) 574-8625

www.bbs.ca.gov

Arnold Schwarzenegger
Governor

State of California

State and Consumer
Services Agency

Department of
Consumer Affairs

Behavioral
Sciences

MEETING NOTICE

Marriage and Family Therapist Education Committee

VI.

VII.

VIII.

September 28, 2007
San Diego State University
Dede Alpert Center for Community Engagement
4283 EIl Cajon Boulevard
Suite #240
San Diego, CA 92105
(858) 829-1150

9:00 a.m. —2:00 p.m.
Introductions
Review and Approval of March 9, 2007 Committee Meeting Minutes
Review and Approval of June 15, 2007 Committee Meeting Minutes

Discussion of Draft Implementation Timelines for Curriculum Revisions

Discussion of Draft Curriculum Relating to Addictions and Co-Occurring
Disorders

Discussion of Competency Assessment in MFT Education Programs
Discussion of Draft Proposed Revisions to Curriculum Statutes
Future Meeting Dates

Suggestions for Future Agenda ltems

Public Comment for Items Not on the Agenda

Public Comment on items of discussion will be taken during each item. Time limitations will be

determined by the Chairperson. Items will be considered in the order listed. Times are

approximate and subject to change. Action may be taken on any item listed on the Agenda.

THIS AGENDA AS WELL AS BOARD MEETING MINUTES CAN BE FOUND ON THE BOARD

OF BEHAVIORAL SCIENCES WEBSITE AT www.bbs.ca.gov

NOTICE: The meeting facilities are accessible to persons with disabilities. Please make
requests for accommodations to the attention of Christina Kitamura at the Board of Behavioral
Sciences, 1625 N. Market Boulevard, Suite S-200, Sacramento, CA 95834, or by phone at 916-
574-7835, no later than one week prior to the meeting. If you have any questions please
contact the Board at (916) 574-7835.
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DRAFT MEETING MINUTES

Marriage and Family Therapist Education Committee
March 9, 2007
Golden Gate University
536 Mission Street
San Francisco, CA 94105

Committee Members Present: Staff Present:

Dr. lan Russ, MFT, Committee and Board Chair Paul Riches, Executive Officer

Donna DiGiorgio Mona Maggio, Assistant Executive Officer
Karen Pines Justin Sotelo, Regulation Analyst

l. Introductions
The meeting was called to order at approximately 10:00 a.m. Dr. Russ thanked Golden
Gate University for hosting the meeting. He then introduced the committee members
and staff present. Audience members introduced themselves. Dr. Russ invited
audience members to contact him with comments after the meeting, and encouraged
everyone's participation.

Dr. Russ provided a review of the many issues that the Committee has looked at
during its prior meetings. He invited people to contact him after the meeting if they
have comments regarding any of those issues.

. Review and Approval of July 21, 2006 Committee Meeting Minutes

The Committee concurred to approve the July 21, 2006 minutes of the MFT Education
Committee.

lll.  Review and Approval of October 27, 2006 Committee Meeting Minutes
The Committee concurred to approve the October 27, 2006 minutes of the MFT
Education Committee.

IV. Review and Approval of December 8, 2006 Committee Meeting Minutes
The Committee concurred to approve the December 8, 2006 minutes of the MFT
Education Committee.



Presentation by Marianne Baptista, MFT on Training in Recovery Models
Dr. Russ welcomed Ms. Baptista who is the Training and Education Coordinator for the
California Association of Social Rehabilitation Agencies (CASRA).

Ms. Baptista explained that she has worked in public mental health for over 20 years,
primarily with adult populations and in nonprofit agencies. She has provided direct
service and supervision to MFT and MSW students and interns. She recently provided
training to Madera County regarding the Mental Health Services Act (MHSA) which
gave her a new look at what people were coming into these jobs with, including an
interesting group of consumers who were asked to come to the training prior to being
hired for positions in a drop-in counseling center, as well as people who had been
licensed for a number of years and people who had just graduated. Ms. Baptista also
participated in the MFT DACUM process.

Ms. Baptista explained that she is going to present on more than just the recovery
model because if you take away the jargon, everybody is on the same page. She
stated her belief that she doesn’t think there is anybody who doesn’t believe that
change is possible, and that it is possible for everyone - people can lead more
satisfying lives. That is basically what the recovery model is all about, believing that
recovery is possible, and holding that belief for somebody who cannot believe it for
themselves.

She explained that the recovery model talks about being person-centered, which
means helping people work on their goals and focusing on the quality of life, which
MFTs in general are trained to do by helping people to better operate in their
community or family. The recovery model engages the whole person, meaning it is a
holistic approach. Ms. Baptista explained that she mainly learned how to be a therapist
during her practicum and internship. She believes that is where people will learn the
specific strategies to provide recovery-oriented services, more so than in the
classroom.

Ms. Baptista explained that in general, MFT programs train people to work with clients
who have insurance or that can pay. There are huge issues that come up when
working with people who live in poverty. For example, she used to work with an
agency who received funding through HUD to provide housing, and one of the
requirements was that people had to be homeless. However, once people were
placed, they were soon leaving. There was a lack of understanding that the culture of
homeless is very powerful, there is a strong sense of community, and a lot of
protection, and people are very drawn to that. They thought by just putting a roof over
their head and having food available that the clients should be overjoyed. They weren’t
aware of the powerful pull to that community that people had developed. And those are
the kinds of things that people can be taught. Another example is the person who calls
their therapist to cancel an appointment saying they can’t go outside, there are people
who are trying to kill them. Well that could be true, and doesn’t necessarily mean that
this person is delusional, depending where they live and the dangers in their
environment.

Therapists need to be aware of the laws, benefits available, and the Americans with
Disabilities Act. Therapists also need to be prepared to work with people who have
serious mental illness. She described how a lot of people with serious mental iliness
have very complicated presentations, often with more than one diagnoses, and this is
more than people in private practice are used to dealing with. Also the family dynamics
and cultural issues are different. For example, how people describe the symptoms of
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their mental illness varies widely, so it isn’t just a matter of communication style or
values around getting treatment, people can describe physical and emotional
symptoms in different ways and you have to try to get a sense of what it is they‘re
talking about.

Ms. Baptista explained that medication along with psychosocial intervention are now
considered best practices for people with serious mental iliness. She is aware that
some people in private practice will not work with someone with a serious mental
illness, and believes that this really undermines the profession. When people seek out
therapy, there needs to be people in private practice who will work with this population.

She explained that the practitioner works as part of a team which can include family
members and others in the community, a nurse, case manager, counselor at their
residential treatment program and others. Together those people form the team that
helps the client accomplish their goals. The client has to approve that all of those
people are on their team, but it is very different than the model of the one hour therapy
session. Therapists are often working in the community, so we often have a session
with clients at a restaurant, in the car, at their home, or anywhere in the community.
Services are scheduled as needed, and it can be a 15-minute appointment or session
that ends up taking half of a day, based on the client’'s needs.

Recovery-oriented services presents a different therapeutic relationship, quite different
from a private practice. The relationship with the client, while always ethical, can be
personal. The client can know what the therapist did over the weekend, or what movie
you saw. Both people get to know each other as human beings. She clarified that she
is not talking about being friends with the client, but showing that the therapist is a
human being. Boundaries are less defined because of the way the therapist works with
the person. There may be social events where clients and staff interact. This makes
maintaining boundaries very tricky because the therapist still has to maintain
boundaries, but they move all the time. It requires a skilled supervisor to help people
work through these things. We teach that therapists have to be intentional about the
decisions they make about boundaries. We can’t just say it's a dual relationship, so
don’t do it. The therapist has to look at what the client wants, what feels right to the
therapist, are their clinical implications to what the client is asking for so that you might
not want to do it. For example, there could be a female client who says to her male
therapist that she is so depressed and she could use a hug. But if she has been
sexually abused, that is probably not appropriate.

So the challenge is to determine what material can be incorporated into existing
courses, to develop a fundamentals of public mental health course, and to look at
internships in public mental health settings. The one change that would have the most
effect would be to provide a facilitator from public mental health in practicum seminars.
Ms. Baptista then offered to answer questions from the audience.

Janlee Wong from the National Association of Social Workers California (NASW)
stated that the recovery model tends to be comprehensive, but funding is typically for
minimal services. He asked how the recovery model would be able to do this
integration when the government says no. Ms. Baptista responded that you have to be
creative about how services are obtained for people, and that can be done by
engaging the community. Often it may be the churches, or it may be housing
resources. For example, there may be three clients who need housing and the
therapist introduces them to each other and helps them find a place together. Also, it is



the MHSA-funded programs which are mandated to do the recovery model, so that
funding is there, but hopefully that will spill over to other government programs.

Mary Riemersma from the California Association of Marriage and Family Therapists
(CAMFT) asked what other kinds of things need to be done within the educational
system other than a facilitator during practicum. Ms. Baptista stated that it could be
addressed in a lot of foundational coursework. The issues of the methods, such as
working as a team, the therapeutic relationship and boundaries are best addressed in
a practicum seminar, and it needs to be done by someone who understands the reality
of the public mental health system. Issues also need to be addressed in law and ethics
courses, especially the differences in different settings. For example, many people do
not understand that some dual relationships can be beneficial.

Dr. Russ stated that therapists all put clients together in group therapy, but if a
therapist had a contract with a person for individual therapy and then started
introducing them to others who are also in individual therapy and they also have that
contract that implies that their therapy is private and confidential, then there might be a
problem. When there are people in group therapy, that contract is different with a
different set of goals. It needs to be explained in ethics classes that if you‘'re working
for a clinic, then there are different rules than private practice, that the contract is with
the clinic.

Olivia Loewy from the American Association for Marital and Family Therapy, California
Division (AAMFT-CA) commented that as far as she knows, most agencies do have
paperwork and explanations when there is an intake process that designates the
treatment model and what to expect. She addressed Ms. Baptista and stated that this
is a paradigm shift in terms of what constitutes professionalism in those different
settings. She likes the suggestion of having a public mental health representative in
the practicum. Her own experience in a community mental health center when taking
in students was that there were contracts and a formal relationship between the
schools and the agency. But that was usually the end of it, there was a disconnect.
She did not get visits from the schools to see how the students were doing, and maybe
they could find a way to connect such as through the regional collaboratives.

Ms. Riemersma stated that she takes several calls every week from interns and
trainees working in the public sector, and they very often say the director of their
agency expects them to share confidential information, but they are concerned
because their relationship is with the client. That is one tiny piece that needs to be
conveyed early on, that when you work for an agency, the client is a client of that
agency, and information is shared with virtually everybody in the agency.

Ms. Baptista responded that it goes even further than that, that the client actually owns
the information, so if they want the therapist to share information, it is really up to
them. Mr. Riches stated that it may be a small concept, but it is a concept with huge
implications. It speaks to the underlying philosophy that you're not treating the
diagnosis, you're treating the person, and that person has connections all over the
community. There has been a certain amount of formalism in the traditional private
practice model and people tend to reflexively follow the rule of thumb rather than being
thoughtful and careful about boundaries and sharing information.

Ms. Baptista responded that it is much more complicated work, where you have to
evaluate for each client what is appropriate. Dr. Russ stated that within the agency, the
trainee still needs to understand that once you reach outside the agency to talk with
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VI.

the private psychiatrist who is not a member of the agency that the law requires
documentation, releases, etc. so the agency still needs the permission to do that.

Dr. Russ stated that as a therapist, he shares personal information from time to time,
which makes him ask himself whether it was about the client, or something else. It
does get into difficult areas and we need to help people understand that there are
different levels of mistakes, and the group can help monitor that. People who work in
isolation don’t get that. Ms. Baptista responded that this client population has often
been seen in many different therapy settings by the time they qualify for help in the
public sector, and traditionally they have been treated in a way in which they are not
much included in their treatment. When she does supervision, she advises clinicians
not to do anything just because it felt right, they need to be strategic about whatever
they do, including self-disclosure. Therapists should do it because they see in some
way it will benefit the the client. One of the benefits of hiring consumers in mental
health positions is that they can bring that sense of hope and that people can get
better, and it is important for them to share some of those experiences. We are really
looking at having a relationship with people to the extent that it is possible, as their
equal. It is important is that the therapist is comfortable with disclosures, and to know
their own personal limits. This therapeutic model is more personal.

Ms. Riemersma responded to Ms. Baptista regarding the use of creativity to resolve
issues. She is not sure that this is one of those things that can be taught, but is limited
in the education that people get. This may be due to the fear of legal and ethical
limitations. People get fearful of doing things that are unusual or outside the norm
because they don't feel they have the latitude because things are very structured.

An audience member stated that any good therapist is creative, and although they
might not come out of school that way. Once therapists get over the fear that they
might make a mistake, people grow in that direction. Dr. Russ stated that this is largely
about being creative, but the elements must be learned and practiced a lot and as that
happens creativity grows. The board is concerned about the minimum competency to
enter the field, to know that the basics are there so that people can grow down the line.

Presentation by Rusty Selix of California Council of Community Mental Health
Agencies

Dr. Russ introduced Adrian Schilton, a Senior Policy Analyst with the California
Council of Community Mental Health Agencies (CCMHA), a statewide trade
association whose members are the primary providers of mental health and substance
abuse services in California. Rusty Selix is their Executive Director, who was a co-
author of Proposition 63. This is a follow-up presentation to one that was made to the
board a couple of months ago in which he articulated some of the workforce
challenges that the member agencies are having. We have been working with CAMFT
and AAMFT, and have confirmed that there are plenty of people seeking work, but
they don’'t have the training to be strong candidates. So in response to these
challenges, their policy committee initiated a process to obtain information from their
members, surveying the skills they need to be a strong candidate for public service.

The purpose of the survey was to list specific competencies and elicit opinions about
MFT preparedness. She clarified that Council members are not in a position to
recommend specific changes to MFT educational requirements. They received 26
agency responses to their survey, which represents 5,485 employees. Ms. Schilton
then reviewed the results of the survey with the audience.
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Ms. Schilton introduced Neil Sternberg from Victor Treatment Centers, one of their
member agencies, to help articulate how these recommendations could help his and
other agencies. Mr. Sternberg stated that his agency is one of the largest nonprofits in
the state, serving over 3,000 clients per year in 11 different sites. They employ many
MFTs and MFT Interns. He stated that Ms. Baptista already said nearly everything he
was prepared to say. The supervisors he employs feel that most professional staff is
unprepared for the work for the reasons that Ms. Baptista articulated. Additionally, his
agency is having a very difficult time acquiring clinical supervisors. Another issue is
that a majority of their staff works well with individuals but have difficulty working with
families as a whole. They also have difficulty forming a therapeutic relationship, and
have difficulty writing therapeutic plans and progress notes. The state does a lot of
auditing, so they have had to get good at documentation, and are spending a
tremendous amount of time doing it. If they could hire someone who knows how to do
document well, they would be extremely valuable. Dr. Russ asked whether
documentation is a skill that could be taught in a classroom. Mr. Sternberg responded
that yes, he believes it could be done as there are fairly standard requirements that
could be taught. Mr. Riches asked whether his agency provided training that he could
share with the Committee. Mr. Sternberg said yes, but it would be great if a number of
agencies would get together for that training. Additionally, a manual regarding
documentation for the state is being created.

Ms. Riemersma stated that they have been led to believe that each agency requires
different types of documentation. Mr. Sternberg responded that he believes that it is
fairly consistent from one agency to another.

Mr. Wong asked whether the goal of these notes were for practice or for billing. Mr.
Sternberg responded that it is a valuable clinical tool, which then results in good notes
for billing. Mr. Wong asked whether the audits are done by auditors or practitioners.
Mr. Steinberg responded that most auditors are practitioners. Mr. Sternberg clarified
that documentation is a fairly small piece, but he is just giving it as an example of one
of the skills that is needed.

Ms. Roye asked Mr. Sternberg to talk about the other challenges that his agency is
facing in terms of clinician preparedness. Mr. Sternberg responded that probably one
of the largest issues is having the therapist understand the importance of the whole
family, to convince therapists that to get the best outcome, the family must be involved.
It can be very uncomfortable and anxiety-producing to work with challenging families. It
is the hardest part of the work, and most of the therapists would prefer to work with the
individual.

Dr. Russ asked whether MFTs have this same problem. Mr. Sternberg responded that
if you asked his clinical supervisors, they would say that MSWSs are better prepared
than MFTs to work with families given the population of severely mentally ill that his
agency serves. This is the case with both interns and licensees. Mr. Riches stated that
applicants often struggle to get their required 500 hours in providing group or family
therapy. Mr. Sternberg stated that there is often a lack of practical experience in this
area.

Ms. Riemersma explained that much of the time MFT interns are working in the
schools, with kids, but they are not able to provide services to families. This is also the
case in private practice. Those opportunities are few and far between. Mr. Sternberg
stated that there is a cultural bias that the reason a child is having a problem is
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because of the family; therefore therapists want to only treat the child. It is very difficult
changing the belief system to the recovery model, bringing everybody together to
serve the client. He believes that this happens during training in school, which is
frequently based on a medical model for the individual.

Dr. Russ asked the schools to respond. An audience member stated that their
curriculum supports working with families, so she was surprised to hear that. Dr. Russ
asked whether this represents the experience of the CCMHA. Ms. Schilton responded
yes, it does. Dr. Russ asked whether this conversation could be put out to all of their
members to get some feedback, as this is pretty powerful, and a big challenge to their
identity as family therapists.

An audience member stated that at least 50% of her students are placed in a
community mental health setting. It is her experience that many of her students do get
some family work, but it is difficult, and a lot of families don’t come in. There is a family
systems approach even if you are working with an individual.

An audience member asked whether the students are unprepared, or do they just not
want to work with families. Mr. Sternberg said that it is not clear. Dr. Russ stated that
the family approach is best for issues like substance abuse and sexual abuse.

Ms. Baptista stated that public mental health clients can have incredibly complicated
presentations. She guessed that when people get their experience, unless they work
with that population, they aren’t getting that experience of working with really disabled
families. That is probably the main factor, that they don’t have that experience, and
these families probably way more complicated than an intern would be given anyway.

Ms. DiGiorgio stated she is hearing that there is a huge disconnect. Students are
getting the education, but they are not getting the experience in family systems. Dr.
Russ stated there may possibly be a bigger disconnect, where the schools are thinking
they are providing the right education, and the students leave feeling that they didn’t
get it. Ms. Riemersma stated that people can only learn something if they have the
chance to apply it.

An audience member stated that we are asking people to work with severely
dysfunctional and mentally ill people, and if people are saying they aren’t ready for it,
they are probably right. This information has to be learned in both the classroom and
out in the field. They are being trained how to approach families in the school setting,
but there is no mentorship in the practicum, so people are unprepared.

Ms. Loewy stated that people are trained in family or systems therapy, and when you
work with adult populations in those settings, there are often no families. We need to
learn to deal with the larger scope and train people to work with the whole system.

Mr. Wong stated that he is bothered by what looks like pathologizing of families, if you
approach families no matter what is going on with them using the recovery model, it is
not impossible or hopeless, families can be brought back into some semblance of
recovery, but there has to be the right approach.

Mr. Riches stated he feels there is a mentorship gap. The toolbox is being provided,
but there is not an infrastructure out there to learn from someone who is experienced
performing the therapy.



Mr. Sternberg stated that their clinical supervisors in general frequently express that
MSWs are better prepared than the MFTs. He doesn’t know what the differences are
in the curriculum and has no evidence to support it, but that is the feedback they are
getting. Mr. Sternberg admitted that agencies are part of the problem, they don’'t have
a mentorship program and don’t provide enough training. It is not an easy problem to
solve.

Ms. Riemersma asked the MSWs are getting in school that helps them to be better
prepared. An audience member stated that they get case management and resources.
Ms. Riemersma clarified that she meant related to family therapy. Mr. Sternberg
explained that if you are doing a lot of case management, you are bringing a lot of
people together, so that may be a component. Mr. Riches clarified that what he is
hearing in the discussion is the mindset exhibited on the part of the interns - the
acquisition of some of those skills affects how you think about problems.

Dr. Russ stated there would be two more of meetings of the Committee, so he asked
the community to discuss this, possibly through the Internet and professional
newsletters, and ask people to respond because it is a big issue. He thanked the
presenters and complimented them on the report, and expressed his hope that the
schools would make use of this important information.

VIl. Discussion of Draft Revisions to Curriculum Statutes

Dr. Russ stated that the draft represents the progression of the thinking by the
Committee, and puts it out to the public in a concrete way. He emphasized that it is a
concept draft which reflects feedback from conversations during these meetings that
will eventually result in legislation at the end of the process. Dr. Russ and Mr. Riches
pointed out the changes since the last concept draft.

Ms. Riemersma suggested that if terms like recovery and resilience are going to be
included, maybe a brief definition of those terms should be included. She also
suggested there be an emphasis on severe mental illness because a lot of schools
believe that MFTs cannot treat severe mental illness. She also suggested adding to
systems of care “for the severely mentally ill.”

Mr. Riches asked whether the draft is getting closer to what should be captured in
terms of involving consumers in MFT education. Dr. Russ suggested adding their
experience in the treatment of mental illness, or in the systems of mental health, as
opposed to just their experience of mental illness.

Ms. Loewy stated her belief that bringing consumers or agency staff in as teachers and
instructors would enrich the educational experience in relation to public mental health.
An audience member stated that she would add family members to that also. Another
audience member stated that they bring in family members to their agency to give
talks, and that can be very powerful. Dr. Russ stated that the other side of it is the
impact that severe mental illness has on the family, even at lower levels such as
severe ADHD. We have to understand the reciprocal quality that illness has on families
and communities including isolation and humiliation.

Mr. Wong stated that he sees that recovery is included in the concept draft, but does
not see that methods and service delivery using the recovery model have been
included.



Dr. Russ stated that we have to add specific coursework in documentation of
diagnosis, planning and progress, and that the progress will be measured in certain
ways, so that it really is clear. This will eventually translate into the board sending out
inquiries to schools regarding where and how these are taught within the curriculum.

Mr. Riches stated that there are several implicit bargains in this draft. We have heard
and are respectful of the fact that an enormous amount of material is being taught
within the required 48 units, and a great many are no longer 48 unit programs, so we
respect that schools will have to be teaching a lot of new content. There is an
enormous amount of flexibility being given in this draft. There are virtually no specific
unit or hour requirements. Its basically for the schools to figure out, which will create
difficulties with specific organizations who have worked to require specific content with
a specific number of units. If schools want this flexibility, they need to be prepared to
fight for it with us.

Ms. Riemersma asked what has not been included in the draft from current law. Mr.
Riches stated that none of the content requirements have been removed, except for
specific unit requirements. An educator remarked that this seems very sensible.

Ms. Riemersma stated as an example, that it was a particular legislator’s interest that a
specific number of hours in aging and long-term care be required, and she asked if we
expect to run into any difficulty. Mr. Riches responded yes, that is what he was
referring to, and that we are prepared to go there, but people need to stand together
with us if it is going to work. Ms. Riemersma responded that she likes the flexibility and
believes it should be less objectionable to some of the schools because it gives the
educators discretion.

Dr. Russ stated this also goes along with the direction of AAMFT in looking at schools
as competent in terms of competency issues for accreditation. Ms. Loewy responded
that schools are designing curriculum in relation to competencies, and the MFT
licensing examination backs that up. People will be getting what they need because
they will need to pass the test. It seems a much more respectful way to set this up.

Mr. Riches asked if we need to look at adding units and in the past people have said
no, but given that we are adding new competencies in public mental health, these
could be offered as an extension program, not necessarily as credit level courses. An
educator responded that she would like to require everything. Another educator stated
that it would be easier on students who are getting financial aid to require everything.
Another educator stated it would make more sense to require it so that it could be
integrated into courses, which makes it more meaningful instead of learning things
here and there. An educator from Sonoma State asked that extension courses remain
an option because budgetary limitations to hire faculty are so severe, and they may not
have the faculty available to teach it in-house.

Dr. Russ said he is hearing that 48 units may not be enough to cover everything, so
should units be added or do require the topic but not the units. And if we do it that way,
does it diminish accountability.

An educator stated that if something is required in their degree program, it sets a tone
for the philosophy of their curriculum. If we don’t include it as part of the program,
students won’t understand it as a shift in the philosophy of treatment.



VIII.

Ms. DiGiorgio asked if some of the proposed new content could be integrated into
existing coursework. Several audience members responded that it would be a
challenge.

Dr. Russ stated that he is hearing that this draft really is covering largely what the
curriculum needs to cover, and that some people feel it is clear that this additional
content cannot be covered in 48 units, or within the existing units for their program.

Dr. Benjamin Caldwell responded that Alliant already has a 50-unit program, and he
would rather see the content be required as part of the program because it is a
fundamental shift taking place. It is a struggle any time they think about adding units
because graduate school is expensive, each unit costs $900, so it becomes an access
issue as more units are added.

Dr. Russ stated that we are in the process of trying to figure out how to get people
from a variety of cultures to pursue this as a career and now we are talking about
increasing the cost of programs.

Mr. Wong stated that it sounds like there is a need to increase the number of units
because material would be added. Mr. Riemersma asked Mr. Wong how many units
are required for social work programs. Mr. Wong responded that 60 units are required.
Ms. Riemersma stated that this is interesting because social work schools are
attracting a more diverse student body even with the higher number of units. Dr. Russ
stated that the licensed professional counselor proponents that they would require 60
units after several years.

Mr. Riches stated that it is hard to envision not needing to add material, and that
discussion is done, we are adding significant material. He stated that there are three
choices. The first option is to add content up front as part of the degree program within
existing units. The second, in response to state schools who have a tough time
changing content, is an alternative delivery mechanism. The third option is to
rebalance the existing curriculum by adding some content and taking some away,
which would be difficult.

Dr. Russ stated that he has reviewed the content requirements many times and cannot
find anything that can or should be removed.

An audience member stated that when you have a program that is already at 60 units,
which is the maximum the system will allow, it will have to be rebalanced.

Dr. Russ encouraged people to tell other faculty about the proposed changes and
where they stand, and that it will affect the students, the teaching, and the schools. He
asked them to have discussions, because it is very important that people be aware
and on board with the changes.

Future Meeting Dates

The following dates were suggested for future meetings:

Friday, June 15, 2007 in Sacramento;
Friday, September 28, 2007 with the location to be announced.
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XI.  Suggestions for Future Agenda ltems

Ms. Schilton requested a follow-up regarding the school’'s response to CCMHA's
survey. Dr. Russ stated there is a listserv where this could be put out and the
responses would be forwarded. Ms. Riemersma stated that CAMFT has a listserv for
the schools and it is not being used, so it is ready to go if needed. Additionally, several
of the consortia have already been given the survey’s results.

The meeting was adjourned at approximately 12:38 p.m.
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DRAFT
Marriage and Family Therapist Education Committee
June 15, 2007
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MEMBERS PRESENT MEMBERS ABSENT
Dr. lan Russ, MFT, Committee Chair, Board Chair None

Gordonna DiGiorgio, Public Member

Karen Pines, Board Volunteer

STAFF PRESENT GUEST LIST
Paul Riches, Executive Officer On File
Mona Maggio, Assistant Executive Officer

Christy Berger, Legislation Analyst

Christina Kitamura, Administrative Assistant

Introductions

Dr. lan Russ, Committee Chair, called the meeting to order at 10:07 a.m. Audience
members and staff introduced themselves. Committee members introduced themselves
in place of roll, and a quorum was established.

Review and Approval of March 9, 2007 Committee Meeting Minutes

Dr. Russ postponed the approval of the March 9, 2007 meeting minutes for the next
Committee meeting.

Discussion with Clients and Family Members Regarding Therapy Experiences
Consumers of therapy and their family members were invited to provide their input and
to discuss their experiences with therapy. Their names were obtained from the

California Mental Health Planning Council as part of their expert pool of consumers and
family members.



One of the core values of the Mental Health Services Act (MHSA) is to “increase
consumer and family member involvement in policy, program development, and
employment in service delivery and behavioral health administration.” The MHSA
requires that California develop an education and training plan for future and current
mental health professionals that includes consumers, in order to allow the integration of
the consumer perspective into education and training programs.

Dr. Russ asked the guests to discuss their experiences when encountering

professionals. The questions that Dr. Russ asked were:

o Did you feel that the professionals were trained?

¢ Did they know the issues?

e Did they know the community?

o Were they able to be helpful? If so, how did that work? If not, what can be done
better?

¢ What was helpful?

Marilyn Hillerman of Elk Grove shared that she has a daughter who is bipolar and a
father who has schizophrenia. When she discovered that her daughter was bipolar, she
immediately sought counseling for herself. Finding therapists that specialize in bipolar
disorders was difficult. She did not know where to go to seek a therapist. A helpful
resource was a support group, Depression Bipolar Support Alliance (BBSA). BBSA had
all the resources that she and her daughter needed. Ms. Hillerman stated that the
Mental Health Association was another helpful resource. The therapist suggested to Ms.
Hillerman to educate herself by visiting Stanford and UC Davis, and to attend lectures to
get an understanding. The most important thing for Ms. Hillerman was finding the right
therapist.

Dave Schroeder of North Highlands shared his experiences. He had been in and out of
therapy since he was a child. He was not diagnosed until later in his adult years. In all
of his therapy, no one understood his life. No one looked at him as a person in a holistic
manner. No one could help him understand why he could not deal with life in the same
manner that other people could, how to live with his diagnosis, and what skills he
needed to live with his diagnosis. He joined a support group which was very helpful. Mr.
Schroeder stated that schools do not put a face to those who are suffering. Students
should meet people with mental illnesses. The reality of what people with mental
illnesses experience is missing from the curriculum. Mental health illnesses are not
consistent from generation to generation and from culture to culture.

Sandra Sertyn of Sacramento shared her experience as a parent whose children
received mental health services. She was motivated to enroll in an MFT program at
Phoenix University because of the roadblocks she experienced. Ms. Sertyn stated that
curriculum does not include the knowledge of the culture of the family. She struggled to
understand her adopted daughter who has Fetal Alcohol Attachment Disorder, even
though she educated herself. What helped was the “wrap around philosophy” and the
idea of looking at families as a unit. Role-playing in school is not helpful because it did
not expose the student to the real life people with the disorders. The practicum
requirement is very important because it provides for exposure to the people attached to
the disorders because there is a big difference between the textbooks and the people
with the disorders.

Nancy Smith of Lathrop shared her family’s experiences. She has an adult son who was
in therapy since the age of 12, resided in a small rural town, and could not afford
services. Catholic Social Services offered marriage and family counseling which helped



through the school years up to high school. At that point, her son began self-medicating
with drugs. The family sought another therapist through Catholic Social Services. Her
son had a psychotic break at the age of 19, and was sent to county mental health
services and was in the mental health unit for 2 weeks. He was diagnosed with bipolar
disorder. Ms. Smith joined the National Alliance on Mental Illiness (NAMI). NAMI and
their support group were very helpful. After the mental health unit, her son went to a
halfway house, and learned how to live again. He had a counselor at that point who
helped him through the system and was a friend to him. It is important to have a
therapist on the team with a caseworker and doctor. Five years later while in college, he
had another episode and was diagnosed with schizoaffective disorder. After he was
released from the hospital, he did not have the treatment that was needed; he only had a
doctor as caseworker. Ms. Smith continued with support groups; however, her son did
not have a therapist during this time. Later he found a therapist who helped with his
mental illness and his drug problem. Prior to that, he was sent back and forth between
mental health professionals and drug rehabilitation services, and that continued for
years. After his third episode, he did not get much help. The county was cutting back
on services, and he was put on medication. He would get a phone call to see how he
was doing, but he was not doing well nor was he taking his medication, and became
resistant to help. He got in trouble with the law and was taken to the county mental
health services. They would not take him and said that he needed to go to jail. He went
back and forth between prison and county mental health. He went to the mental health
court which referred him to Atascadero State Hospital, where he received better
treatment than through the county mental health system. She sought several counselors
herself to get through this. Ms. Smith explained that it is important for treatments to be
affordable and to feel there is a gain from treatment. Support groups along with the
combination of caseworkers, doctors, and therapists are most helpful.

Warren Treacher of Davis shared his family’s experiences. Mr. Treacher has a sister
who was diagnosed with bipolar disorder when she was 19 years old. The only help
they could get was when she was in a crisis, through 51/50. She understood the system
very well, and was considered to be a pain to the hospitals because she would file
grievances. She was declared 51/50 six times in two weeks in the same county, and
would be kicked out. She never received help until she would be declared 52/50, and
was admitted somewhere long enough for Mr. Treacher to write letters to the director
explaining her history so they would keep her hospitalized. Another problem was that
because she is an adult, Mr. Treacher could not talk to therapists unless his sister gave
permission, which she usually would not do. Another problem was the disconnect
between the medical and mental health professionals. She was in the hospital to have a
hip replacement and had a manic episode while in the hospital. Mr. Treacher urged
medical professionals to get her a psychological evaluation before they released her.
The medical professionals ignored Mr. Treacher and released his sister without notifying
the family. Twelve hours later, she was declared 51/50. She never received the
required therapy for her hip replacement. Currently, she has not had a manic episode in
four years because she has been depressed for four years. So she is not on the radar
and therefore, is not getting help because she is not “a big issue.” She has her regular
appointments to get her medications, but does not get the help she needs. One another
issue, Mr. Treacher and his wife went to a therapist to address both of their depression.
The therapist spent the first 45 minutes describing legalities, privacy, and other issues.
After the 5™ session, they became discouraged and stopped going to therapy because
the therapist was not listening to them.

Ms. Pines asked if it mattered if mental health professionals were licensed or not, and if
so, if it mattered if they were a LCSW, MFT, or a psychologist.



Ms. Hillerman responded that it did not matter. What mattered was if the individual
related with the client and the chemistry they had with the client. What was important is
that the therapist believed in her daughter’s recovery, and that played a significant role in
her recovery because he believed in her when she was not able to believe in herself. It
is important for the therapist to treat the whole individual, not just the disorder.

Mr. Schroeder responded that most individuals do not care about titles because they’re
looking for a person to help them accomplish what the individual cannot do for himself or
herself. The feeling and connection that the professional makes with the individual is
what matters.

Mr. Treacher responded that the professionals who have the most acronyms behind
their name have the least amount of time to help the clients and their families. His sister
usually gets the best help when she goes to jail.

Dr. Russ asked if the professionals in the system were (1) were caring, (2) were helpful
to the families, (3) had a general knowledge of the issues.

Ms. Smith responded that none of counselors told her that her son had a mental illness
until he was a young adult and entered a psychiatric hospital. It is important to
recognize the symptoms and give an early diagnosis.

Mr. Schroeder responded that most of the people in the public sector are caring. There
is a systematic problem in that there is a lack of resources, staffing, and money. Privacy
laws are a systematic problem that creates barriers for families trying to get involved in
the treatment. It is also a barrier to the therapist when they are trying to get necessary
information to help treat the individual.

Ms. DiGiorgio asked how they found support groups and other resources.

Ms. Hillerman responded that the therapist had access to resources and referred her to
the support groups.

Ms. Smith responded that the mental health system referred them to other resources.

Mr. Schroeder responded that when he ran away from the hospital, he met a person
going through the same thing. This person invited him to a support group.

Ms. Sertyn found her resources through her own research; one example was as the
Internet.

Mr. Treacher received recommendations through his friends and family.

Ms. Sertyn added that it is helpful to have collaborations and community resources,
which is not stressed in her schooling.

Dr. Russ assured the clients and family members who shared their experiences that
their voices are heard not only by the Committee, but also by the schools and the
Department of Mental Health (DMH) in attendance, to inspire and create programs and
education that is going to be effective. The Committee is taking this information and will
decide what is going to be mandated so that people better serve in public service and in
private practice, to inspire people to serve in rural areas and in areas where clients
cannot afford services.



Mr. Schroeder stated that the best teaching tool would be for the schools to invite the
consumers and family members to share their experiences with the students. He
suggested curriculum to involve consumes and family members discussions.

Ms. Smith added that therapists are needed in the prison system because those who are
suffering with mental ilinesses are locked up in jails and prisons.

Discussion of Increasing the Minimum Unit Requirement for Qualifying Degrees

Dr. Russ reported that the Committee is recommending that the MFT program be
increased to a 60-unit program instead of 48 units. Less than a third of the schools
surveyed are already at 60 units. Twenty percent (20%) of the schools are at 48 units.
The Committee is looking for equivalent training amongst master level therapists in
terms of preparation for the community. The MSW program is already a 60-unit
program. The only way that the MFT can be considered an equivalent license and not a
second-tier license is to have a 60-unit program. This would cause some difficulties on
schools in terms of increasing curriculum and tuition. We need to maintain the integrity
of MFTs in the mental health community. We would be doing a disservice to the
community if we did not require a 60-unit program.

Dr. Ben Caldwell, Alliant International University, discussed this with five different

schools. Three positions emerged from those discussions:

1. Support, regardless of the specific changes the Board makes to the curriculum.
More units mean more opportunities.

2. Support, but “going along kicking and screaming” because of increases in tuition and
difficulty in finding quality teachers.

3. Opposition, 60 units is an arbitrary number that is not adequately justified by the
material either in the current licensure standards, in the curriculum standards, or in
the proposed curriculum standards. The number of units required should be driven
by the curriculum and then determining how many units are required for certain
areas.

Art Sanchez, California State University (CSU) Chico, stated that CSU Chico takes in 18
students a year, which means they have only three practicums a year with six students
in the practicum and one faculty member to teach. CSU Chico also has 12 prerequisites
so it is essentially a 60-unit program. CSU Chico has difficulty requesting additional
faculty members because their undergraduate programs drive the resources. Mr.
Sanchez expressed that the curriculum does not stop at 48 units. It should extend
through the 3000 hours and should be approached as the “whole package” and not just
48 units. He invites the idea of 60 units because it puts pressure on his administration to
add more faculty; however, the administration is not committed to its MFT program,
unless outside resources are available. The CSU system has to deal with funding and
the number of faculty.

Dr. Russ asked if the larger programs at other state universities that have 60 unit
programs are able to do so because they have a larger student body.

Mr. Sanchez stated that the only way they can require more units in order to get more
students is if they refer their students out to other agencies to do the practicum. If they
do that, they lose much of their training quality, such as live one-to-one supervision,
videotaping, and two-way mirror supervision.



Dr. Caldwell replied that CSU Sacramento is able to have a 60-unit program because
they are accredited by the Council for Accreditation of Counseling and Related
Educational Programs (CACREP).

Dr. Duncan Wigg, Pepperdine University, stated they Pepperdine’s MFT program is a
48-63 unit program. He asked if some of the important requirements that is proposed for
the curriculum were better placed in the internship period, offering students the
opportunity to develop specializations in specific settings. Dr. Wigg suggested some
thought on considerations of the identity and definition of marriage and family therapist
as set out in regulations now, particularly the emphasis on multi-culturalism and
diversity. There is too much in specifics of the curriculum that is more individualistic,
non-community based.

Sue Ellen Wise, JFK University School of Holistic Studies, stated that she is concerned
about the mandated curriculum, but not so much about the number of units. She asked
how the required curriculum will impact already imbedded specialization, and how it may
dilute programs with unique specializations.

Ray Greenleaf, JFK University, stated that multi-cultural should be imbedded in the
curriculum. Some of these issues are cross-curriculum. It makes sense to place psych
testing into the Diagnosis and Assessment instead of a separate class.

Dr. Russ we’'re not going to eliminate any unit requirements. The idea is to move
towards competencies rather than unit requirements. If the minimum unit requirement
increases, the schools can figure out how to implement it. The knowledge that the
Committee is requesting cannot be done in 48 units. There is a lot needed in the
internships and the practicum. Some of the competencies are practicum competencies.
Social workers have 60-unit programs and 3000 post-graduate hours. Licensed
Professional Counselors (LPC) by the year 2013, are going to be required 60 units and
3000 hours. Dr. Russ expressed that he does not know how this is going to become a
substandard license if it remains at 48 units and the rest is made up in internship.

Mary Riemersma, California Association of Marriage and Family Therapists (CAMFT),
stated it has been over 20 years since the last change in education standards for the
profession. In 20 years, the profession and the settings where the profession is working
has changed. Schools are going to be kicking and screaming when the number of units
are increased. Given what needs to be infused in the curriculum, the only thing that can
be done is increase the number of units but give the schools greater educational
discretion as to how they apply those units. What is to lacking: how to treat co-occurring
disorders, working with severely mentally ill, how to use community resources, and how
to do collaborative treatment. Students need to understand these competencies, so they
can build relationships with clients.

Dr. Olivia Lowey, American Association of Marriage and Family Therapy, (AAMFT)
discussed the AAMFT unit requirements. The Commission on Accreditation for Marriage
and Family Therapy Education (COAMFTE) is 48 units and is competency-directed.
COAMFTE does not have the 60-unit requirement but it does have the competencies
that need to be met, and it is structured and designed to incorporate that.

Barry Lord, Southern California Seminary, stated that they are in the process of
increasing the units to 60. To do this, they also require adding more faculty members.



Presentation on Draft Revisions to Curriculum Statutes by:
Dr. Russ introduced Warren Hayes, Chief of Department of Mental Health (DMH).

Mr. Hayes spoke on his position as Chief of Workforce, Education and Training for the
public mental health system. He has been focused on getting funds towards education
and training efforts. DMH is launching the Workforce, Education and Training
component of the Mental Health Services Act (MHSA). The funds will be applied to
stipend programs and loan repayment programs. DMH is happy to see the Board taking
this direction and addressing the competencies.

Mr. Warren outlined the needs of the public mental health system:

1. The public wants to ensure that someone who is licensed have a solid theoretical
background. Educators are responsible for that.

2. There needs to be more application of practicum to theory. Students need to learn
the theory in the environment to find their place. The public mental health
experience needs to be integrated in the academic experience.

3. The knowledge base or skill sets required to work in the public mental health system.

4. Page 2, Section 4980.37(c)(6) of concept draft for MFT curriculum —
recommendation to expand “resources” and include competencies such as focus
groups for those in recovery, housing, benefit plans, relationships and social
environments, public mental health system and understanding what it is, and the
discipline of collaborative networking.

5. Relationships between internships and practicum - Quality clinical supervision out of
the educator’s control is difficult to find. There is a need to find good environments
for students, and develop dialogue between the schools and the employers
regarding settings in order to get quality supervision and to connect it directly to
theory.

Dr. Russ stated that one criticism is the language used in referring to the “Recovery
Model.” Some educational institutions are concerned that these are “passing terms” that
are being tied to a language, not an idea.

Mr. Riches stated that it is the BBS responsibility to look at the profession every so many
years, research what the profession is doing, and update the regulations as the
profession evolves. The regulations need to evolve as the profession evolves.

Ms. Riemersma stated that she also had concerns with the term “recovery” and if it is a
time-sensitive term. She suggested using a more generic term. She added in regard to
the schools oversight, the intent of the law is that the schools have responsibility for the
trainees’ experience. The schools must have an agreement with each of those work
settings and are to provide oversight. Ms. Riemersma expressed that she is not sure if
the schools are doing as much as they could in this area. For those who are post-
degree, supervision requirements were increased by creating ratios to make ensure
better oversight and more concentrated oversight. They are getting more supervision
than they were once required to get. The downfall is that employers are not necessarily
the responsible parties making sure that is happening, because employers may not be
providing that supervision; the supervisees may be finding supervision on their own.
These are problems that may not be solved because we don’'t have control over those
work settings.

Dr. Russ responded that Joan Walmsley, Board Vice Chair, is looking into those issues
and is going bring forth proposals to the Board over the next one to two years.



VI.

Dr. Wigg asked if the Board has an operational definition of the recovery model concept.
If so, he suggested that the proposed language should include that definition.

Mr. Hayes stated that the Substance Abuse Mental Health Services Administration
(SAMHSA) has a definition for recovery. The definition is operational-based and speaks
to choice, caring, and other concepts. DMH is hesitant in defining the concept in
regulations because it is new in the mental health arena.

Mr. Riches stated that it's a balance between capturing a definition for the concept and
allowing the profession to evolve under that concept. The question is how much do we
want to embody the current understanding versus outlining the core concepts. There is
a need for guidance and discussion that does not have to be statutory or regulatory. A
forum can be created with the Board, educators, consumers and family members to
open a discussion and determine, for our purposes, guidance on what this means.

Dr. Russ invited anyone who has an idea that should be reflected in the language or has
language to offer, to share it with the Committee either at a meeting, through email, or
through a phone call.

Dr. Caldwell will discuss this with his group and bring forth language suggestions.

Discussion of Draft Revisions to Curriculum Statutes

Dr. Russ asked the audience the review the concept draft for MFT curriculum and
provide feedback.

Ms. Riemersma requested that an effective date be considered for this document.

Dr. Russ stated that he would like to see implementing this in the year 2013 since that
would be the year when the LPCs 60-unit curriculum will go into effect, if it passes, and it
gives time for the schools to prepare.

Mr. Sanchez commented on Section 4980.37(c)(5) of the concept draft regarding cultural
competency. He recommended substituting “cultural competency and sensibility” for
“cultural competency sensitivity.” He explained that “sensitivity” tends to objectify
another. “Sensibility” is a marriage of sensitivity and the ability to act on knowledge.

Mr. Riches stated that the language and subject matter relating to substance abuse and
addiction on Section 4980.37(c)(8) of the concept draft needs to be addressed. The
science of substance treatment and addiction treatment has progressed in recent years.
It would be helpful if anyone who has expertise in this area, could review this and make
suggestions in this area.

Ms. Riemersma added that the area of co-occurring disorders also needs to be
addressed.

Ms. Riemersma referred to 4980.37(c)(6) stating that the understanding of the effects of
socio-economic status on behavior and treatment, and available resources are two
separate ideas. She suggested that available resources should be a separate concept
in the language.

Mr. Riches responded that resources are addressed in 4980.37(e).



VII.

VIII.

Mr. Hayes agreed with Ms. Riemersma, recommending giving it a separate number
under 4980.37(c). He also recommended that resources be included in practicum under
4980.37(c)(11).

Dr. Caldwell appreciates the flexibility given to the educators. He asked if this new
curriculum is implemented, how it can be operationalized in terms of establishing to the
Board that the schools have taught these skills.

Mr. Riches responded that the Board may need to revisit the program certification
process. If the requirements are increased, this will put more responsibility on both the
Board and the schools. It will be left to the schools to decide how to cover the material.
The Board and schools will have work together so that the transcripts and the Board's
requirements reconcile.

Dr. Caldwell stated that the schools struggle with the accrediting bodies as they move
toward more an outcome-oriented and competency-based approach.

Mr. Riches stated that he spoke to the accrediting bodies and realizes that they are
changing their approach. The Board has no interest in getting into the accreditation
business, which is why the Board is outlining what the schools are accountable for and
providing that flexibility.

Future Meeting Dates

Mr. Riches reported that the next Committee meeting was scheduled on Friday,
September 28" at CSU San Diego.

Suggestions for Future Agenda Iltems

Mr. Wong requested the discussion regarding the definition of recovery on the agenda.
Ms. Hillerman offered a definition for recovery: to promote concepts key to the recovery
for individuals who have mental illness. Hope, personal empowerment, respect, social

connections, self-responsibility, and self-determination: A plan for each consumer’s
individual needs.

The meeting adjourned at 3:00 p.m.
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To: MFT Education Committee Date: September 21, 2007

From: Christy Berger Telephone: (916) 574-7847
Legislation Analyst

Subject: Discussion of Draft Implementation Timelines for Curriculum Revisions

Backaround
The attached draft implementation timelines for the proposed Marriage and Family Therapist (MFT)

curriculum revisions is intended as a starting point for discussion. These revisions, if approved by the
Board, are expected to be carried in 2008 legislation. If it passes, the legislation would technically take
effect on January 1, 2009. However, in order to give schools enough time to implement the changes, the
legislation would need to contain dates that guide the implementation of the new requirements.

Discussion

Once the legislation passes, the Board plans to work intensively with the schools to implement the new
requirements. Staff estimates that it would take schools about 2.5 years for this process to be completed.
The proposed timeline reflects that schools would begin offering the new degree programs that meet the
new requirements beginning in Fall of 2011. However, the law would not require schools to do this
specifically. Instead, the proposal would require applicants for MFT intern registration or licensure who
graduate on or after July 1, 2014 to meet the new educational requirements. This would provide a
straightforward way for the Board’s application evaluators to determine which applicants must meet the
new requirements. This would require staff to evaluate applicants’ educational qualifications under two
different sets of requirements (“old” and “new”).

So that staff will not have to do this indefinitely, the final component of the timeline is proposed to be a
sunset of the “old” educational requirements. This means that the law pertaining to the “old” educational
requirements would become legally inoperative as of a specific date. It would also mean that once the
“old” requirements sunset, all applicants for MFT intern registration or licensure must meet the new
educational requirements. The proposed sunset date for the “old” educational requirements is January 1,
2018 (nine years after the legislation passes).

For people who graduated prior to July 1, 2014 (under the “old” requirements) who are still gaining hours of
experience or attempting to pass the licensing examinations, this provides at a minimum of 3.5 years to
complete their hours and pass the examinations. People who are unable to complete their hours or pass
the examinations by the sunset date would not be able to qualify for registration or licensure, and would
have to return to school for a remediation program, as discussed in Agenda item VIl. The time period
proposed for completion of the remediation program is prior to January 1, 2023, five years past the sunset
date.

Attachment
Draft Timeline
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DRAFT TIMELINE FOR PROPOSED CHANGES TO
MFT EDUCATIONAL REQUIREMENTS

Time from Passage | Description
of Legislation
January 1, 2009 N/A Legislation takes effect
January 1, 2009 to 1 year BBS works with intensively with schools
December 31, 2009
January 1, 2009 to 2.5 years Schools work to implement new requirements
July 31, 2011
August 1, 2011 2.5 years Degree programs starting now should meet new
requirements
*July 1, 2014 5.5 years Persons graduating on or after this date must
meet new requirements
*January 1, 2018 9 years “Old” educational requirements sunset
*January 1, 2023 14 years Applicants may no longer apply with an “old”
degree, remediation no longer permitted

*Dates proposed to be included in legislation
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From: Christy Berger Telephone: (916) 574-7847
Legislation Analyst

Subject: Discussion of Draft Curriculum Relating to Addictions and Co-Occurring Disorders

Existing statute requires applicants for licensure as a Marriage and Family Therapist (MFT) to have specific

instruction in “alcoholism and other chemical substance dependency.” (BPC § 4980.41(d)) The required
course content for this area is specified in regulation. (16CCR81810) As part of the draft MFT curriculum
revisions, the statute is proposed to be updated to:

¢ Integrate the statute and regulation
o Reflect the broader area of addiction (both substances and behavioral)
¢ Include co-occurring mental health and substance use disorders (co-occurring disorders)

Behavioral addiction is starting to receive more recognition from the State of California, and the
Department of Alcohol and Drug Programs is currently administering a program regarding gambling
addiction. This draft proposal would include instruction in behavioral addiction not limited to gambling,
those that are computer-related (i.e., internet, video games, etc.), shopping, sex, eating, and work.

The term “substance use disorder” is proposed to be included, as this reflects current terminology in the
DSM-IV TR. Co-occurring disorders have also been included, as this population often does not receive
appropriate coordinated or integrated treatment.

The first attachment consists of text that had been proposed at the prior meeting of the Committee, and
indicates the changes that have been suggested since that time. The second attachment shows the
current statute and regulation that govern the curriculum requirements in this area. Should the proposed
curriculum requirements be passed, it would supersede any regulatory requirement.

Attachments
Draft Proposed Curriculum
Current Law
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DRAFT MFT CURRICULUM PROPOSAL
SUBSTANCE ABUSE, ADDICTIONS AND CO-OCCURRING DISORDERS

(8) Provide-specific-instruction-in-substance Substance abuse, co-occurring
disorders, and addiction which-shal-nelude-each including all of the following

areas.

(A) The definition of a 0
the-affected-person: substance use dlsorders COo-occurring dlsorders and
addiction.

(B) Medical aspects of alceholism-and-otherchemical-dependency substance use
disorders and co-occurring disorders.

(C) The effects of psychoactive drug use.

{&)>-(D) Current theories of the etiology of substance abuse and addiction.

{B)-(E) The role of persons and systems that support or compound the substance
abuse and addiction.

{E)X-(F) Major treatment approaches to alcoholism-and-chemical-dependency
identification, evaluation and treatment of substance use disorders, co-
occurring disorders and addiction, including best practices.

{H-(G) Legal aspects of substance abuse.

{&)-(H) Populations at risk with regard to substance abuse use disorders and co-
occurring disorders.

H-() Community resources offering screening, assessment, treatment and
follow-up for the affected person and family.

() _Recognition of substance use disorders, co-occurring disorders and addiction
and appropriate referral.

(J) The prevention of substance abuse use disorders and addiction.

(K) For purposes of this paragraph, “addiction” is defined as a chronic pattern of
behavior that continues despite the direct or indirect adverse consequences
that result from engaging in the behavior. This includes, but is not limited to
substances and behaviors including computer-related, shopping, gambling,
sex, eating, and work.

(L) For purposes of this paragraph, “co-occurring disorders” is defined as a mental
illness and substance abuse diagnosis occurring simultaneously in an
individual.
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BUSINESS AND PROFESSIONS CODE § 4980.41(d)

For persons who began graduate study on or after January 1, 1986, a master's or doctor's
degree qualifying for licensure shall include specific instruction in alcoholism and other chemical
substance dependency as specified by regulation. When coursework in a master's or doctor's

degree program is acquired to satisfy this requirement, it shall be considered as part of the 48
semester or 72 quarter unit requirement contained in Section 4980.40.

16CCR81810. ALCOHOLISM AND OTHER CHEMICAL SUBSTANCE DEPENDENCY
TRAINING

(a) The instruction and training in alcoholism and other chemical substance dependency required
by Sections 4980.41, 4980.80, 4980.90, 4996.2, and 4996.17 of the Code shall consist of not less
than fifteen hours of classroom training or coursework and shall include each of the following

areas:

(1) The definition of alcoholism and other chemical dependency, and the evaluation of the
abuser.

(2) Medical aspects of alcoholism and other chemical dependency.

(3) Current theories of the etiology of substance abuse.

(4) The role of persons and systems that support or compound the abuse.

(5) Major treatment approaches to alcoholism and chemical dependency.

(6) Legal aspects of substance abuse.

(7) Knowledge of certain populations at risk with regard to substance abuse.

(8) Community resources offering assessment, treatment and follow-up for the abuser and family.
(9) The process of referring affected persons.

(10) Education concerning and prevention of substance abuse.

(b) For persons subject to Section 4980.41 (d) of the Code, the training or coursework shall be:

(1) Obtained from an educational institution or in an extension course offered by an institution
that is either accredited by one or more of the entities specified in Section 1832 of these
regulations or is approved by the Bureau for Private Postsecondary and Vocational Education
pursuant to Sections 94900 and 94901 of the Education Code;

(c) For all others, the training or coursework shall be:

(1) Obtained from the educational institutions identified in subsection (b) (1); or

(2) Obtained from or sponsored by a local, county, state or federal governmental entity; or

(3) Obtained from a licensed health facility; or

(4) Obtained from a continuing education provider approved by the board.
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(916) 574-7830, (916) 574-8625 Fax

www.bbs.ca.gov
To: MFT Education Committee Date: September 21, 2007
From: Paul Riches Telephone: (916) 574-7840

Executive Officer

Subject: Competency Assessment in Marriage and Family Therapy Programs

Background

Thus far the committee has focused almost exclusively on the content of Marriage and Family
Therapy (MFT) degree programs with little attention to how education is delivered or assessed. This
has been intentional. The draft curriculum requirements have been written to provide educators
extensive latitude to design a curriculum that includes the specified subject matter. Such latitude
has the virtues of allowing innovation in curriculum design and allowing curriculum to evolve as the
practice of marriage and family therapy changes over time.

However, there has been considerable interest nationwide (and across disciplines) in developing
practice competencies and evaluating individuals based on those competencies. Examples of
competency documents in the immediate mental health arena include efforts by the California Social
Work Education Center (Cal SWEC) in mental health and child welfare and by the American
Association of Marriage and Family Therapy (AAMFT). A copy of one of the Cal SWEC mental
health competency documents and the AAMFT document is attached for your reference.

There has also been a drive from the United States Department of Education to include “outcome
measures” in the university accreditation standards. The examples given are not exclusive by any
measure but do reflect an increasing interest in requiring candidates to demonstrate the skills
required to practice in any profession.

The issue of competency assessment in mental health education programs was highlighted
specifically by the Institute of Medicine in Improving the Quality of Health Care for Mental and
Substance-Use Conditions (2006). Attached to this memo is a chapter from that book addressing
the mental health workforce. Also attached are an articles by Michael Hoge and others discussing
competency models for mental health professionals.

Question 1. To what extent do MFT education programs currently use competency
assessment in their programs?

Question 2: Should the committee consider requiring MFT education programs to
adopt/develop competency models for their students and include competency assessment in
graduation requirements?
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Coordinating Care for Better
Mental, Substance-Use, and
General Health

Summary

Mental and substance-use problems and illnesses seldom occur in
isolation. They frequently accompany each other, as well as a
substantial number of general medical illnesses such as heart disease,
cancers, diabetes, and neurological illnesses. Sometimes they masquerade
as separate somatic problems. Consequently, mental, substance-
use, and general bealth problems and illnesses are frequently intertwined,
and coordination of all these types of health care is essential to
improved health outcomes, especially for chronic illnesses. Moreover,
mental and/or substance-use (M/SU) problems and illnesses frequently
affect and are addressed by education, child welfare, and other
human service systems. Improving the quality of M/SU bhealth care—
and general health care—depends upon the effective collaboration
of all mental, substance-use, general health care, and other human
service providers in coordinating the care of their patients.
However, these diverse providers often fail to detect and treat
(or refer to other providers to treat) these co-occurring problems
and also fail to collaborate in the care of these multiple health
conditions—placing their patients’ bealth and recovery in jeopardy.
Collaboration by mental, substance-use, and general health care
clinicians is especially difficult because of the multiple separations
that characterize mental and substance-use health care: (1) the
greater separation of mental and substance-use health care from
general health care; (2) the separation of mental and substance-
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use health care from each other; (3) society’s reliance on the education,
child welfare, and other non—health care sectors to secure M/SU
services for many children and adults; and (4) the location of
services needed by individuals with more-severe M/SU illnesses in
public-sector programs apart from private-sector health care.

This mass of disconnected care delivery arrangements requires
numerous patient interactions with different providers, organizations,
and government agencies. It also requires multiple provider “handoffs”
of patients for different services and transmittal of information to
and joint planning by all these providers, organizations, and agencies
if coordination is to occur. Overcoming these separations also is
made difficult because of legal and organizational probibitions on
clinicians’ sharing information about mental and substance-use
diagnoses, medications, and other features of clinical care, as well
as a failure to implement effective structures and processes for
linking the multiple clinicians and organizations caring for patients.
To overcome these obstacles, the committee recommends that individual
treatment providers create clinically effective linkages among mental,
substance-use, and general health care and other human service
agencies caring for these patients. Complementary actions are also
needed from government agencies, purchasers, and accrediting bodies
to promote the creation of these linkages.

To enable these actions, changes are needed as well to address
the less-evolved infrastructure for using information technology,
some unique features of the M/SU treatment workforce that also
have implication for effective care coordination, and marketplace
practices. Because these issues are of such consequence, they are
addressed separately in Chapters 6, 7, and 8, respectively.

CARE COORDINATION AND RELATED PRACTICES DEFINED

Crossing the Quality Chasm notes that the multiple clinicians and
health care organizations serving patients in the American health care sys-
tem typically fail to coordinate their care. That report further states that the
resulting gaps in care, miscommunication, and redundancy are sources of
significant patient suffering (IOM, 2001).! The Quality Chasm’s health
care quality framework addresses the need for better care coordination in

n a subsequent report, produced at the request of the U.S. Department of Health and
Human Services, the Institute of Medicine identified “care coordination” as one of 20 priority
health care areas deserving of immediate attention by all participants in American health care
(IOM, 2003a).
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http://www.nap.edu/catalog/11470.html

212 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

one of its ten rules and in another rule calls attention to the need for
provider communication and collaboration to achieve this goal:

Cooperation among clinicians. Clinicians and institutions should actively
collaborate and communicate to ensure an appropriate exchange of infor-
mation and coordination of care.

Shared knowledge and the free flow of information. Patients should have
unfettered access to their own medical information and to clinical knowl-
edge. Clinicians and patients should communicate effectively and share
information. (IOM, 2001:62)

These two rules highlight two prerequisites to coordination of care:
communication and collaboration across providers and within and across
institutions. Communication exists when each clinician or treatment pro-
vider caring for a patient shares needed treatment information with other
clinicians and providers caring for the patient. Information can be shared
verbally; manually in writing; or through information technology, such as a
shared electronic health record. Collaboration is multidimensional and re-
quires the aggregation of several behaviors, including the following:

¢ A shared understanding of goals and roles—Collaboration is en-
hanced by a shared understanding of an agreed-upon collective goal (Gittell
et al., 2000) and clarity regarding each clinician’s role. Role confusion and
role conflict are frequent barriers to interdisciplinary collaboration (Rice,
2000).

e Effective communication—Multiple studies have identified effective
communication as a key feature of collaboration (Baggs and Schmitt, 1988;
Knaus et al., 1986; Schmitt, 2001; Shortell et al., 1994). “Effective” is
defined variously as frequent, timely, understandable, accurate, and satisfy-
ing (Gittell et al., 2000; Shortell et al., 1994).

e Shared decision making—In shared decision making, problems and
strategies are openly discussed (Baggs and Schmitt, 1997; Baggs et al.,
1999; Rice, 2000; Schmitt, 2001), and consensus is often used to arrive at a
decision. Disagreements over treatment approaches and philosophies, roles
and responsibilities, and ethical questions are common in health care set-
tings. Positive ways of addressing these inevitable differences are identified
as a key component of effective caregiver collaboration (Shortell et al.,
1994).

It is important to note that, according to health services researchers,

collaboration is not a dichotomous variable, simply present or absent.
Rather, it is present to varying degrees (Schmitt, 2001).
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Collaboration also is typically characterized by necessary precursors.
Clinicians are more likely to collaborate when they perceive each other as
having the knowledge necessary for good clinical care (Baggs and Schmitt,
1997). Mutual respect and trust are necessary precursors to collaboration
as well (Baggs and Schmitt, 1988; Rice, 2000); personal respect and trust
are intertwined with respect for and trust in clinical competence.

Care coordination is the outcome of effective collaboration. Coordi-
nated care prevents drug—drug interactions and redundant care processes. It
does not waste the patient’s time or the resources of the health care system.
Moreover, it promotes accurate diagnosis and treatment because all provid-
ers receive relevant diagnostic and treatment information from all other
providers caring for a patient.

Care integration is related to care coordination. As defined by experts
in health care organization and management (Shortell et al., 2000), integra-
tion of care and services can be of three types:

o “Clinical integration is the extent to which patient care services are
coordinated across people, functions, activities, and sites over time so as to
maximize the value of services delivered to patients” (p. 129).

®  Physician (or clinician) integration is the extent to which clinicians
are economically linked to an organized delivery system, use its facilities
and services, and actively participate in its planning, management and gov-
ernance.

®  Functional integration is “the extent to which key support func-
tions and activities (such as financial management, strategic planning, hu-
man resources management, and information management) are coordinated
across operating units so as to add the greatest overall value to the system”
(p. 31). The most important of these functions and activities are human
resources deployment strategies, information technologies, and continuous
improvement processes.

Shortell et al.’s clinical integration corresponds to care coordination as
addressed in the Quality Chasm report.

In the context of co-occurring mental and substance-use problems and
illnesses, the Substance Abuse and Mental Health Services Administration
(SAMHSA) similarly identifies three levels of integration (SAMHSA,
undated):

o [Integrated treatment refers to interactions between clinicians to
address the individual needs of the client/patient, and consists of “any
mechanism by which treatment interventions for co-occurring disorders are
combined within the context of a primary treatment relationship or service
setting” (p. 61).
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o [Integrated program refers to an organizational structure that en-
sures the provision of staff or linkages with other programs to address all of
a client’s needs.

o [Integrated systems refers to an organizational structure that sup-
ports an array of programs for individuals with different needs through
funding, credentialing/licensing, data collection/reporting, needs assessment,
planning, and other system planning and operation functions.

SAMHSA’s integrated treatment corresponds to Shortell et al.’s clinical
integration; both appear to equate to coordination of care as used in the
Quality Chasm report. In this report, we use the Quality Chasm terminol-
ogy of care coordination and address the coordination of care at the level of
the patient. We do not address issues surrounding the other levels of coor-
dination or integration represented by Shortell et al.’s clinician and func-
tional integration or SAMHSA’s integrated programs and systems.

FAILED COORDINATION OF CARE FOR
CO-OCCURRING CONDITIONS

Co-Occurring Mental, Substance-Use, and
General Health Problems and Illnesses

Mental or substance-use problems and illnesses seldom occur in isola-
tion. Approximately 15-43 percent of the time they occur together (Kessler
et al., 1996; Kessler, 2004; Grant et al., 2004a,b; SAMHSA, 2004). They
also accompany a wide variety of general medical conditions (Katon, 2003;
Mertens et al., 2003), sometimes masquerade as separate somatic problems
(Katon, 2003; Kroenke, 2003), and often go undetected (Kroenke et al.,
2000; Saitz et al., 1997). As a result, individuals with M/SU problems and
illnesses have a heightened need for coordinated care.

Co-Occurring Mental and Substance-Use Problems and Illnesses

The 1990-1992 National Comorbidity Survey well documented the
high rates of co-occurring mental and substance use conditions, finding an
estimated 42.7 percent of adults aged 15-54 with an alcohol or drug “dis-
order” also having a mental disorder, and 14.7 percent of those with a
mental disorder also having an alcohol or drug disorder (Kessler et al.,
1996; Kessler 2004). These findings are reaffirmed by more recent studies.
According to the National Institute on Alcohol Abuse and Alcoholism
(NTAAA) 2001-2002 National Epidemiologic Survey on Alcohol and Re-
lated Conditions, 19.7 percent of the general adult (18 and older) U.S.
population with any substance-use disorder is estimated to have at least one
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co-occurring independent (non-substance-induced) mood disorder, and
17.7 percent to have at least one co-occurring independent anxiety disor-
der. Among respondents with a mood disorder, 20 percent had at least one
substance-use disorder, as did 15 percent of those with an anxiety disorder.
Rates of co-occurrence are higher among individuals who seek treatment
for substance-use disorders; 40.7 percent, 33.4 percent, and 33.1 percent of
those who sought treatment for an alcohol-use disorder had at least one
independent mood disorder, anxiety disorder, or other drug use disorder,
respectively. Among those seeking treatment for a drug-use disorder, 60.3
percent had at least one independent mood disorder, 42.6 percent at least
one independent anxiety disorder, and 55.2 percent a comorbid alcohol-use
disorder (Grant et al., 2004a).

Similar or higher rates of co-occurrence are found for other types of
mental problems and illnesses (Grant et al., 2004b), as well as for serious
mental illnesses generally. The 2003 National Survey on Drug Use and
Health documented that among adults aged 18 and older not living in an
institution or inpatient facility, an estimated 18 percent of those who had
used illicit drugs in the past year also had a serious mental illness.2 Over 21
percent of adults with substance “abuse” or dependence were estimated to
have a serious mental illness, and 21.3 percent of adults with such an illness
had been dependent on or “abused” alcohol or illicit drugs in the past year
(SAMHSA, 2004).

One longitudinal study of patients in both mental health and drug
treatment settings found that mental illnesses were as prevalent and serious
among individuals treated in substance-use treatment facilities as among
patients in mental health treatment facilities. Similarly, individuals served
in mental health treatment facilities had substance-use illnesses at rates and
severity comparable to those among individuals served in substance-use
treatment facilities (Havassy et al., 2004).

Co-occurrence with General Health Conditions

M/SU problems and illnesses frequently accompany a substantial num-
ber of chronic general medical illnesses, such as diabetes, heart disease, neu-
rologic illnesses, and cancers, sometimes masquerading as separate somatic
problems (Katon, 2003). Approximately one in five patients hospitalized for
a heart attack, for example, suffers from major depression, and evidence
from multiple studies is “strikingly consistent” that post-heart attack depres-

2A serious mental illness was defined for this study as a diagnosable mental, behavioral, or
emotional disorder that met criteria in the Diagnostic and Statistical Manual, fourth edition
(DSM-1V) and resulted in functional impairment that substantially interfered with or limited
one or more major life activities.
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sion significantly increases one’s risk for death: patients with depression are
about three times more likely to die from a future attack or other heart
problem (Bush et al., 2005:5). Depression and anxiety also are strongly
associated with somatic symptoms such as headache, fatigue, dizziness, and
pain, which are the leading cause of outpatient medical visits and often
medically unexplained (Kroenke, 2003). They also are more often present in
individuals with a number of medical conditions as yet not well understood,
including chronic fatigue syndrome, fibromyalgia, irritable bowel syndrome,
and nonulcer dyspepsia (Henningsen et al., 2003).

The converse also is true. Individuals with M/SU conditions often have
increased prevalence of general medical conditions such as cardiovascular
disease, high blood pressure, diabetes, arthritis, digestive disorders, and
asthma (De Alba et al., 2004; Mertens et al., 2003; Miller et al., 2003; Sokol
et al., 2004; Upshur, 2005). Persons with severe mental illnesses have much
higher rates of HIV and hepatitis C than those found in the general popula-
tion (Brunette et al., 2003; Rosenberg et al., 2001; Sullivan et al., 1999).
Moreover, specific mental or substance-use diagnoses place individuals at
higher risk for certain general medical conditions. For example, those in
treatment for schizophrenia, depression, and bipolar illness are more likely
than the general population to have asthma, chronic bronchitis, and emphy-
sema (Sokol et al., 2004). Persons with anxiety disorders have higher rates of
cardiac problems, hypertension, gastrointestinal problems, genitourinary dis-
orders, and migraine (Harter et al., 2003). Individuals with schizophrenia are
at increased risk for obesity, heart disease, diabetes, hyperlipidemia, hepatitis,
and osteoporosis (American Diabetes Association et al., 2004; Goff et al.,
2005; Green et al., 2003). And chronic heavy alcohol use is associated with
liver disease, immune system disorders, cardiovascular diseases, and diabetes
(Carlsson et al., 2000; Corrao et al., 2000; NIAAA, 2000).

Substance use, particularly injection drug use, carries a high risk of
other serious illnesses. In a large cohort study of middle-class substance-
using patients, the prevalence of hepatitis C was 27 percent in all substance
users and 76 percent in injection drug users (Abraham et al., 1999). Injec-
tion drug use accounts for about 60 percent of new cases of hepatitis C
(Alter, 1999) and remains the second most common risk behavior for ac-
quisition of HIV in the United States (CDC, 2001). Evidence of past infec-
tion with hepatitis B also is common in injection drug users (Garfein, et al.,
1996). Hepatitis C and coinfection with HIV and active hepatitis B are
associated with more-severe liver disease (Zarski et al., 1998). Alcohol use
is prevalent among HIV-infected patients (Conigliaro et al., 2003), and
accelerates cognitive impairment in HIV-associated dementia complex (Fein
et al., 1998; Tyor and Middaugh, 1999).

Given that patients with HIV infection are now living longer, the impact
of comorbid conditions in these patients, including alcohol and drug-use

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

COORDINATING CARE 217

problems, has become increasingly important. Hepatitis C-related liver
injury progresses more rapidly in both HIV coinfected persons and alcohol
users. Laboratory and preliminary clinical evidence indicates that both al-
cohol use and hepatitis C can negatively affect immunologic and clinical
HIV outcomes. Furthermore, both alcohol and drug use may adversely
affect the prescription and efficacy of and adherence to HIV medications
(Moore et al., 2004; Palepu et al., 2003; Samet et al., 2004).

The co-occurrence of mental, substance-use, and general health prob-
lems and illnesses has important implications for the recovery of individu-
als with these illnesses. All of these conditions need to be to be detected
and treated; however, this often does not happen, and even when it does,
providers dealing with one condition often fail to detect and treat the co-
occurring illness and to collaborate in the coordinated care of these
patients.

Failure to Detect, Treat, and Collaborate in the
Care of Co-Occurring Illnesses

Although detection of some common mental illnesses, such as depres-
sion, has increased over the past decade, general medical providers still too
often fail to detect alcohol, drug, or mental problems and illnesses (Friedmann
et al., 2000b; Miller et al., 2003; Saitz et al., 1997, 2002). In a nationally
representative survey of general internal medicine physicians, family medi-
cine physicians, obstetrician/gynecologists, and psychiatrists, for example, 12
percent reported that they did not usually ask their new patients whether they
drank alcohol, and fewer than 20 percent used any formal screening tool to
detect problems among those who did drink (Friedmann et al., 2000Db).
Moreover, evidence indicates that general medical providers often assume
that the health complaints of patients with a prior psychiatric diagnosis are
psychologically rather than medically based (Graber et al., 2000).

Similarly, mental health and substance-use treatment providers fre-
quently do not screen, assess, or address co-occurring mental or substance-
use conditions (Friedmann et al., 2000b) or co-occurring general medical
health problems. In a survey of patients of one community mental health
center, 45 percent of respondents reported that their mental health provider
did not ask about general medical issues (Miller et al., 2003).

Evidence presented in Chapter 4 documents some of the failures of
providers to treat co-occurring conditions. Other studies have added to the
evidence that even when co-occurring M/SU conditions are known, they are
not treated (Edlund et al., 2004; Friedmann et al., 2000b, 2001). The
above-cited longitudinal study of patients with comorbid conditions at four
public residential treatment facilities for seriously mentally ill patients and
three residential treatment facilities for individuals with substance-use ill-
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nesses found no listings of co-occurring problems or illnesses in patient
charts despite the existence of significant comorbidity. “Patient charts in
the public mental health system generally include a primary psychiatric
disorder; co-occurring psychiatric or substance use disorders are not sys-
tematically included. Substance abuse treatment sites only documented sub-
stance use disorders” (Havassy et al., 2004:140). In the national survey of
primary care providers and psychiatrists described above, 18 percent of
physicians reported that they typically offered no intervention (including a
referral) to their problem-drinking patients, in part because of misplaced
concern about patients’ sensitivity on these issues (Friedmann et al., 2000b).
Nearly the same proportion (15 percent) reported that they did not inter-
vene when use of illicit drugs was detected (Friedmann et al., 2001). A
1997-1998 national survey found that among persons with probable co-
occurring mental and substance-use disorders who received treatment for
either condition, fewer than a third (28.6 percent) received treatment
for the other (Watkins et al., 2001).

Additional evidence of the failure to coordinate care is found in the
complaints of consumers of M/SU services. The President’s New Freedom
Commission reported that consumers often feel overwhelmed and bewil-
dered when they must access and integrate mental health care and related
services across multiple, disconnected providers in the public and private
sectors (New Freedom Commission on Mental Health, 2003).

These failures to detect and treat co-occurring conditions take place in
a health care system that has historically and currently separates care for
mental and substance-use problems and illnesses from each other and from
general health care, to a greater extent than is the case for other specialty
health care. Absent or poor linkages characterize these separate care deliv-
ery arrangements. Numerous demonstration projects and strategies have
been developed to better link health care for general, mental, and substance-
use health conditions and related services. These include The Robert Wood
Johnson Foundation’s Depression in Primary Care: Linking Clinical and
Systems Strategies Project (Upshur, 2005) and the MacArthur Foundation’s
RESPECT—Depression Project (Dietrich et al., 2004).

NUMEROUS, DISCONNECTED CARE DELIVERY
ARRANGEMENTS

“Every system is perfectly designed to achieve exactly the results it gets.”
(Berwick, 1998)

Organizations and providers offering treatment and services for men-
tal, substance-use, and general health care conditions typically do so through
separate care delivery arrangements:
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e Arrangements for the delivery of health care for mental and
substance-use conditions are typically separate from general health care
(financially and organizationally more so than other specialty health care
services).

e In spite of the frequent co-occurrence of M/SU problems and ill-
nesses, the delivery of health care for these conditions also typically occurs
through separate treatment providers and organizations.

e Some health care for mental and substance-use conditions and re-
lated services are delivered through governmental programs that are sepa-
rate from private insurance—requiring coordination across public and pri-
vate sectors of care.

e Non-health care sectors—education, child welfare, and juvenile
and criminal justice systems—also separately arrange for M/SU services.

Traversing these separations is made difficult by a failure to put in place
effective strategies for linking general, mental, and substance-use health
care and the other human services systems that also deliver much-needed
services for M/SU problems and illnesses; by a lack of agreement about
which entity or entities should be held accountable for coordinating care;
and by state and federal laws (and the policies and practices of some health
care organizations) that limit information sharing across providers.>

Separation of M/SU Health Care from General Health Care

Although the proportion has been declining in recent years, two-thirds
of Americans (64 percent in 2002) under the age of 65 receive health care
through private insurance offered by their or their family member’s em-
ployer (Fronstin, 2003). Over the past two decades, employers and other
group purchasers of health care (e.g., state Medicaid agencies) have increas-
ingly provided mental and substance-use health care benefits through health
insurance plans that are separate administratively and financially from the
plans through which individuals receive their general health care. These
separate M/SU health plans are informally referred to as “carved out.” In
payer carve-outs, an employer or other payer offers prospective enrollees
one or more health plans encompassing all of their covered health care
except that for mental and substance-use conditions. Covered individuals
are then enrolled in another health plan that includes a network of M/SU

3In addition, the less-evolved infrastructure for deploying information technology among
mental health and substance-use treatment providers inhibits ease of coordination (see Chap-
ter 6). Some of the unique features of the M/SU treatment workforce (e.g., the greater number
of provider types, variation in their training and focus, and their greater location in solo or
small group practices) that also contribute to this problem are addressed in Chapter 7.
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providers chosen separately by the employer/payer. In health plan carve-
outs, employees enroll in just one comprehensive health plan, and the ad-
ministrators of that plan arrange internally to have M/SU health care pro-
vided and managed through a separate vendor. Estimates of the proportion
of employees receiving M/SU health services through carve-out arrange-
ments with managed behavioral health organizations (MBHOs) vary from
36 to 66 percent, reflecting differences in targeted survey respondents (e.g.,
employers, MBHOs, or employees) and what is being measured (e.g.,
carved-out services can include utilization review or case management only,
or the provision of a full array of M/SU services) (Barry et al., 2003).

The MBHOs that provide these carve-out M/SU services arose in part
in response to financial concerns. In the 1980s, employers’ costs for behav-
ioral health services were increasing at twice the rate of medical care overall
and four times the rate of inflation. Evidence is clear that MBHOs have
been successful in reducing these costs and also in achieving greater use of
community-based care as opposed to institutionalization. They also have
been credited with playing a role in keeping costs down in the face of
broadened benefits, which has assisted in securing support for greater par-
ity of mental health benefit coverage. Moreover, MBHOs have helped move
clinicians from solo into group practices (Feldman, 2003), which, as dis-
cussed in Chapter 7, can facilitate quality improvement. Carve-out arrange-
ments can nurture recognition and support for specialized knowledge of
M/SU problems and illnesses and treatment expertise. They also can attenu-
ate problems involving the adverse selection of individuals with M/SU ill-
nesses in insurance plans (see Chapter 8).

In contrast to the clear evidence for the benefits described above, evi-
dence for the effects of carve-out arrangements on quality of care is limited
and mixed (Donohue and Frank, 2000; Grazier and Eselius, 1999;
Hutchinson and Foster, 2003). However, models of safety and errors in
health care suggest that whenever individuals are cared for by separate
organizations, functional units, or providers, discontinuities in care can
result unless the unavoidable gaps in care are anticipated, and strategies to
bridge those gaps are implemented (Cook et al., 2000). A previous Institute
of Medicine (IOM) report found that carved-out M/SU services “do not
necessarily lead to poor coordination of care. ... However the separation
of primary care and behavioral health care systems brings risks to coordina-
tion and integration. ..” (IOM, 1997:116). The President’s New Freedom
Commission on Mental Health care deemed the separation between systems
for mental and general health care so large as to constitute a “chasm” (New
Freedom Commission on Mental Health, 2003).

Several factors could help account for problems with coordinating care
in the presence of M/SU carve-outs. First, under carve-out arrangements,
primary care physicians generally are not expected to treat (and may not

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

COORDINATING CARE 221

always be able to be reimbursed for treating) M/SU problems and illnesses
(Feldman et al., 2005; Upshur, 2005). The employer or other purchaser of
health insurance benefits for the individual has, by contract, specified that
general health care is to be provided by one network of providers though a
health plan covering that care, and M/SU care through a different health
plan’s network of specialty M/SU providers. This is different from the
situation with other medical problems and illnesses. For example, when a
patient seeks care for diabetes, asthma, allergies, heart problems, or other
general medical conditions, the patient’s primary care provider is allowed
to treat these illnesses and can be reimbursed for those services. When the
primary care provider and/or the patient decides that the problem requires
the attention of a specialist, the provider makes a referral or the patient self-
refers to a specialist. Use of a specialist comes about based generally on the
primary care provider’s and/or patient’s judgment. In contrast, under M/SU
carve-out arrangements, M/SU health care often is predetermined by the
employer or other group purchaser to require the attention of a specialist
and must therefore be provided by a second provider. As a result, one
method of care coordination—care by the same provider—is not available
to the patient. While not all primary care providers have the expertise and/
or desire to treat M/SU illnesses (see Chapters 4 and 7), some do, and
evidence indicates that many patients typically turn initially to their pri-
mary care provider for help with M/SU problems and illnesses (Mickus et
al., 2000).

A second obstacle to care coordination is that information about the
patient’s health problem or illness, medications, and other treatments must
now be shared across and meet the often differing privacy, confidentiality,
and additional administrative requirements imposed by the different health
plans. Consumers also are required to navigate the administrative require-
ments of both health plans.

Finally, as described in Chapter 4, the use of carve-outs poses difficul-
ties for quality measurement and improvement—including measurement
and improvement of coordination—in two ways. First, because primary
care providers cannot always be reimbursed for M/SU health care, they
sometimes provide the care but code the visit according to the patient’s
somatic complaint (for which the treatment they provide can be reim-
bursed) (Rost et al., 1994). This situation masks the true prevalence of
M/SU illnesses in primary care and impedes quality measurement and im-
provement efforts. Moreover, the existence of two parallel health plans
serving the patient creates some confusion about accountability for quality
and coordination. For example, the National Committee for Quality
Assurance’s mental and substance-use quality measures (i.e., those con-
tained in its Health Plan Employer Data and Information Set [HEDIS]
measurement set) are required to be reported by comprehensive managed

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

222 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

care plans seeking accreditation, but not by MBHOs seeking accreditation.*
Also, as discussed later in this chapter, accreditation standards do not
always make clear the responsibilities for care coordination when an indi-
vidual is served by two health plans, such as a managed care plan providing
general health care and an MBHO.

Separation of Health Services for Mental and
Substance-Use Conditions from Each Other

The mental health and substance-use treatment systems evolved sepa-
rately in the United States as a result of the different historical understandings
of and responses to these illnesses described in Chapter 2. This separation
became increasingly institutionalized with the evolution of three separate
institutes of the National Institutes of Health (NIH) (the National Institute
of Mental Health [NIMH] in 1949 and National Institute on Alcohol Abuse
and Alcoholism [NIAAA] and the National Institute on Drug Abuse [NIDA]
in 1974) and separate programming and funding divisions within SAMHSA.
This separation at the federal policy level is frequently mirrored at the state
level, where separate state mental health and substance-use agencies exist
(although they are combined in some states).

The separation of service delivery that mirrors this separation of policy
making and funding does not optimally serve individuals with co-occurring
mental and substance-use illnesses. A congressionally mandated study of
the prevention and treatment of co-occurring substance-use and mental
conditions (SAMHSA, undated) found that the difficulties faced by indi-
viduals with these co-occurring conditions in receiving successful treatment
and achieving recovery are due in part to the existence of these two separate
service systems. The study notes: “Too often, when individuals with co-
occurring disorders do enter specialty care, they are likely to bounce back
and forth between the mental health and substance abuse services systems,
receiving treatment for the co-occurring disorder serially, at best” (SAMHSA,
undated:i). The study further states that this separation of public-sector
substance-use and mental health service systems is accompanied by marked
differences in “staffing resources, philosophy of treatment, funding sources,
community political factors, regulations, prior training of staff, credentials
of staff, treatment approaches, medical staff resources, assertive commu-
nity outreach capabilities, and routine types of evaluations and testing
procedures performed” (SAMHSA, undated:v). Of greatest concern, the
study found that individuals with these co-occurring conditions also may be

4Personal communication, Philip Renner, MBA, Assistant Vice President for Quality Mea-
surement, NCQA on March 22, 2005.
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excluded from mental health programs because of their substance-use con-

dition and from substance-use treatment programs because of their mental
condition (SAMHSA, undated).

Frequent Need for Individuals with Severe Mental Illnesses to Receive
Care Through a Separate Public-Sector Delivery System

Treatment for M/SU conditions also is unique in that state and local
governments manage public-sector health care systems that are separate
from the private-sector health care system for individuals with M/SU ill-
nesses. Indeed, “behavioral disorders remain essentially the only set of
health problems for which state and local governments finance and manage
a specialty treatment system. [Although] public funds pay for a large por-
tion of the costs of care for certain other disorders (such as Medicare
financing of dialysis), and public services exist for a few rare disorders such
as leprosy, ... the public mental health system is the only substantial
disorder-specific treatment system in existence today” (Hogan, 1999:106).

Because (as discussed in Chapter 3) individuals with M/SU illnesses face
greater limitations in their insurance coverage than is the case with cover-
age for other illnesses, some individuals with M/SU illnesses who start
receiving their care through private insurance must switch to public insur-
ance (Medicaid or the State Children’s Health Insurance Program [SCHIP])’
or other publicly funded programs at the state and local levels when their
private insurance is exhausted. Evidence indicates that these benefit limits
most often are reached by individuals with some of the most severe mental
illness diagnoses, including depression, bipolar disorder, and psychoses.
There is also evidence that other serious diagnoses appearing in childhood,
such as autism, are excluded from coverage under certain private health
benefit plans (Peele et al., 2002). The lesser availability of health insurance
for severe mental illnesses and for substance-use treatment also helps ex-
plain the involvement of other public sectors (i.e., child welfare and juvenile
justice) in the delivery of mental health care (as described below).

The federal Substance Abuse Prevention and Treatment (SAPT) and
Community Mental Health Services (CMHS) Block Grant programs pro-
vide funds to states help fill these gaps. SAPT and CMHS grants to states
support the planning, delivery, and evaluation of M/SU treatment services.
SAPT funds can be used for individuals regardless of the severity of their
substance-use problem or illness, while CMHS grant funds may be used
only for individuals with serious mental illnesses and children with “serious

SThe Medicaid and SCHIP programs also deliver mental health services to individuals for
whom these programs are the primary source of health insurance as a result of low income.
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emotional disturbances” (SAMHSA, undated). Some of these funds also are
given to county and other local government units to use in the planning and
delivery of care. In a number of states, major responsibility for mental
health services rests with local government, and the extent of coordination
between state and local governments is variable.

In addition, public mental health hospitals play a key role in the care
of forensic patients—those charged with crimes and being evaluated for
competence to stand trial or assume criminal responsibility, or for other
issues; those found incompetent to stand trial and being treated to restore
competence; those found not guilty by reason of insanity and being
treated; those referred for presentencing evaluation; and those sent from
prison for hospital-based treatment. In some states, these and related
categories account for more than half of all inpatient beds in public men-
tal hospitals. A growing number of people in each of these categories are
also being treated in the public (or equivalent community mental health
clinic-based) outpatient system. To a considerable extent, this is a func-
tion that the public sector has always served. But as other functions have
shrunk or been transferred to the private sector (e.g., acute care in many
states), forensic functions have come to account for a larger percentage of
the public system.

Involvement of Non-Health Care Sectors in M/SU Health Care

M/SU problems and illnesses often are detected (sometimes for the
first time) by agencies or organizations that are not part of the traditional
health care sector, such as schools, employers, or the welfare and justice
systems. These organizations often refer, arrange for, support, monitor,
and sometimes deliver M/SU health services. School mental health ser-
vices and the child welfare and juvenile justice systems provide access to
mental health services for the majority of children (DHHS, 1999). The
criminal justice system also plays a role in securing M/SU services for
some adults. In the private sector, employee assistance programs play a
key role in the identification, referral, and provision of services to indi-
viduals with M/SU problems and illnesses. Moreover, many other publicly
funded entities, such as housing programs, programs for individuals who
are homeless, income maintenance programs, and employment programs,
provide services that are essential to the recovery of many individuals
with severe and chronic M/SU illnesses. The involvement of this array of
human service providers generally not considered to be part of the health
care sector necessitates additional levels of care coordination. This coor-
dination must be effected despite the inevitable difficulties of work-
ing with multiple bureaucracies and in systems with differing priorities,
knowledge bases, and practices.
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Schools

Most children and adolescents who receive health care for mental con-
ditions receive that care through their schools, not from primary medical or
specialty mental health care providers (Kessler et al., 2001). The approaches
used by schools to deliver M/SU health care services are highly variable,
ranging from (1) class-room based, teacher-implemented programs; to (2)
multifaceted, schoolwide programs that employ multiple strategies, such as
modification of school policies, classroom management strategies, curricu-
lum changes, and facilitation of parent—school communications; to (3)
therapy provided to an individual student, group, or family; to (4) other
strategies, such as parent training and education, case management, and
consultation. Some of these approaches are prevention-oriented, while oth-
ers are designed to treat individuals with identified psychopathology. Ser-
vice modality, intensity, and duration also vary according to individual
needs (Rones and Hoagwood, 2000). Some programs rely primarily or
exclusively on school-supported mental health professionals (e.g., school
social workers, guidance counselors, school nurses), while others have vary-
ing degrees of linkage with community mental health agencies and provid-
ers (e.g., clinical psychologists, social workers, psychiatrists) who either
provide the mental health services exclusively in the school or partner with
school staff. In some cases, mental health providers from the school and/or
community work on-site in school-based health centers in partnership with
primary care providers (Weist et al., 20035).

A review of research on such school-based mental health services pub-
lished between 1985 and 1999 found that although evidence exists for the
effectiveness of a subset of strong programs across a range of emotional and
behavioral problems, most school-based programs have no evidence to
support their impact, and no programs are targeted to specific clinical
syndromes such as anxiety, attention deficit hyperactivity disorder (ADHD),
and depression. This same study also found that precisely what is provided
by schools under the rubric of mental health services is largely unknown, as
is whether those services are effective (Rones and Hoagwood, 2000).

To learn more about school-based mental health services, SAMHSA
and Abt Associates recently conducted a national survey aimed at providing
information on mental health services delivered in U.S. public schools,
including:

e The types of mental health problems/issues encountered most fre-
quently in the school setting.

e The types of mental health services delivered, and models and ar-
rangements for their delivery in public elementary, middle, and secondary
schools.
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e Barriers to the provision and coordination of mental health services
in school settings.

e  The numbers, availability, and qualifications of mental health staff
in public schools.

The final report is to be released during fall 2005.¢

Experts on school-based mental health services note that (1) schools
should not be viewed as responsible for meeting all the mental health needs
of their students (in some cases they are already overburdened with de-
mands that should be addressed elsewhere); and (2) connections between
school-based mental health services and substance-use treatment services
are nonexistent or tenuous (Weist et al., 20035). These two factors, plus the
need to coordinate M/SU services with general health care, impose respon-
sibilities on school-based M/SU providers to collaborate with other spe-
cialty and general health care providers serving the student, and for the
other specialty and general health care providers to do the same.

Child Welfare Services

Almost half (47.9 percent) of a nationally representative, random sample
of children aged 2-14 who were investigated by child welfare services in
1999-2000 had a clinically significant need for mental health care (Burns et
al., 2004). Even higher rates have been observed in children placed in foster
care arrangements (Landsverk, 2005). This is not surprising given that the
circumstances of children who are the subject of reports of maltreatment and
investigated by child welfare services are characterized by the presence of
known risk factors for the development of emotional and behavioral prob-
lems, including abuse, neglect, poverty, domestic violence, and parental sub-
stance abuse (Burns et al., 2004). Moreover, substantial rates of substance use
among adolescents in child welfare have been detected (Aarons et al., 2001).

Ensuring the well-being of children is typically considered part of the
mandate of child welfare services, and the children served by these agencies
also have very high rates of use of mental health services. However, the first
nationally representative study examining the well-being of children and
families that came to the attention of child welfare services (the National
Survey of Child and Adolescent Well-Being [NSCAW]) found that three of
four youths in child welfare who met a stringent criterion of need did not
receive mental health care within 12 months of a child abuse and neglect
investigation (Landsverk, 20035). States have traditionally used Medicaid to
provide medical, developmental, and mental health services to children in

6Personal communication, Judith L. Teich, ACSW, Health Policy Analyst. Center for Mental
Health ServicessSAMHSA on July 15 and October 10, 2005.
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foster care;” however, use of this resource requires that child welfare ser-
vices first identify children in need of such services. Analysis of the NSCAW
data found that although 94 percent of counties participating in the survey
assessed all children entering foster care for physical health problems, only
47.8 percent had policies for assessing mental health problems (Leslie et al.,
2003). Data from the NSCAW also indicate that underutilization of needed
services can be alleviated when there is strong coordination between local
child welfare and public mental health agencies (Hurlburt et al., 2004).

Justice Systems

Criminal justice system The proportion of U.S. citizens incarcerated has
been increasing annually—from a rate of 601 persons in custody per
100,000 U.S. residents in 1995 to 715 persons in custody per 100,000
residents in 2003. As of mid-2003, the nation’s prisons and jails® held
2,078,570 persons—one in every 140 U.S. residents (Harrison and Karberg,
2004). Corrections facilities increasingly must attend to M/SU treatment
because of this growth in the proportion of the U.S. population that is
incarcerated and the requirement that prisons and jails provide treatment
to inmates with medical needs (Haney and Specter, 2003).

A rigorous epidemiologic study of the prevalence of mental and
substance-use illnesses in correctional settings has not been undertaken.’
According to the U.S. Bureau of Justice, however, approximately 16 per-
cent of all persons in jails and state prisons reported having either a mental
“condition” or an overnight stay in a psychiatric facility, as did 7 percent of
those in federal prisons (Ditton, 1999). Consistent with the evidence in
Chapter 3 indicating that those with mental illnesses are responsible for a
small share of violence in society, this rate is not much higher than that
among the U.S. population overall (13 percent of those over age 18 re-
ported receiving mental health treatment in an inpatient or outpatient set-
ting in 20031%) (SAMHSA, 2004). Also consistent with the evidence in

7Little information is available about the need for and use of mental health services for
children whose families receive in-home services from the child welfare system (Landsverk,
200S5).

8In general, prisons and jails differ by the inmates’ length of sentence. Prisons hold those
convicted of felonies and serving sentences longer than a year, while jails hold those awaiting
adjudication, convicted of misdemeanors, and serving sentences of a year or less. Prisons are
operated by the state; jails by counties and other localities (Wolff, 2004).

9A more rigorous epidemiologic study of the prevalence of mental and substance use ill-
nesses in correctional settings, modeled on the prevalence studies of the general population in
the United States (Kessler et al., 2001) and the correctional and general populations in the
United Kingdom, has been called for (Wolff, 2004).

10This figure does not include treatment solely for substance use.
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Chapter 3, substance use plays a larger role in incarceration. Over half of
inmates in state prisons and local jails were under the influence of alcohol
or other drugs at the time of their offense, as were 33 to 46 percent of
federal prison inmates (Ditton, 1999). In an average year, moreover, ap-
proximately one-third of new admissions to prisons result from a violation
of parole conditions, nearly 16 percent of which are for some type of drug-
related violation, such as a positive test for drug use or possession of drugs
(Hughes et al., 2001). Although the majority of prisons and jails screen,
assess, and provide treatment for mental illnesses, far fewer prisoners re-
ceive treatment for their substance-use problems and illnesses. When they
do, detoxification and self-help group/peer support counseling are most
commonly provided (Wolff, 2004).

The police and courts also interact with systems providing treatment
for M/SU illnesses as they exercise their judgment and license to divert
individuals with such illnesses from criminal processing (Metzner, 2002).
As discussed in Chapter 3, courts increasingly influence the receipt of treat-
ment for M/SU illnesses through the use of specialty drug and mental health
courts. Defendants in these courts have the option of treatment or incar-
ceration. If they choose treatment, they may forgo criminal processing
altogether, or undergo criminal processing but forgo sentencing. The court
supervises compliance with treatment. Police also influence treatment; as
the gatekeepers for the criminal justice process, they are charged with deter-
mining whether to “socialize, medicalize, or criminalize” the event. And
probation and parole officers influence treatment in exercising their over-
sight over compliance with terms of probation and parole. All of these
actors’ decisions are influenced by their personal understanding of these
issues, the culture of their agency, and their localities’ enforcement policies
and social norms (Wolff, 2004).

Appropriate decision making about diverting or prosecuting, exercising
coercion into treatment in a way that preserves patient-centered care (see
Chapter 3), and fulfilling the right of incarcerated persons to medical treat-
ment requires policies and practices that reflect an understanding of M/SU
problems and illnesses and their effective treatment, as well as knowledge
of the availability of treatment in the local community. However, indi-
vidual agents of the judicial system vary in their training on these issues,
and the policies and practices of each locality vary according to local norms
and the public’s beliefs about M/SU illnesses!! (Wolff, 2004). As a result,
coordination with specialty M/SU providers, organizations, and systems is
essential to the development of evidence-based criminal justice policies and

HSince the chief prosecutor in each jurisdiction is typically elected, the public’s perception
of M/SU illnesses and dangerousness, for example (see Chapter 3), even if erroneous, may
shape policies and practices (Wolff, 2004).
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practices and to the delivery of effective care to individuals in the criminal
justice system.

However, numerous and sizable obstacles to coordination between
M/SU health care and criminal justice systems have been documented. Several
actions that are consistent with the Quality Chasm framework for redesign-
ing health care have been recommended to overcome these obstacles. These
include using performance measures of the coordination between M/SU
health care and criminal justice systems at the system, agency, program,
and individual levels; providing combined, interdisciplinary training in
collaboration and coordination for personnel from both types of agencies
and programs; incentivizing coordination through promotion, salary, and
budget decisions; providing education and decision support to prosecutors
and judges; and using information systems to facilitate the communication
of information essential to responding appropriately to each individual
(Wolff, 2004).

Juvenile justice system Primary components of the juvenile justice system
include intake, detention centers, probation services, secure residential fa-
cilities, and aftercare programs (Cocozza, 2004). Although research on the
prevalence and nature of M/SU illnesses in juvenile justice systems is lim-
ited (Cocozza, 2004), between 60 and 75 percent of youths in these systems
are estimated to have a diagnosable mental health “disorder” (Cocozza
2004; Teplin et al., 2002; Wierson et al., 1992), and 20 percent are conser-
vatively estimated to have a severe mental illness (Cocozza and Skowyra,
2000). Rates of co-occurring substance-use illnesses also are high (Cocozza,
2004; Grisso, 2004).

Moreover, in a 2003 survey of all (698) secure juvenile detention facili-
ties in the United States,'? two-thirds of the facilities reported holding
youths (prior to, after, or absent any pending adjudication) because they
were awaiting community mental health services. Further, like youths who
are not abused or neglected but are placed in child welfare solely to obtain
mental health services (discussed in Chapter 1), children who are not guilty
of any offence are similarly placed in local juvenile justice systems and
incarcerated solely to obtain mental health services not otherwise available.
Although no formal counting and tracking of such children takes place,
juvenile justice officials in 33 counties in the 17 states with the largest
populations of children under age 18 estimated that approximately 9,000
such children entered their juvenile justice systems under these circum-
stances in 2001. County juvenile justice officials’ estimates ranged from
zero to 1,750, with a median of 140. Nationwide the number of children

12Response rate of 75 percent.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

230 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

placed in juvenile justice systems is likely to be higher; 11 states reported to
the Government Accountability Office (GAO) that they could not provide
estimates even though they were aware that such placements occur (GAO,
2003).

Although the vast majority of juvenile justice facilities report providing
some type of mental health service (Goldstrom et al., 2001), “numerous
investigations suggest that many youth in the juvenile justice system do not
receive needed mental health services and that available services are insuffi-
cient and inadequate.” Most existing programs have not been evaluated,
and some of the most popular and widely implemented programs have no
evidence to support them and may actually be harmful. Juvenile justice
systems, however, lack the training, service, and expertise to respond more
effectively (Cocozza, 2004). Because many youths are in juvenile justice
systems for relatively minor, nonviolent offenses, there also is a growing
sentiment that whenever possible, youths with serious mental illnesses
should be diverted from those systems. However, the limited amount of
research on the efficacy of juvenile diversion programs has yielded mixed
results. To achieve appropriate diversion and the provision of evidence-
based care to children and youths in juvenile justice, coordination is crucial:
“Almost every study and report that has focused on youth with mental
health disorders who come in contact with the juvenile justice system has
arrived at the same conclusion—that collaboration between mental health
and juvenile justice (and other systems such as child welfare and education
as well) at every level and at every stage is critical to any progress. The
problem cannot be solved by any single agency” (Cocozza, 2004:35).

Employee Assistance Programs

An increasing number of individuals are covered by employee assis-
tance programs (EAPs). An estimated 66.5 million employees were enrolled
in such programs in 2000—a 245 percent increase since 1994 and a 13
percent increase over the year before (Fox et al., 2000). EAPs offered by
employers!3 to their employees (and frequently employees’ family mem-
bers) vary in structure, types and qualifications of personnel, scope and
length of services provided, location, and relationship to health plans pro-
viding M/SU and general health care services to the same employees. Al-
though EAPs began as occupational programs to address alcohol-related
problems in the workplace, they now typically offer consultation with per-
sonnel in identifying and resolving other job performance issues, and pro-

13Qther organizations, such as labor organizations, unions, and professional associations,
also sponsor EAPs.
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vide further assessment, referral, and follow-up services. Additional ser-
vices offered include assistance to employees experiencing stressful events,
wellness training, assistance with work/life issues, legal assistance, and fi-
nancial services. EAPs sometimes have a formal relationship with the M/SU
services offered by a health plan and/or serve as a required gateway to
M/SU services (Masi et al., 2004). Thus, an EAP’s caseload can include
individuals with severe M/SU problems and illnesses (Masi, 2004). EAPs
are distinct in that their services are typically brief (an average of six coun-
seling sessions) and often are provided via telephone or the Internet by a
provider in a different location—perhaps several states away—and with
round-the-clock access (Masi, 2004).

Linkages with Community and Other Human Services Resources

Individuals with M/SU problems and illnesses sometimes require addi-
tional services from a variety of community resources, such as self-help and
support programs for individuals with specific diseases, housing services,
income maintenance programs, and employment services, that are essential
to the recovery of many individuals with severe and chronic M/SU illnesses.
Appendix C contains a description of an array of such support services
provided by the Veterans Health Administration to veterans with severe
M/SU illnesses.

Discharge planning units or similar staff within inpatient facilities, as
well as case management staff within outpatient treatment settings or pro-
grams, must assess patients for the need for these services, establish referral
arrangements, and coordinate the services with the human service agencies
providing them. Such coordination of care across inpatient and outpatient
providers is essential to ensure timely access to these services. When dis-
charge planning or outpatient care fails to ensure speedy access to these
services and continuity of care within the community, patients are at risk
for failure to implement their treatment plans, homelessness, incarceration,
or other adverse outcomes.

Unclear Accountability for Coordination

Because patients receive care from multiple providers and delivery sys-
tems, there often is an unclear point (or points) of accountability for pa-
tients’ treatment outcomes. When organizations or providers are reimbursed
separately for the services they provide, each may perceive no responsibility
for the services delivered by others and, as a result, for any patient out-
comes likely to be affected by those services. Unless providers’ accountabil-
ity for sharing information or collaborating with other providers is explic-
itly identified in their agreements with purchasers, they may reasonably
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believe that those other providers have primary responsibility for initiating
and maintaining ongoing communication and collaboration.

Moreover, the concept of collaboration has not been clearly defined
(Schmitt, 2001). Thus, when providers do accept responsibility for collabo-
rating with other providers, what constitutes “collaboration” is left to their
own interpretation based on historical local practice patterns and limita-
tions imposed by their current workload. This unclear accountability has
been acknowledged and addressed in a conceptual model for coordinated
care delivery developed by the National Association of State Mental Health
Program Directors and the National Association of State Alcohol and Drug
Abuse Directors. This model articulates a vision of coordinated care involv-
ing primary, mental health, substance-use, and other health and human
service providers who share responsibility for delivering care to the full
population in need of M/SU health care depending upon the predominance
of medical, mental, or substance-use symptoms (SAMHSA, undated).

DIFFICULTIES IN INFORMATION SHARING

The sharing of patient information across providers treating the same
patient so that care can be coordinated is widely acknowledged as necessary
to effective and appropriate care. This need was acknowledged most re-
cently in regulations governing the privacy of individually identifiable health
information under the authority of the Health Insurance Portability and
Accountability Act (HIPAA) of 1996. HIPAA’s implementing regulations
generally permit health care organizations to release—without requiring
patient consent—individually identifiable information (except psycho-
therapy notes) about the patient to another provider or organization for
treatment purposes.!*

However, the HIPAA regulations are superseded by other federal and
state statutory and regulatory provisions that may make it difficult for
different providers or treatment organizations to share information. First,
HIPAA itself (Section 264 (c)(2)) requires that regulations promulgated to
implement its privacy provisions not supersede any contrary provisions of
state law that impose more stringent requirements, standards, or implemen-
tation specifications pertaining to patient privacy. Each of the 50 states
(and the District of Columbia) has a number of statutes governing the
confidentiality of medical records, and specifically governing aspects of
mental health records. Many of these statutes are more stringent than the
HIPAA requirements, and the variation among them is great (see Appendix
B for a detailed discussion of federal and state laws regarding confidential-

1445 CFR Part 164, Subpart E, § 164.502.
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ity and the release of health care information pertaining to mental and
substance-use conditions).

Second, regulations implementing HIPAA also permit health care organi-
zations to implement their own patient consent policies for the release of
patient information to other treating providers.!> As a result, health care
organizations may adopt even more stringent privacy protections that require
participating providers to adhere to additional procedures before sharing
patient information with other treatment providers or organizations.

Moreover, separate federal laws govern the release of information per-
taining to an individual’s treatment for drug or alcohol use. These laws do
not permit sharing of records related to substance-use treatment or rehabili-
tation by organizations operated, regulated, or funded by the federal gov-
ernment without the patient’s consent, except within a program or with an
entity with administrative control over the program, between a program
and organizations that provide support services such as billing and data
processing, or in case of a “bona fide medical emergency.” These federal
laws are also superseded by any state laws that are more stringent (see
Appendix B). The preamble to the HIPAA privacy regulations also recog-
nizes the constraints of the substance-use confidentiality law and states that
wherever one is more protective of privacy than the other, the more restric-
tive should govern (65 Fed. Reg. 82462, 82482-82483).

The bottom line is that clinicians providing treatment to individuals
with M/SU illnesses must comply with multiple sets of rules governing the
release of information: one prescribed federally and pertaining to informa-
tion on treatment for alcohol or drug problems, state laws that pertain to
information on health care for mental and substance-use conditions (de-
pending upon whether they are more stringent than the federal rules), and
other policies prescribed by the organization or multiple organizations un-
der whose auspices patient care is provided.

STRUCTURES AND PROCESSES FOR COLLABORATION THAT
CAN PROMOTE COORDINATED CARE

Because of the complexities described above, strategies to improve co-
ordination of care need to be multidimensional (Gilbody et al., 2003; Pincus
et al., 2003). A systematic review of studies of organizational and educa-
tional interventions to improve the management of depression in primary
care settings found that initiatives with the most multidimensional ap-
proaches generally achieved positive results in their primary outcomes
(Gilbody et al., 2003). Components of multidimensional strategies to im-

1545 CFR Part 164 Subpart E § 164.506(b).
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prove care coordination that can be used by providers and health care
organizations at the locus of care include (1) screening for co-occurring
conditions; (2) making a formal determination to either treat, or refer for
treatment of, co-occurring conditions; (3) implementing more effective
mechanisms for linking providers of different services to enable joint plan-
ning and coordinated treatment; and (4) providing organizational supports
for collaboration between clinicians on- and off-site. Purchasers and quality
oversight organizations can create incentives for providers to employ these
strategies through their funding and accountability mechanisms and by
exercising leadership within their spheres of influence.

Health Care Provider and Organization Strategies

Screening

Because of the high rates of comorbidity described above—especially
among those seeking treatment—screening to detect the presence of co-
morbid conditions is a necessary first step in care coordination. Screening
enables a service provider to determine whether an individual with a
substance-use problem or illness shows signs of a mental health problem or
illness, and vice versa. If a potential problem is identified, a more detailed
assessment is undertaken. Routine screening has been shown to improve
rates of accurate mental health and substance-use diagnosis (Pignone et al.,
2002; Williams et al., 2002).

The above-mentioned congressionally mandated study of the preven-
tion and treatment of co-occurring substance-use and mental conditions
(SAMHSA, undated) identified screening as critical to the successful treat-
ment of comorbid conditions. Similarly, because of the high prevalence of
emotional and behavioral problems among children served by child welfare
services, screening has been recommended for children in the child welfare
system overall (Burns et al., 2004) and especially for those placed in foster
care (American Academy of Child & Adolescent Psychiatry and Child Wel-
fare League of America, 2003). The U.S. Preventive Services Task Force
also has recommended two types of screening in primary care settings:

e Screening for alcohol misuse by adults, including pregnant women,
along with behavioral counseling interventions.

e Screening for depression in adults in clinical practices that have
systems in place to ensure accurate diagnosis, effective treatment, and
follow-up (AHRQ, 2002-2003).

The U.S. Preventive Services Task Force has not addressed the issue of
screening for comorbid mental or substance-use conditions among indi-
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viduals presenting with either condition. To facilitate the adoption of screen-
ing and treatment for comorbid mental and substance-use illnesses, the task
force could include among its recommended guidelines screening for a co-
occurring mental or substance-use problem at the time of an individual’s
initial presentation with either condition.

As discussed earlier, however, when screening is done, it often is not
performed effectively (Friedmann et al., 2000b; Saitz et al., 2002). Effec-
tiveness can be increased by use of any of a broad range of available and
reliable instruments for screening for mental illnesses and co-occurring
substance-use problems and illnesses (NTAAA, 2002; Pignone et al., 2002;
Williams et al., 2002). An example is the Patient Health Questionnaire, a
self-administered instrument designed to screen for depression, anxiety dis-
orders, alcohol abuse, and somatiform and eating disorders in primary care
(Spitzer et al., 1999). Other very brief, single-question screens have been
evaluated for use in screening for alcohol-use problems (Canagasaby and
Vinson, 2005). NTAAA has developed a single question (one for men
and one for women) for screening for alcohol-use problems in primary care
and other settings (NTAAA, 2005).

Anticipation of Comorbidity and Formal Determination to Treat or Refer

Again because of the high prevalence of co-occurring conditions, espe-
cially among individuals seeking treatment, the congressionally mandated
study of the prevention and treatment of co-occurring substance-use and
mental conditions (SAMHSA, undated) stated that individuals with co-
occurring disorders should be the expectation, not the exception, in the
substance-use and mental health treatment systems. SAMHSA and others
have concluded that substance-use treatment providers should expect and
be prepared to treat patients with mental illnesses, and similarly that mental
health care providers should be prepared to treat patients with substantial
past and current drug problems (Havassy et al., 2004; SAMHSA, undated).
In its report to Congress, SAMHSA stated that one of the principles for
effective treatment of co-occurring disorders is that “any door is the right
door”; that is, people with co-occurring disorders should be able to receive
or be referred to appropriate services whenever they enter any agency for
mental health or substance-use treatment.

This same principle is applicable to general health problems and ill-
nesses as well. A review of innovative state practices for treating comorbid
M/SU conditions found that agency staff expected their clients to present
with co-occurring general health problems. They screened and assessed for
related conditions, including HIV/AIDS, physical and sexual abuse, brain
disorders, and physical disabilities. Staff were cross-trained in both mental
health and substance-use disciplines (although they did not work outside of
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their primary discipline) (NASMHPD and NASADAD, 2002). The congres-
sionally mandated study also stated that with training and other supports,
primary care settings can undertake diagnosis and treatment of these inter-
related disorders (SAMHSA, undated). Alternatively, use of a systematic
approach to referral to and consultation with a mental health specialist is
often used in model programs for better care (Pincus et al., 2003).

Linking Mechanisms to Foster Collaborative Planning and Treatment

As discussed at the beginning of this chapter, the simple sharing of
information, by itself, is insufficient to achieve care coordination. Care
coordination is the result of collaboration, which exists when the sharing of
information is accompanied by joint determination of treatment plans and
goals for recovery, as well as the ongoing communication of changes in
patient status and modification of treatment plans. Such collaboration re-
quires structures and processes that enable, support, and promote it (IOM,
2004a).

Not surprisingly, available evidence indicates that referrals alone do
not lead to collaboration or coordinated care (Friedmann et al., 2000a).
Stronger approaches are needed to establish effective linkages among pri-
mary care, specialty mental health and substance-use treatment services,
and other care systems that are involved in the delivery of M/SU treatment.
These stronger linkage mechanisms vary in form and are theorized to exist
along a continuum of efficacy. The extremes range from the ad hoc pur-
chase of services from separate providers to on-site programs (see Figure 5-1)
(D’Aunno, 1997; Friedmann et al., 2000a). Linkage mechanisms toward
the right of the continuum are theorized to be stronger because they lower
barriers or causes of “friction” (e.g., problems in identifying willing provid-
ers, clients’ personal disorganization, and lack of transportation'®) that
prevent patients from receiving services.

Lowest Certainty of Service Delivery Highest
d '
« »
Informal Referral Contractual Joint Program Case Management/ On Site
Ad Hoc Agreement Arrangement or Venture Transportation Program

FIGURE 5-1 The continuum of linkage mechanisms.
SOURCE: Friedmann et al., 2000a. Reprinted, with permission, from Health Services
Research, June 2000. Copyright 2000 by the Health Research and Educational Trust.

Approaches whose effectiveness in securing collaboration has some
conceptual and/or empirical support include collocation and clinical inte-
gration of services, use of a shared patient record, case (or care) manage-

L6These are in addition to the problems in insurance coverage discussed in Chapter 3.
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ment, and formal agreements with external providers. Evidence to date also
indicates that some of these approaches are more effective than others.
Moreover, their successful implementation requires leadership within an
organization, facilitating structures and processes within treatment settings,
and often redesigned professional roles and training in these new roles.

Collocation and clinical integration of services Physical proximity of
would-be collaborators facilitates collaboration (IOM, 2004a). This point
is exemplified by the multiple studies of mental or substance-use health
care showing that same-site delivery of both types of care or primary care
is more effective in identifying comorbid conditions (Weisner et al., 2001),
effectively links clients to the collocated services (Druss et al., 2001; Samet
et al., 2001), and can improve treatment outcomes (Unutzer et al., 2001;
Weisner et al., 2001). In a 1995 study of a nationally representative sample
of all outpatient drug-use treatment units, same-site delivery of services
was more effective than formal arrangements with external providers, re-
ferral agreements, or case management in ensuring that patients would
utilize necessary services (a first step in collaborative care) (Friedmann et
al., 2000a). For these reasons, the collocation of multiple services (mental,
substance-use, and/or general health) at the same site is a frequently cited
feature of many care collaboration programs. The congressionally man-
dated study of prevention and treatment of co-occurring substance-use and
mental conditions (SAMHSA, undated) highlighted “integrated treatment”
as an evidence-based approach for co-occurring disorders, defined, in part,
as services delivered “in one setting.” The report noted that such integrated
treatment programs can take place in either the mental or substance-use
treatment setting, but require that treatment and service for both condi-
tions be delivered by appropriately trained staff “within the same setting.”

Others have noted the benefits of integrating behavioral health special-
ists into primary settings, as well as the reciprocal strategy of including
primary care providers at locations that deliver care to individuals with
severe mental and substance-use illnesses. This type of collocation facili-
tates patient follow-through on a referrals, allows for face-to-face verbal
communication in addition to or as an alternative to communicating in
writing, and allows for informal sharing of the views of different disciplines
and easy exchange of expertise (Pincus, 2003).

Such opportunities for face-to-face communication are important be-
cause multiple studies identify effective communication as a key feature of
collaboration (Baggs and Schmitt, 1988; Knaus et al., 1986; Schmitt, 2001;
Shortell et al., 1994). “Effective” communication is described as frequent
and timely (Gittell et al., 2000; Shortell et al., 1994),17 and is characterized

17As well as accurate, understandable, and satisfying.
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by discussion with contributions by all parties, active listening, openness, a
willingness to consider other ideas and ask for opinions, questioning (Baggs
and Schmitt, 1997; Shortell et al., 1994), and the free flow of information
among participants. This type of communication is less easily achieved
through electronic, mail, and telephone communications. Nonetheless, when
physical integration of services is not feasible, other efforts to promote effec-
tive collaboration (i.e., communication between providers by indirect means
such as shared patient records or use of a case manager) may yield benefits.

Shared patient records Coordination of care provided by different pro-
viders can also be facilitated by shared patient records and documentation
practices that promote interdisciplinary information exchange. Electronic
health records (EHRs) are supported as an important mechanism for shar-
ing such information and have been highlighted as one of the essential
components of the developing National Health Information Infrastructure
(NHII). EHRs allow (1) the longitudinal collection of electronic informa-
tion pertaining to an individual’s health and health care; (2) immediate
electronic access—by authorized users only—to person- and population-
level information; (3) provision of knowledge and decision support to en-
hance the quality, safety, and efficiency of patient care; and (4) support for
efficient processes of health care delivery (IOM, 2003b). Although still in a
minority, hospitals and ambulatory practices are increasingly investing in
EHRs; these investments typically are being made by larger facilities, creat-
ing what is referred to as the “adoption gap” between large and small
organizations (Brailer and Terasawa, 2003). Although sharing of patient
information maintained in paper-based records can still take place, the
capture and storage of patient information electronically is endorsed as a
more thorough and efficient mechanism for timely access to needed infor-
mation by the many providers serving a patient.

Case (care) management Case (or care) management refers to varying com-
binations of actions performed by a designated individual® (i.e., case man-
ager) to arrange for, coordinate, and monitor health, psychological, and
social services important to an individual’s recovery from illness and the
effects of these services on the patient’s health. Although the services en-
compassed by case management often vary by the severity of the illness,
the needs of the individual, and the specific model of case management

18ve distinguish in this section between case management, provided by an additional
resource person working with both the patient and the involved clinicians, and disease man-
agement programs. The latter often involve transfer of the overall medical and related health
care management of a patient’s specific disease to a separate organization or program, fre-
quently through a contract. Disease management programs can also offer case management
services by an individual as a part of their approach to disease management.
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employed (Gilbody et al., 2003; Marshall et al., 2004), typical activities
include assessment of the patient’s need for supportive services; individual
care planning, referral, and connection of the patient with other necessary
services and supports; ongoing monitoring of the patients’ care plan; advo-
cacy; and monitoring of the patient’s symptoms.

Although systematic reviews of the effectiveness of case management
for individuals with serious mental illnesses have been conducted with
different review strategies and produced conflicting findings (Marshall et
al., 2004; Ziguras and Stuart, 2000) (perhaps in part because of the large
number of different models of case management [Zwarenstein et al., 2000]),
the approach continues to be a common component of many mental health
treatment services for individuals with other than mild mental illnesses. A
systematic review of studies of organizational and educational interven-
tions to improve the management of depression in primary care settings
found that although most initiatives used multiples strategies, case manage-
ment was one of two approaches used most often in projects achieving
positive outcomes and health-related quality of life!® (Gilbody et al., 2003).
More recently, within The Robert Wood Johnson Foundation’s national
program for depression treatment in primary care, all eight demonstration
sites independently designed their interventions to incorporate case man-
agement, often with expanded roles for case managers that include ensuring
that treatment guidelines and protocols are followed and that a depression
registry is used by clinicians. Case managers also serve as intermediaries
between patients’ primary care providers and mental health specialists
(Anonymous, 2004; Rollman et al., 2003). Case management is an essential
element as well of the MacArthur Foundation’s RESPECT—Depression
Project for improving the treatment of depression in primary care, and of
disease management programs such The John A. Hartford Foundation and
California Health Care Foundation’s Project IMPACT program for treating
late-life depression (Unutzer et al., 2001).

Formal agreements with external providers Formal agreements with exter-
nal providers also can influence patients’ appropriate utilization of needed
services (Friedmann et al., 2000a). Such agreements can include, for ex-
ample, a substance-use treatment or mental health organization that con-
tracts with a medical group practice to provide physical examinations and
routine medical care for its patients. The advantages of this approach are

191n some studies, the case manger role was of low intensity and included follow-up phone
calls to monitor medication adherence, providing brief patient education and medication
counseling, or giving support over the phone. In other programs, nurse case managers took
on additional roles that included, for example, ongoing support and monitoring of patient
therapy and treatment response according to algorithms.
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that it requires fewer organizational and physical plant resources than do
collocated services, and it makes use of existing community resources
(Samet et al., 2001). Specialty consultation with primary care providers is
another frequently identified service that can be secured through a formal
agreement with an external provider (Pincus et al., 2003). At a minimum,
formal agreements with external providers should include not just the
agreement to provide the referred service, but also provisions addressing
information sharing, joint treatment planning, and monitoring of patient
outcomes.

Organizational Support for Collaboration

Successfully implementing the above strategies for care coordination
requires facilitating structures and processes within treatment settings. Col-
laboration also often requires changes in the design of work processes at
treatment sites, in particular, flexibility in professional roles. Effective lead-
ership is an overarching need to help health care providers successfully
adopt, adapt to, and sustain these changes.

Facilitating structures and processes at treatment sites Structures and pro-
cesses that encourage multidisciplinary providers to come together for joint
treatment planning foster collaboration. For example, in acute, general
inpatient care, there is evidence that using interdisciplinary rounds can be
effective in improving patient care (Curley et al., 1998). Improvement in
care can also be achieved by involving primary and mental health care
providers in interdisciplinary team meetings (Druss et al., 2001; Unutzer et
al., 2001) at which joint care planning takes place, or by providing case
managers (see above) to facilitate patient education, monitoring, and com-
munication between primary care providers and M/SU specialists (Feldman
et al., 2005). In addition, a number of more general quality improvement
strategies, such as medication algorithms, hold the potential to improve
coordination of care by standardizing care processes and creating channels
of communication. For instance, the Texas Medication Algorithm Project
includes a clinical coordinator to help ensure appropriate coordination
among clinicians, patients, and family members in promoting adherence to
medication guidelines (Miller et al., 2004; Rush et al., 2003).

In a randomized controlled trial of the integration of medical care with
mental health services, it was found that same-site location, common chart-
ing, enhanced channels of communication (including joint meetings and
e-mail), and in-person contact facilitated the development of common goals
and sharing of information between medical and mental health providers.
Interdisciplinary team meetings involving primary and behavioral health
care providers can do the same (Druss et al., 2001).
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Heavy workloads can interfere with the formation of collaborative
relationships. Collaboration requires that staff have the time to participate
in such activities as interdisciplinary team meetings (Baggs and Schmitt,
1997). lllustrating this point, additional staff resources and reduced caseload
were identified as two of several components of success in a randomized
controlled trial of collocating and integrating medical care with mental
health care (Druss et al., 2001). When staff are overwhelmed with caregiving
responsibilities, they may not take the time to collaborate. Yet while unilat-
eral decision making is easier in the short run, collaborative relationships
are viewed as saving time in the long run (Baggs and Schmitt, 1997).

The committee also calls attention to the Chronic Care Model, used to
improve the health care of individuals with chronic illnesses in primary care
settings. This model has six components: (1) providing chronic illness self-
management support to patients and their families (see Chapter 3); (2)
redesigning care delivery structures and operations; (3) linking patients and
their care with community resources to support their management of their
illness (described above); (4) providing decision support to clinicians (see
Chapter 4); (5) using computerized clinical information systems to support
compliance with treatment protocols and monitor patient health indica-
tors (see Chapter 6); and (6) aligning the health care organization’s (or
provider’s) structures, goals, and values to support chronic care (discussed
below) (Bodenheimer et al., 2002). The Chronic Care Model has been
applied successfully to the treatment of a wide variety of general chronic
illnesses, such as diabetes, asthma, and heart failure (The National Coali-
tion on Health Care and The Institute for Healthcare Improvement, 2002),
as well as to common mental illnesses such as depression (Badamgarev et
al., 2003), and has been theorized to have the potential for improving the
quality of care for persons with other M/SU illnesses (Watkins et al., 2003).

The Chronic Care Model also emphasizes the use of certain organiza-
tional structures and processes, including interdisciplinary practices in which
a clear division of the roles and responsibilities of the various team mem-
bers fosters their collaboration. Instituting such arrangements may necessi-
tate new roles and divisions of labor among clinicians with differing train-
ing and expertise. In the Chronic Care Model, for example, physician team
members are often responsible for the treatment of patients with acute
conditions, intervene in stubbornly difficult chronic care problems, and
train other team members. Nonphysician personnel support patients in the
self-management of their illnesses and arrange for routine periodic health
monitoring and follow-up. Providing chronic care consistent with this model
requires support from health care organizations, health plans, purchasers,
insurers, and other providers. Elements of the Chronic Care Model have
been implemented in a variety of care settings, including private general
medical practices, integrated delivery systems, and a community health
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center for general health care (Bodenheimer et al., 2002). The committee
believes this model should be developed for use in the care of individuals
with chronic M/SU illnesses as a mechanism for improving coordination of
care, as well as other dimensions of quality.

Flexibility in professional roles As seen in the Chronic Care Model, col-
laboration sometimes requires revision in professional roles, including the
shifting of roles among health care professionals and the expansion of roles
to include new tasks (Gilbody et al., 2003; Katon et al., 2001). It also often
requires participating as part of an interdisciplinary team with certain pre-
scribed roles (Unutzer et al., 2001). Research findings and other empirical
evidence show that health care workers of all types are capable of perform-
ing new tasks necessitated by advances in therapeutics, shortages in the
health care workforce, and the pressures of cost containment. For example,
the development of safer and more effective medications for mental and
substance-use illnesses (e.g., selective serotonin reuptake inhibitors) has
enabled the treatment of depression by primary care clinicians. Other medi-
cations, such as buprenorphine, may do the same. Other developments
that are likely to require redefinition of professional roles include the use
of peer support personnel (described in Chapter 3) and the delivery of
more M/SU health care in primary care settings and by primary care pro-
viders (Strosahl, 2005).

However, new communication patterns and changes in roles, especially
functioning as part of an interdisciplinary team, can at times be uncomfort-
able for health professionals. Role confusion and conflict are a frequent
barrier to interdisciplinary collaboration (Rice, 2000). As a result, it may be
necessary to provide training and development in collaborative practice
behaviors, such as effective communication and conflict resolution (Disch
et al., 2001; Strosahl, 2005). Collaboration is enhanced by a shared under-
standing of agreed-upon collective goals and new individual roles (Gittell et
al., 2000).

Leadership Leadership is well known to be a critical factor in the success
of any major change initiative or quality improvement effort (Baldridge
National Quality Program, 2003; Davenport et al., 1998) and an essential
feature of successful programs in care coordination (NASMHPD, NASADAD,
2002). Effective leadership in part models the behaviors that are expected
at the clinical care level. For example, in The Robert Wood Johnson
Foundation’s Initiative on Depression in Primary Care, leadership was one
of six component interventions to overcome barriers to the delivery of
effective care for depression in primary care settings. Teams of primary
care, mental health, and senior administrative personnel were responsible
for securing needed resources, representing stakeholder interests, promot-
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ing adherence to practice standards, setting goals for key process measures
and outcomes, and encouraging sustained efforts at continuous quality
improvement (Pincus et al., 2003). Such activities ensure that the structures
and processes that enable and nurture collaboration are in place at the
locus of care.

Practices of Purchasers, Quality Oversight Organizations,
and Public Policy Leaders

Clinicians and health care organizations will not be able to achieve full
coordination of patient care without complementary and supporting activi-
ties on the part of federal and state governments, health care purchasers,
quality oversight organizations, and other organizations that shape the
environment in which clinical care is delivered. As noted earlier, care co-
ordination has been identified by the IOM as one of 20 priority areas
deserving immediate attention by all participants in the American health
care system. Health care purchasers, quality oversight organizations, and
public policy leaders can help give care coordination this immediate atten-
tion by (1) clarifying their expectations for information sharing, collabora-
tion, and coordination in their purchasing agreements; (2) including the
care coordination practices recommended above in their quality oversight
standards and purchasing criteria; and (3) modeling collaborative practices
across health care for general, mental, and substance-use health conditions
in their policy-making and operational activities.

Purchaser Practices

Purchasers can stimulate and incentivize better coordination of care
among general, mental, and substance-use health care by including care
coordination as one of the quality-of-care parameters used to evaluate
proposals and award contracts for the delivery of general, specialty M/SU,
and comprehensive (general and M/SU) health care (see Chapter 8). In
soliciting health plans and providers to deliver these health care services,
purchasers can ask bidders to specify what care coordination practices they
require of their clinicians, and how the organization supports clinicians and
measures care coordination. When awarding contracts, purchasers can
clarify in contracts with health care plans their expectations for informa-
tion sharing, collaboration, and coordination. In addition, purchasers
should allow primary care providers to bill for the M/SU treatment services
they provide, a practice now under way in some MBHO settings (Feldman
et al., 2005). Doing so will allow consumers and their primary care provid-
ers to determine jointly, as they do for other medical conditions, when
specialty consultation and care are appropriate; enable coordination of care
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through the use of a single provider to treat general and M/SU conditions;
and eliminate the adverse consequences that arise when primary care pro-
viders code visits related to M/SU problems and illnesses as being due to
somatic complaints.

Quality Oversight Practices

Many purchasers delegate their attention to care coordination and other
quality-related issues by accepting the quality-of-care determinations made
by expert quality oversight organizations, such as accrediting bodies. Four
main organizations accredit M/SU health care organizations (and some-
times individual providers). The National Committee for Quality Assur-
ance (NCQA) accredits managed care organizations, MBHOs, and disease
management programs and recognizes physician practices through other
oversight programs. The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) accredits hospitals and specialty behavioral health
care organizations. The Commission on Accreditation of Rehabilitation
Facilities accredits a wide variety of behavioral health programs and ser-
vices. Finally, the Council on Accreditation for Children and Family Ser-
vices, Inc. accredits a wide variety of counseling and other M/SU programs
and services, as well as EAPs. These accrediting bodies generally perform
their quality oversight activities either through review of an organization’s
structures and operational practices or through measurement of an
organization’s or provider’s clinical care processes and outcomes. Clinical
care processes and outcomes are generally evaluated through performance
measures (discussed in Chapter 4). Organizational structures and processes
such as the linking strategies recommended above are typically reviewed
through evaluation of compliance with the established structural and pro-
cedural standards that make up an organization’s accreditation standards.

Although the accreditation standards of each of the above four organi-
zations address care coordination and collaboration to some extent (CARF,
2005; COA, 2001; JCAHO, 2004; NCQA, 2004), accreditation standards
for care coordination could be improved. For example, NCQA’s MBHO
accreditation standards address care coordination between M/SU and gen-
eral health care in Standard QI 10, “Continuity and Coordination between
Behavioral Health and Medical Care,” which states (NCQA, 2004:91):

The organization collaborates with relevant medical delivery systems or
primary care physicians to monitor and improve coordination between
behavioral health and medical care.

However, the following note is appended to this standard:
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Note: If the organization does not have any formal relationship with the
medical delivery system through contracts, delegation, or otherwise,
NCQA considers this standard NA. (NCQA, 2004:91). NCQA’s customer
support line clarifies that “NA” means “Not Applicable.”20

Collaboration and Coordination in Policy Making and Programming

Throughout this report, the committee emphasizes the need for col-
laboration and coordination in mental, substance-use, and general health
care policy making and programming that parallels desired collaboration
and coordination at the care delivery level—for example, in the dissemina-
tion of information on innovations in new treatments (see Chapter 4), in
the measurement of the quality of M/SU care (see Chapter 4), and in the
development of information technology for M/SU care (see Chapter 6).
Such attention to coordination and collaboration at the policy and pro-
gramming represents an opportunity for federal, state, and local officials to
model and promote the coordination and collaboration needed at the clini-
cal level—across M/SU health care and across providers of these specialty
health care services and general health care. The importance of seizing this
opportunity is emphasized in the IOM report Leadership by Example:
Coordinating Government Roles in Improving Health Care Quality. That
report, commissioned by Congress to examine and recommend quality
improvement activities in six major federal programs,?! concluded that the
federal government must assume a strong leadership role in quality
improvement:

By exercising its roles as purchaser, regulator, provider of health services,
and sponsor of applied health services research, the federal government
has the necessary influence to direct the attention and resources of the
health care sector in pursuit of quality. There is no other stakeholder with
such a combination of roles and influence. (IOM, 2002:x)

Because coordination of care is one dimension of quality, the federal
government needs to exercise leadership and model coordination and col-
laboration in general, mental, and substance-use health care. This coordi-
nation and collaboration should be practiced across the separate Centers

20Conversation with NCQA Customer Support on July 22, 2005.

21Even this initiative represents a missed opportunity for collaboration and coordination.
Congress charged the IOM with examining the roles of Medicare, Medicaid, the Indian
Health Service, the State Children’s Health Insurance Program, the Department of Defense’s
TRICARE program, and the program of the Veterans Health Administration in enhancing
health care quality, but not the role of federal M/SU programs administered by SAMHSA.
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for Substance Abuse Prevention and Treatment and Center for Mental
Health Services within SAMHSA, across SAMHSA and other operating
divisions of the Department of Health and Human Services (DHHS), across
DHHS and other departments, and across the public and private sectors.

A strong example of such leadership in coordination and collaboration
is found in the federal action agenda, Transforming Mental Health Care in
America, formulated to implement the recommendations of the President’s
New Freedom Commission on Mental Health. This action agenda is the
collaborative product of 12 DHHS agencies (the Administration on Aging,
Administration for Children and Families, Agency for Healthcare Research
and Quality, Centers for Disease Control and Prevention, Centers for Medi-
care and Medicaid Services, Health Resources and Services Administration,
Indian Health Service, National Institutes of Health, Office for Disability,
Office for Civil Rights, Office of Public Health and Science, and SAMHSA),
five other departments (Education, Housing and Urban Development, Jus-
tice, Labor, and Veterans Affairs), and the Social Security Administration.
To guide the implementation of this agenda, DHHS is leading an intra- and
interagency Federal Executive Steering Committee composed of high-level
representatives from DHHS agencies and other federal departments that
serve individuals with mental illnesses (SAMHSA, 2005). This strong model
of collaboration and coordination could be strengthened by including on
the action agenda items addressing the substance-use problems and illnesses
that so frequently accompany mental illnesses, and by including more ex-
plicitly in implementation activities the SAMHSA centers and state agencies
responsible for planning and arranging for care for co-occurring substance-
use illnesses. Similarly engaging key private-sector entities, especially those
in the general health sector who deliver much care for mental illnesses,
would strengthen this collaborative approach and help break down the
separations discussed earlier in this chapter between mental and substance-
use illnesses, between specialty M/SU and general health care, and between
the public and private sectors.

New Mexico provides one example of processes now under way to
achieve such coordination and collaboration at the state level (see Box 5-1).
While the fruits of this initiative are not yet known, these efforts are testi-
mony to the critical need for such coordination and collaboration at the
policy level and the importance of high-level leadership in meeting this
need.
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BOX 5-1 New Mexico’s Behavioral Health Collaborative:
A Case Study in Policy Coordination

In 2003 the Governor of New Mexico identified as a major policy issue the fact that
New Mexico’s behavioral health system (like others across the United States) re-
flected the problems cited in the report of the President’'s New Freedom Commis-
sion: insufficient and inappropriate services, uneven access and quality, failure to
maximize resources across funding streams, duplication of effort, higher adminis-
trative costs for providers, and overall fragmentation that makes service systems
difficult to access and manage effectively. After consultation with key cabinet sec-
retaries, the governor announced a new approach to address these problems
through the creation of a high-level policy collaborative. This executive-level body
was charged specifically with achieving better access, better services, and better
value for taxpayer dollars in mental and substance-use health care.

This group, consisting of 17 members including the heads of 15 agencies,
was established in law by the New Mexico legislature effective May 2004 and
charged with creating a single behavioral health (mental and substance-use
treatment) delivery system across multiple state agencies and funding sources.
The vision that guided this effort, based on months of public participation, was
that this single system must support recovery and resiliency so that consumers
can participate fully in the life of their communities. The agencies forming the
collaborative reflected these broad goals and included those responsible for such
areas as housing, corrections, labor, and education, as well as primary health
and human services agencies.

To ensure that this broad perspective would be reflected in the collaborative’s
actions, the group decided that decisions would be made whenever feasible by
consensus, but that if votes were required, each agency would have a single vote
regardless of its budget or size. The group is cochaired by the secretary of Human
Services and (in alternating years) the secretary of Children, Youth, and Families
or the secretary of Health. Such a broad policy vision clearly also required that the
collaborative develop coordinated structures for the efficient management of a
broad range of funds and services. Therefore, a request for proposals was issued,
and a contractor was selected as the single statewide entity to manage approxi-
mately $350,000,000 in cross-agency funds for the first phase of the change pro-
cess. In addition, the collaborative has formed senior-level coordination teams,
including one focused specifically on cross-cutting policy issues. A single Behav-
ioral Health Planning Council has also been established to form an ongoing part-
nership with consumers, families, providers, and state agencies in keeping the
system on track. In addition, local collaboratives are being formed with cross-
agency state assistance across all of the state’s 13 judicial districts, as well as in
its Native American communities, to ensure strong feedback and coordination in-
volving stakeholders at the local level as a guide for collaborative state policies
and actions. The overall transformation also is being carefully evaluated by multi-
ple groups to help guide future work of this broad policy nature.

SOURCE: Personal communication, Leslie Tremaine, Behavioral Health Coordinator, New
Mexico BH Collaborative, on July 28, 2005.
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Recommendations

To address the complex obstacles to care coordination and collabora-
tion described above, the committee recommends a set of related actions
to be undertaken by individual clinicians, health care organizations, health
plans, health care purchasers, accrediting organizations, and policy
officials.

Recommendation 5-1. To make collaboration and coordination of pa-
tients’ M/SU health care services the norm, providers of the services
should establish clinically effective linkages within their own organiza-
tions and between providers of mental health and substance-use treat-
ment. The necessary communications and interactions should take place
with the patient’s knowledge and consent and be fostered by:

* Routine sharing of information on patients’ problems and phar-
macologic and nonpharmacologic treatments among providers of
M/SU treatment.

e Valid, age-appropriate screening of patients for comorbid mental,
substance-use, and general medical problems in these clinical set-
tings and reliable monitoring of their progress.

Recommendation 5-2. To facilitate the delivery of coordinated care by
primary care, mental health, and substance-use treatment providers,
government agencies, purchasers, health plans, and accreditation orga-
nizations should implement policies and incentives to continually in-
crease collaboration among these providers to achieve evidence-based
screening and care of their patients with general, mental, and/or
substance-use health conditions. The following specific measures should
be undertaken to carry out this recommendation:

e Primary care and specialty M/SU health care providers should
transition along a continuum of evidence-based coordination
models from (1) formal agreements among mental, substance-use,
and primary health care providers; to (2) case management of
mental, substance-use, and primary health care; to (3) collocation
of mental, substance-use, and primary health care services; and
then to (4) delivery of mental, substance-use, and primary health
care through clinically integrated practices of primary and M/SU
care providers. Organizations should adopt models to which they
can most easily transition from their current structure, that best
meet the needs of their patient populations, and that ensure
accountability.
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e DHHS should fund demonstration programs to offer incentives
for the transition of multiple primary care and M/SU practices
along this continuum of coordination models.

¢ Purchasers should modify policies and practices that preclude pay-
ing for evidence-based screening, treatment, and coordination of
M/SU care and require (with patients’ knowledge and consent) all
health care organizations with which they contract to ensure ap-
propriate sharing of clinical information essential for coordina-
tion of care with other providers treating their patients.

¢ Organizations that accredit mental, substance-use, or primary
health care organizations should use accrediting practices that as-
sess, for all providers, the use of evidence-based approaches to
coordinating mental, substance-use, and primary health care.

¢ Federal and state governments should revise laws, regulations, and
administrative practices that create inappropriate barriers to the
communication of information between providers of health care
for mental and substance-use conditions and between those pro-
viders and providers of general care.

With respect to the need for purchasers to modify practices that pre-
clude paying for evidence-based screening, treatment, and coordination of
health care for mental and substance-use conditions, the committee calls
particular attention to practices that prevent primary care providers from
receiving payment for delivery of the M/SU health services they provide and
the failure of some benefit plans to cover certain evidence-based treatments.

Recommendation 5-3. To ensure the health of persons for whom they
are responsible, M/SU providers should:

¢ Coordinate their services with those of other human services and
education agencies, such as schools, housing and vocational re-
habilitation agencies, and providers of services for older adults.
e Establish referral arrangements for needed services.

Providers of services to high-risk populations—such as child welfare
agencies, criminal and juvenile justice agencies, and long-term care
facilities for older adults—should use valid, age-appropriate, and cul-
turally appropriate techniques to screen all entrants into their systems
to detect M/SU problems and illnesses.

Recommendation 5-4. To provide leadership in coordination, DHHS

should create a high-level, continuing entity reporting directly to the
secretary to improve collaboration and coordination across its mental,
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substance-use, and general health care agencies, including the Sub-
stance Abuse and Mental Health Services Administration; the Agency
for Healthcare Research and Quality; the Centers for Disease Control
and Prevention; and the Administration for Children, Youth, and Fami-
lies. DHHS also should implement performance measures to monitor
its progress toward achieving internal interagency collaboration and
publicly report its performance on these measures annually. State gov-
ernments should create analogous linkages across state agencies.

With respect to recommendation 5-4, the committee notes that this
recommendation echoes the call made in the report Leadership by Ex-
ample: Coordinating Government Roles in Improving Health Care Quality
for Congress to consider directing the Secretary of DHHS to produce an
annual progress report “detailing the collaborative and individual efforts of
the various government programs to redesign their quality enhancement
processes” (IOM, 2002:11).
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Increasing Workforce Capacity for
Quality Improvement

Summary

The health care workforce treating mental and/or substance-use
(M/SU) conditions is not equipped uniformly and sufficiently in
terms of knowledge and skills, cultural diversity and understanding,
geographic distribution, and numbers to provide the access to
and quality of M/SU services needed by consumers. This has long
been the case and has been persistently resistant to change despite
recurring acknowledgments of the problems and repeated
recommendations for major improvements to address them.
Although similar to those that afflict the general health care
workforce, these problems require special attention in the M/SU
workforce not only because of the high prevalence and serious
consequences of M/SU problems and illnesses (see Chapter 1),
but also because of the great variation in the types of clinicians
licensed to diagnose and treat M/SU conditions and substantial
variations in their training. In contrast to general health care, in
which the diagnosis and treatment of medical conditions are typically
provided by physicians, individuals licensed to diagnose and treat
M/SU problems and illnesses include a wide range of practitioners—
psychologists, psychiatrists, primary care and specialist physicians,
social workers, psychiatric nurses, marriage and family therapists,
addiction therapists, and a wide variety of counselors (e.g.,
psychosocial rebabilitation, school, addiction, and pastoral counselors),
many of whom are licensed to provide M/SU services in independent
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practice. These practitioners are trained apart from each other—
in different schools by different faculties, with curriculums
encompassing few if any core competencies and little interdisciplinary
training. Further, despite the wide variety of theories and therapies
that have been developed to deal with M/SU problems and illnesses
(see Chapter 4), there are no mechanisms in place to ensure that
any given clinician has been adequately educated and trained to
offer any specific therapy. Such a process is essential to the provision
of safe, effective, and efficient care. The wide variety of provider
types and treatments makes it difficult to provide consumers of
M/SU bhealth care with information on the competencies of any
particular practitioner and to assist them in finding the right
clinician for belp, a key element of patient-centered care. Variations
in state licensing requirements further complicate efforts to reduce
inappropriate variations in care.

There is a long bistory of short-lived and unheeded commissions,
expert panels, reports, and recommendations to improve the capacity
and quality of the M/SU workforce. Reports dealing with the
general bealth care workforce typically have failed to address the
unique issues in M/SU health care. Those that have done so have
addressed either mental health or substance use, but not both.
Substance use, despite its magnitude and high rate of comorbidity
with mental health problems, is often neglected in the professional
training of all the major mental bealth disciplines and the training
received by primary health care practitioners as well. Training
does not sufficiently emphasize the advances made in evidence-
based practice for treatment of mental and substance-use conditions,
nor does it include enough content on self-help groups, community
systems of support, and social services. Teaching methods across
all the schools in which the M/SU disciplines are trained vary
substantially as well, reflecting little cognizance of the advances
that have been made in evidence-based teaching methods and
lifelong learning.

Past recommendations calling for changes in the curriculums
and methods for educating and training M/SU practitioners have
typically been ignored. As a result, there continues to be a large
gap between what is known, what is taught, and therefore what
is done in practice. Sustained, multiyear attention and resources
have been applied successfully to the education and training of
physicians and nurses through the Council on Graduate Medical
Education and the National Advisory Council on Nurse Education
and Practice. A similar sustained, multiyear strategy, as well as
action by institutions of higher education, licensing boards, accrediting

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

288 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

bodies, the federal government, and purchasers, is needed to increase
the M/SU workforce’s competencies to deliver high-quality care.

CRITICAL ROLE OF THE WORKFORCE AND
LIMITATIONS TO ITS EFFECTIVENESS

Previous reports of the Institute of Medicine (IOM) and other authori-
tative bodies have documented the critical roles played by the health care
workforce in the delivery of high-quality health care. Crossing the Quality
Chasm identifies the health care workforce as the health system’s most
important resource, and critical to improving the quality of care (IOM,
2001). All of the recommendations of the previous chapters—providing
patient-centered, safe, effective, and coordinated care and taking advan-
tages of the opportunities offered by information technology—require a
workforce sufficient in numbers, with the necessary competencies, and en-
abled by the environments in which they practice to deliver care consistent
with these competencies. However, the entire health care workforce—
including those who provide care for mental and substance-use conditions—
faces numerous obstacles to delivering high-quality care. These include a
shortage and geographic maldistribution of workers (see Box 7-1), work
environments that thwart clinicians’ delivery of quality health care (AHRQ,
2003; IOM, 2004b), a lack of ethnic diversity and cultural expertise (IOM,
2004a) (see Box 7-2), outdated education and training content and methods
(IOM, 2003), state-to-state variation in scopes of practice and assurance of
competency, and concerns about legal liability (IOM, 2001).

Although the M/SU health care workforce faces all of the same prob-
lems as the health care workforce overall, building its capacity to deliver
higher-quality care for M/SU conditions is particularly problematic because
of the greater variety of types of M/SU health care providers and an even
greater variation in how they are educated, licensed, and certified/creden-
tialed for practice. While recognizing the importance of such problems as
workforce shortages, geographic maldistribution, and insufficient diversity
that afflict the M/SU and general health care workforces alike, this chapter
focuses on the special problems resulting from the greater diversity of the
M/SU health care workforce, their varying education and training, and the
difficulties of delivering high-quality patient care in the solo practices that
are more typical among those who treat M/SU conditions.

GREATER VARIATION IN THE WORKFORCE
TREATING M/SU CONDITIONS

Caregivers who provide care to individuals with M/SU problems and
illnesses, like those who care for those with general health care problems
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BOX 7-1 Workforce Shortages and Geographic Maldistribution

Shortages and maldistribution of M/SU treatment professionals, as in the general
health care workforce, are a major and long-recognized problem. In 1999, the
Surgeon General’s report on mental health stated: “The supply of well-trained
mental health professionals is inadequate in many areas of the country, especially
in rural areas. Particularly keen shortages are found in the numbers of mental
health professionals serving children and adolescents with serious mental disor-
ders, and older people” (DHHS, 1999:455). Echoing this statement, in 2003 the
President’'s New Freedom Commission on Mental Health reported: “In rural and
other geographically remote areas, many people with mental illnesses have inad-
equate access to care [and] limited availability of skilled care providers. . .” (New
Freedom Commission on Mental Health, 2003:51).

Despite recognition of the problem and various attempts to motivate people to
work in underserved areas, however, little progress has been made. In the east
south central region of the United States (Alabama, Kentucky, Mississippi, and
Tennessee), for example, there are 8.2 psychiatrists per 100,000 population, com-
pared with 22.1 per 100,000 in the mid-Atlantic region (New Jersey, New York,
and Pennsylvania). Similarly, there are 53.0 psychologists per 100,000 people in
New England, compared with 14.4 per 100,000 in the west south central states,
such as Arkansas, Oklahoma, and Texas (Duffy et al., 2004). Shortages of clini-
cians with expertise in caring for certain groups, such as children and adolescents
(Koppelman, 2004) and older adults (New Freedom Commission on Mental
Health, 2003), also persist nationwide. This variation reflects the historical tenden-
cy of highly skilled professionals to locate in urban areas (Morris et al., 2004).

Similar problems in the substance-use treatment workforce have been docu-
mented. Low salaries are accompanied by high turnover rates in both managerial
and clinical positions (McLellan et al., 2003). This situation can compromise con-
tinuity of care for patients and also threatens to leave the field without a leadership
infrastructure through which advances in care can be infused. Moreover, the
stigma experienced by individuals with substance-use illnesses is sometimes felt
by their treatment providers (Kaplan, 2003).

and illnesses, include licensed clinicians; unlicensed, paid providers (both
certified and uncertified); volunteers; and the patient’s family and informal
supports. The roles of patients and their families in care and illness manage-
ment, as well as those of individuals in recovery who offer peer and recov-
ery support services, are addressed in Chapter 3. In this chapter we focus on
the role of the licensed M/SU treatment workforce.!

1Although the role of unlicensed and voluntary care providers is substantial and important,
the committee focuses here on licensed caregivers because the education and oversight struc-
tures for unlicensed voluntary caregivers are less well developed at present. Moreover, the
committee believes that a well-trained and -educated licensed and credentialed workforce,
through its leadership and modeling of best-care practices such as patient-centered care, can
do much to strengthen the knowledge, skills, and abilities of the unlicensed workforce and
volunteer supports.
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BOX 7-2 Insufficient Workforce Diversity

Like the health care workforce overall (IOM, 2004a), the M/SU workforce does not
reflect the increasing ethnic and cultural diversity of the population it serves. At the
beginning of the 1900s, only one of every eight Americans identified himself or
herself as a race other than “white.” At the end of the century, one of four did so,
as the white population grew more slowly than every other racial/ethnic group.
Increasing diversity accelerated in the latter half of the century. From 1970 to
2000, the population of races other than “white” or “black” grew considerably, and
by 2000 was comparable in size to the black population. The black population
represented a slightly smaller share of the total U.S. population in 1970 than in
1900, while the Hispanic population more than doubled from 1980 to 2000. The
racial/ethnic composition of the U.S. population according to the 2000 census was
as follows: 75.1 percent white, 12.3 percent black, 3.6 percent Asian or Pacific
Islander, 0.9 percent American Indian or Alaska Native, 5.5 percent claiming a
race other than those already cited, and 2.4 percent claiming two or more races.
Individuals (of any race) claiming Hispanic origin constituted 12.5 percent of the
U.S. population (Hobbs and Stoops, 2002).

Despite this increasing diversity and decades of concern about the failure of
the health care workforce to reflect it, there are still far too few minority M/SU
professionals. The 2001 supplement to the Surgeon General’s report on mental
health, Mental Health: Culture, Race, and Ethnicity, stated: “Racial and ethnic
minorities continue to be badly underrepresented, relative to their proportion of the
U.S. population, within the core mental health professions—psychiatry, psychol-
ogy, and social work, counseling, and psychiatric nursing” (DHHS, 2001:167). The
President’s New Freedom Commission on Mental Health echoed that observation:
“Racial and ethnic minorities are seriously under-represented in the core mental
health professions [and] . .. many providers are inadequately prepared to serve
culturally diverse populations, and investigators are not trained in research on
minority populations” (New Freedom Commission on Mental Health, 2003:50).
Similarly, members of the substance-use treatment workforce do not reflect the
gender, racial, and ethnic composition of those they treat (Mulvey et al., 2003).

As noted above, clinicians licensed to diagnose and treat M/SU prob-
lems and illnesses are uniquely varied. Although the diagnosis and treat-
ment of general health conditions are typically limited to physicians,
advanced practice nurses, and physician assistants,2 M/SU health care clini-
cians include psychologists, psychiatrists, other specialty or primary care
physicians, social workers, psychiatric nurses, marriage and family thera-
pists, addiction therapists, psychosocial rehabilitation therapists, sociolo-
gists, and a variety of counselors with different education and certifications

2Dentists, chiropractors, and podiatrists also are licensed to diagnose and treat, but typi-

cally

within prescribed domains.
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(e.g., school counselors, pastoral counselors, guidance counselors, and drug
and alcohol counselors), each with differing education and training.

The effect on clinical practice of this variation in provider types and in
the corresponding education and training is unknown; however, variation
in the education and training of different types of physicians who deliver
care for mental illnesses has been shown to result in variations in the quality
of care (Young et al., 2001). Also, although many different therapies have
been developed for M/SU problems and illnesses (see Chapter 4), there is no
mechanism in place to ensure that any given clinician has been adequately
educated and trained to offer any specific therapy. Such a process is essen-
tial to the delivery of safe, effective, and efficient care. The wider variety of
provider types also has implications for the ability to provide consumers
with the information they need to select a clinician to help them—a key
element of patient-centered care—as it is difficult to provide consumers
with information on the competencies of any individual practitioner and to
guarantee a uniform, safe level of abilities across all types of clinicians.

In spite of this, no mechanisms exist for routinely capturing adequate
information on the characteristics of the M/SU workforce comparable to,
for example, the National Sample Survey of Registered Nurses regularly
conducted by the National Advisory Council on Nurse Education and Prac-
tice. Moreover, administrative data routinely collected as part of health
care claims or billing do not include a code for provider type. Although it
may not be necessary to capture this information in general health care, in
which the great majority of billing clinicians are physicians, the failure to
do so for M/SU services neglects a substantial opportunity to learn about
the M/SU workforce and its patterns of care. The Substance Abuse and
Mental Health Services Administration (SAMHSA) has organized periodic
efforts to collect data on mental health practitioners (see Table 7-1) (Duffy
et al., 2004), but the information collected is incomplete, collected inconsis-
tently across professions, and insufficient for policy and workforce analy-
sis. This and the few other available data sources provide only limited
information about specialty and general health care clinicians providing
M/SU treatment services.

Specialty Mental Health Providers

Specialty mental health providers include psychiatrists, psychologists,
and psychiatric nurses possessing formal graduate degrees in mental health.
They also include social workers, counselors, nurses, and therapists who
either have received additional, specialized training in treating mental prob-
lems and illnesses prior to their professional practice, or have chosen to
practice in a mental health care setting and gained advanced knowledge in
treating mental problems and illnesses through experience (West et al.,
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TABLE 7-1 Estimated Number of Clinically Active (CA) or Clinically
Trained (CT) Mental Health Personnel and Rate per 100,000 Civilian
Population in the United States, by Discipline and Year

Rate per 100,000

U.S. Civilian Reporting

Discipline Number Population Year
Counseling 111,931 (CA) 49.4 2002
Psychosocial Rehabilitation 100,000 (CT) 37.7 1996
Social Work 99,341 (CA) 353 2002
Psychology 88,491 (CT) 31.1 2002
Marriage and Family Therapy 47,111 (CA) 16.7 2002
Psychiatry? 38,436 (CT) 13.7 2001
School Psychology 31,278 (CT) 11.4 2003
Psychiatric Nursing 18,269 (CT) 6.5 2000
Pastoral Counseling Data not available

aBased on clinically active psychiatrists in the private sector; excludes residents and fellows.
SOURCE: Duffy et al., 2004.

2001). Individuals with more severe mental illnesses are more likely to
receive care from specialty mental health providers (Wang et al., 2000).
Psychiatrists, for example, are likely to treat individuals with illnesses such
as schizophrenia and bipolar disorder (West et al., 2001). SAMHSA’s most
recent estimates of the numbers of clinically trained and clinically active?
mental health personnel are shown in Table 7-1.

Specialty Substance-Use Treatment Providers

Data on the specialty substance-use treatment workforce overall are
sparse; no database systematically collects such data (Kaplan, 2003).
SAMHSA’s 1996-1997 Alcohol and Drug Services study (Phase I) pub-
lished in 2003 (SAMHSA, 2003) collected data on the credentials of staff
working in a national inventory of hospital, residential, and outpatient
substance-use treatment facilities and programs (Mulvey et al., 2003). How-
ever, subsequent national surveys of substance-use treatment services have not
collected data on staff licensure and certification (SAMHSA, 2004), and in
studies of the health care workforce overall, “the addiction treatment work-
force is generally overlooked” (McCarty, 2002:1). Experts also note the
paucity of data on the preparation of this workforce (Morris et al., 2004).

3«Clinically trained” personnel include those who, because of formal training and experi-
ence, could provide direct clinical care for mental health conditions, whether or not they do
so. “Clinically active” personnel are those actively providing such care.
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It is known, however, that the specialty substance-use treatment
workforce includes individuals from all of the above mental health profes-
sions (IOM, 1997) but is predominantly composed of counselors (McLellan
et al., 2003). In 1998 approximately half of the staff delivering substance-
use treatment services in about 13,000 outpatient clinics was licensed as
substance-abuse counselors. The remainder were about equally composed
of unlicensed counselors and “other” professionals who were predomi-
nantly master’s-level social workers, mental health counselors, marriage
and family therapists, and psychologists with no certification or licensure as
substance-use treatment providers; these “other” professionals also included
psychiatrists and specialty-certified primary care physicians and nurses
(Harwood, 2002). A more recent 2003 survey of 175 directors of inpatient/
residential, outpatient, and methadone maintenance programs across the
nation also found that apart from counselors, very few professional disci-
plines were represented among the treatment staff of these programs. With
respect to program directors, 15 percent had no college degree; 58 percent
had a bachelor’s degree, and 20 percent had a master’s degree. One pro-
gram was under the direction of a physician (McLellan et al., 2003).

General Medical/Primary Care Providers

M/SU problems and illnesses are also treated by general internists,
family medicine physicians, pediatricians, other medical specialists, and
advanced practice nurses who have not been certified as mental health or
substance-use treatment specialists and are delivering primary or specialty
health care in office-based practices, clinics, acute general hospitals, and
nursing homes. These providers are often the first point of contact for many
adults with mental problems or illnesses. There is also some evidence that
they are consumers’ preferred point of first contact for care: the majority of
consumers initially turn to their primary care providers for mental health
services (Mickus et al., 2000), and use of general medical providers for
treatment of M/SU problems and illnesses increased more than 150 percent
between 1990-1992 and 2001-2003—a significant shift away from other
sectors of care (Kessler et al., 2005). An equal (DHHS, 1999) or greater
(Wang et al., 2000) number of adults with M/SU problems and illnesses
receive care from general medical providers relative to specialty mental
health providers in a given year. Primary care physicians and physician
specialists other than psychiatrists also prescribe the majority of psychotropic
medications (Pincus et al., 1998). However, there also is evidence that the
care provided by general, primary care physicians is less often consistent
with clinical practice guidelines than that provided by psychiatrists
(Friedmann et al., 2000; Young et al., 2001).
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The diversity of professions and disciplines within the M/SU
workforce has implications for quality of care. First, it is difficult for
consumers to know which type of clinician has the best knowledge and
skills to provide them with the safest, most effective, and most efficient
care. This might not be a problem if all types of practitioners had a
minimum level of competency and the special added competencies of the
different types of clinicians were reliably known. This however, is not the
case, as discussed in the next section. Professional licensure and ongoing
assurance of competencies in specific therapies involve many different
bodies. Experts in the education of the M/SU workforce report that
prelicensure education is uneven, as are licensure standards and the use of
postlicensure competency evaluation mechanisms (Daniels and Walter,
2002; Hoge, 2002; Hoge et al., 2002).

PROBLEMS IN PROFESSIONAL EDUCATION AND TRAINING*

Providers in the above multiple disciplines, many of whom are licensed
to practice independently, differ in the amounts of education and training
they receive prior to professional practice. The content of the education
they receive and the places in which they are educated also differ. This
section reviews these variations, as well as deficiencies in the professional
education of the M/SU workforce overall.

Variation in Amounts and Types of Education
Psychiatry

Eligibility for board certification in psychiatry requires 4 years of col-
lege, 4 additional years of medical education leading to a medical degree,
followed by a minimum of 4 years of residency training.

Psychology

Although the doctoral degree in psychology is the standard educational
path for independent clinical practice, individuals with a master’s degree in
psychology also can practice under the direction of a doctorally prepared

4This section incorporates content from a paper commissioned by the committee on “Work-
force Issues in Behavioral Health,” by John A. Morris, MSW, Professor of Clinical Neuropsy-
chiatry and Behavioral Science at the University of South Carolina School of Medicine; Eric
N. Goplerud, PhD, Research Professor at the School of Public Health and Health Services at
George Washington University Medical Center; and Michael A. Hoge, PhD, Professor of
Psychology (in Psychiatry) at Yale University School of Medicine.
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psychologist, or independently as school psychologists or counselors (Ameri-
can Psychological Association, 2003; Duffy et al., 2004). To become a
licensed clinical psychologist, graduates from doctoral programs also must
complete supervised postdoctoral training (Olvey and Hogg, 2002). Prac-
ticing as a school psychologist requires a minimum of a master’s degree,
followed by additional training leading toward certification or licensure at
the state level or nationally by the National Association of School Psycholo-
gists (Morris et al., 2004).

Social Work

Although social workers can practice with a bachelor’s, master’s, or
doctoral degree, the Master of Social Work (MSW) is considered the
routine degree for practitioners and is the most common academic re-
quirement for licensure. Obtaining an MSW degree usually requires 2
years of postundergraduate study and field placements/practica (Morris et
al., 2004).

Psychiatric Nursing

Individuals may become a registered nurse (RN) through three different
educational pathways: a 2-year program leading to an associate’s degree
(AD) in nursing, a 3-year program (usually hospital-based) leading to a
diploma in nursing, or a 4-year college or university program leading to a
bachelor’s degree in nursing. Those completing all of these programs are
eligible to take the RN licensing examination after graduation. Psychiatric
nurses may have this basic level of education or a graduate degree. Specialty
certification for psychiatric nurses at all levels is provided by the American
Nurses Credentialing Center. Psychiatric nurses are certified at both the
basic (“C” after RN) and advanced (“CS” or “BC” after RN) levels. The
majority of psychiatric nurses are prepared at the basic level of education;
advanced-level certification requires that the nurse have either a master’s or
doctoral degree. Many nurses working in psychiatric settings do not have
advanced certification in psychiatric nursing (Morris et al., 2004).

Counseling

The master’s degree is the most common practice degree in counseling
and enables licensure as a counselor. Accredited graduate programs require
a minimum of 72 quarter hours or 48 semester hours of postundergraduate
study leading to a master’s degree. Doctoral degree programs usually re-
quire a minimum of 2 additional years of study (Morris et al., 2004).

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

296 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

Marriage and Family Therapy

Marriage and family therapists are trained in three different ways:
master’s degree (requiring 2-3 years of postundergraduate training); doc-
toral program (requiring 3-5 years of postundergraduate training); or a
postgraduate clinical training program following training in psychology,
psychiatry, social work, nursing, pastoral counseling, or education (Morris
et al., 2004).

Pastoral Counseling

Persons credentialed as clinical pastoral counselors are either ordained
or otherwise recognized by identified groups of religious faith and have
completed a course of study approved by the Association for Clinical Pasto-
ral Counseling. There are only 2,812 certified pastoral counselors nation-
wide, making them one of the smallest specialty provider groups in mental
health (Morris et al., 2004).

Psychosocial Rehabilitation

Psychosocial rehabilitation is an approach to working with individuals
with severe mental illnesses to teach them the skills they need to achieve
their goals for living in the community. This type of care typically includes
some combination of residential services, training in community living skills,
socialization services, crisis services, case management, vocational rehabili-
tation, and other related services. Educational options for psychosocial
rehabilitation workers are diverse and range from training following high
school to an associate’s, bachelor’s, master’s, or doctoral degree in psycho-
social rehabilitation. Recent statistics indicate that 2 percent of these
workers have a doctoral degree, 24 percent a master’s degree, 13 percent
some college or an associate’s degree, and 22 percent a high school diploma
(Duffy et al., 2004).

Substance-Use Treatment Counseling

As described above, most of the substance-use treatment workforce
consists of counselors. The composition of this workforce is shifting from
those whose expertise is experience-based (from their personal experience
with substance-use problems or illnesses and recovery) to those with more
formal education at the graduate level (McCarty, 2002). However, a repre-
sentative survey of all state-recognized substance-use treatment programs
found that 26 percent of counselors did not have a bachelor’s degree, 32
percent possessed a bachelor’s degree only, and 42 percent possessed a
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master’s degree (none possessed a doctoral degree). And 39 percent of these
counselors were clinically supervised by individuals who themselves lacked
a graduate degree. This survey did not distinguish between counselors with
and without a license/certification (Mulvey et al., 2003). A 1998 survey of
staff delivering substance-use treatment services in approximately 13,000
outpatient clinics nationally found that 54 percent of unlicensed counselors
had fewer than 4 years of college; in contrast, a master’s degree was
possessed by 56 percent of licensed counselors and 82 percent of “other
behavioral health professionals” (Harwood, 2002). This higher level of
formal education may not necessarily provide greater knowledge and ex-
pertise in providing effective care, however. Graduate programs in social
work and psychology, for example, often do not provide specialized train-
ing in treatment of alcohol- and other drug-use problems and illnesses
(Straussner and Senreich, 2002) and have a number of other limitations.

Deficiencies in Professional Education

The education of all health professionals is deficient in a number of
areas and has not kept pace with advances in knowledge and changes in the
delivery of health care (IOM, 2001, 2003), despite an IOM call that:

All health professionals should be educated to deliver patient-centered
care as members of an interdisciplinary team, emphasizing evidence-based
practice, quality improvement approaches, and informatics (IOM,
2003:3).

Leaders in the education of clinicians to treat M/SU conditions testify
that the educational preparation of this workforce does not address many
of these areas adequately. For example, not all M/SU clinicians are edu-
cated about evidence-based care or receive training in the use of evidence-
based clinical practice guidelines (Manderscheid et al., 2001). Without edu-
cation in the use of such guidelines, these clinicians may be more committed
to schools of practice than to providing the best therapy for a given patient
(Jackim, 2003). The varying education of the different provider types dis-
cussed above results in differences in clinicians’ theoretical orientations and
therapeutic approaches, as well as in the professional journals they read
and the professional organizations to which they belong. The result is little
cross-fertilization of knowledge and skills across provider types, and few
common standards of care and agreed-upon core competencies that tran-
scend the borders of the separate schools of thought in which M/SU health
care clinicians are trained.

Experts in the education of M/SU clinicians also report that graduate
education is inadequately grounded in the scientific evidence base for treat-
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ments and that some professional education and training programs have
been reluctant to incorporate clinical practice guidelines in traditional class-
room content as well as clinical education placements (Hoge et al., 2002).
Moreover, quality improvement strategies have received little attention in
M/SU education (Morris et al., 2004). Similarly, despite the need for
interprofessional collaboration described in Chapter 5, graduate training in
M/SU health care continues to be conducted in single-discipline silos with
little interdisciplinary coordination. Multispecialty training, such as that
involving both mental health and primary care providers, also remains
infrequent (Hoge et al., 2002).

Further, available information shows that there is no agreed-upon level
of competency within any profession (or across professions) with respect to
providing M/SU health care. Graduate training has not kept pace with
changes in health care delivery, and the achievement of expected educa-
tional outcomes has not been demonstrated (Hoge et al., 2002). Recent
changes in the licensing examination for nurses have decreased the content
devoted to psychosocial issues, which some fear will encourage nursing
schools to weaken mental health content in their curriculums (Poster, 2004).
There also is strong evidence that education of all clinicians inadequately
addresses substance-use problems and illnesses despite their high rates of
co-occurrence with mental problems and illnesses.

Little Assurance of Competencies in Discipline-Specific and
Core Knowledge

A primary concern regarding M/SU clinicians’ education and training is
the general absence of clearly specified competencies that students are to
develop and a process for routinely assessing whether those competencies
have actually been achieved. Leaders in the education of M/SU health care
clinicians cite a historical reluctance in some professional education and
training programs to require students to demonstrate competence in spe-
cific treatments, and note that general M/SU graduate education does not
guarantee competence in advanced or specialized skills. As a result, it is
recommended that training programs specify the minimum competencies
expected of their graduates and verify that these competencies have been
achieved (Hoge et al., 2002).

Multiple organizations are in various (mainly early) stages of develop-
ing discipline-specific, population-specific, or subject matter-specific com-
petencies for clinicians providing health care for mental or substance-use
conditions. However, these competencies have not yet been adopted as
standards of professional practice, and together represent a not-yet-finished
“patchwork quilt” of competencies. Moreover, still less attention has been
directed to developing and implementing strategies for assessing the extent
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to which students and current members of the workforce possess or prac-
tice these competencies (Hoge et al., 2005a).

Leaders in M/SU education and clinical care also have called for certain
knowledge, skills, and attitudes (i.e., core competencies) to be addressed by
the education of all clinicians providing M/SU health care. Such competen-
cies include, for example, detecting co-occurring mental and substance-use
problems and illnesses, and avoiding the stigmatizing attitudes and prac-
tices of health care providers that obstruct patients’ self-management of
their illness and recovery, as described in Chapter 3. Several initiatives have
been undertaken to develop and implement core competencies, including
two for those treating substance use and one for those treating mental
conditions. But these initiatives (described below) have not yet fully taken

hold.

Addiction Counseling Competencies: The Knowledge, Skills, and Attitudes
of Professional Practice In 1995, the National Curriculum Committee of
the Addiction Technology Transfer Center program, a nationwide training
system supported by SAMHSA’s Center for Substance Abuse Treatment
(CSAT), reached agreement on core competencies for addiction counseling
across professional groups that may treat people with substance-use prob-
lems and illnesses. The resulting document, Addiction Counseling Compe-
tencies: The Knowledge, Skills, and Attitudes of Professional Practice, iden-
tifies the basic knowledge and attitudes required for all disciplines in the
addiction field, as well as those necessary for the professional practice of
addiction counseling (clinical evaluation; treatment planning; referral; ser-
vice coordination; counseling; client, family, and community education;
documentation; and professional and ethical responsibilities, each with its
own set of competencies). The goal is for every addiction counselor and
every specialty treatment facility to possess every competency, regardless of
setting or treatment model (Addiction Technology Transfer Centers Na-
tional Curriculum Committee, 1998; Hoge et al., 2005a).

Interdisciplinary Project to Improve Health Professional Education in Sub-
stance Abuse This 5-year cooperative project of the Health Resources and
Services Administration (HRSA), the Association for Medical Education
and Research in Substance Abuse (AMERSA), and CSAT produced (1) a
strategic plan for interdisciplinary faculty development to prepare the gen-
eral health professions workforce to provide care for substance-use prob-
lems and illnesses, (2) an interdisciplinary faculty development program to
improve the educational curriculums for general health care professionals,
and (3) an infrastructure to support faculty development in substance-use
treatment. The initiative also produced a set of core and discipline-specific
knowledge, attitudes, and competencies needed by health professionals to
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effectively identify, intervene with, and refer patients with substance-use
problems and illnesses (Haack and Adger, 2002). Transmission of this set
of knowledge, attitudes, and competencies to the workforce was initiated
by the Multi-Agency INitiative on Substance abuse TRaining and Educa-
tion for AMerica (Project MAINSTREAM), which provided trainers to
train interdisciplinary faculty (Samet et al., 2006). The students trained by
these faculty enter the workforce with the knowledge and skills needed to
provide care for individuals and communities dealing with substance-use
problems and illnesses.

Annapolis Coalition on Behavioral Health Workforce Education The
Annapolis Coalition on Behavioral Health Workforce Education (Annap-
olis Coalition) grew out of a 2001 conference convened by the American
College of Mental Health Administration and the Academic Behavioral
Health Consortium, with funding from SAMHSA and the Agency for
Healthcare Research and Quality (AHRQ). The Annapolis Coalition
distilled recommendations from a substantial number of peer-reviewed
publications addressing the need for training reform in the M/SU treat-
ment field and subjected those recommendations to further vetting by
experts in the field by preparing and distributing for comment of a series
of review papers (Daniels and Walter, 2002; Hoge et al., 2002), as well
as discussing the recommendations at a national summit of experts on
workforce development (Hoge and Morris, 2002). The result was a series
of 10 recommended best practices for improving the quality and rel-
evance of workforce education (Hoge et al., 2005a).

Paucity of Content on Substance-Use Care

Despite the frequency of co-occurrence of general medical, mental, and
substance-use problems and illnesses, many providers in each of these areas
receive little or no education in the others and their effects on the presenting
condition. According to the congressionally mandated study of the preven-
tion and treatment of co-occurring substance-use and mental conditions
(SAMHSA, undated:15), “Perhaps one of the most significant program-
level barriers, noted by consumers and family members as well as by
providers. . .is the lack of staff trained in treating co-occurring disorders.”
The limited content of substance-use education in most health professions
is evidence of this.

Physician education Medical students can be educated about substance-
use problems and illnesses in a variety of settings. During the first 2 years
of medical school, however, the subject is often integrated into standard
coursework; and separate courses on addiction medicine are rarely taught.
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During the final 2 years of medical school, students also may have some
experience with substance-use health care during required or elective clini-
cal rotations in internal medicine, family medicine, neurology, or psychia-
try. Overall, however, dedicated training in substance-use problems and
illnesses is rarely offered in medical schools. A 1998-1999 survey of the
Liaison Committee on Medical Education found that of the 125 accredited
U.S. medical schools, 95 percent provided training in substance-use health
care as part of a larger required course, 8 percent had a separate required
course, and 36 percent offered an elective course (Haack and Adger, 2002).
This current level of exposure of medical students to substance-use health
care issues has not given recent medical school graduates the confidence to
screen, assess, or provide needed interventions for these patients (Miller et
al., 2001; Saitz et al., 2002; Vastag, 2003).

With respect to residency training, a 1997 national survey of residency
program directors found that the percentage of programs with required
training in care for substance-use problems and illnesses ranged from 32
percent in pediatrics to 95 percent in psychiatry, with an average of 56
percent across all emergency medicine, family medicine, internal medicine,
obstetrics/gynecology, osteopathic medicine, pediatrics, and psychiatry resi-
dency programs. However, the survey found that even when there was
required curriculum content in substance-use health care, the median num-
ber of curriculum hours dedicated to the subject varied greatly, ranging
from 3 (emergency medicine and obstetrics/gynecology) to 12 (family medi-
cine). Psychiatry residency programs reported an average of 8 hours de-
voted to substance-use health care in their curriculums (Isaacson et al.,
2000). Even in preventive medicine residency training, most of the alcohol-,
tobacco-, and other drug-use training focuses solely on tobacco (Abrams
Weintraub et al., 2003).

Psychologist education Psychologists typically receive very little training
in or preparation for dealing with substance-use problems and illnesses.
Results of a 1994 survey indicated that although 91 percent of psycholo-
gists encountered substance-use problems or illnesses in their daily work,
74 percent had received no formal undergraduate or graduate coursework
in the subject, and slightly more than half (54 percent) had received no
training in substance-use conditions during their internships. Although few
had received such training as part of their formal education, 86 percent
subsequently acquired training in substance-use conditions through work-
shops, supervision, and other sources (Aanavai et al., 1999).

Social work education The Interdisciplinary Project to Improve Health

Professional Education in Substance Abuse found that most schools of
social work failed to provide students with a basic knowledge of alcohol-
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and drug-use issues. Moreover, when graduate schools of social work of-
fered a concentration or elective courses in the treatment of alcohol- and
drug-use problems and illnesses, most students did not take these courses,
and only a few schools of social work offered postgraduate training pro-
grams covering services for substance use. A significant factor contributing
to this is that the Council on Social Work Education, the national policy-
making body for social work education, does not mandate that curricu-
lums contain substance-use content (Straussner and Senreich, 2002).

Nursing education Data on the amount of education in substance-use health
care provided to nurses use are highly limited. The report of the Interdisci-
plinary Project to Improve Health Professional Education in Substance
Abuse (Naegle, 2002) includes only information from two surveys con-
ducted in 1987. The first found that undergraduate nursing curriculums
typically offered 1-5 hours of instruction in substance-use problems and
illnesses over 2—4 years of study, usually combined with other course
content, and focused primarily on definitions and descriptions of the phe-
nomena surrounding substance use and their health consequences. The
second study likewise found little content on substance-use problems and
illnesses incorporated into psychiatric nursing programs. A systematic re-
view of studies of chemical dependency training within schools of nursing,
covering the period 1966-1996, also found only a small number of studies,
which frequently were methodologically flawed. Despite these shortcom-
ings, the investigators concluded from the available data that schools of
nursing generally provided minimal exposure to important concepts related
to alcohol and drug dependence. Few classroom hours were dedicated to
alcohol and drug issues, and individual courses devoted to substance-use
problems and illnesses were rare. Clinical training also was neglected.
“Neither the scope nor intensity of clinical instruction was sufficient to
ensure that graduating nurses could effectively intervene with chemically
dependent patients” (Howard et al., 1997:54).

Counselor education Even among substance-use treatment counselors, the
duration and content of preprofessional training received by certified
substance-use counselors varies widely. A large proportion of alcohol and
other drug treatment counselors report receiving their counseling educa-
tion through associate’s degree and certificate programs at 2-year commu-
nity colleges. Little information exists on the quality of these programs, or
on programs offering higher levels of education. These programs typically
operate with little or no external review and accreditation (McCarty, 2002).
However, a 2000-2001 review of undergraduate programs based on pub-
lished catalogues and Internet sites found 260 programs listed on the
website of the National Association of Alcohol and Drug Abuse Counselors
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(NAADAQ) as offering formal education in preparation for working as a
substance-use treatment practitioner. Approximately 55 percent of these
programs were at the community college or 2-year level, 13 percent at the
bachelor’s degree level, and 32 percent at the graduate level. Undergraduate
programs varied in their titles, the types of degrees awarded, the numbers
of credits and courses required for a degree, and in whether program gradu-
ates are prepared to function as counselors and be certified by states
(Edmundson, 2002).

Inadequate Faculty Development

Training health professionals to provide them with the knowledge and
skills needed to treat M/SU problems and illnesses requires not just strong
curriculum content, but also high-quality faculty to present that curriculum
who are well trained and knowledgeable about current effective M/SU
therapies, contemporary practice, and interdisciplinary care (Haack and
Adger, 2002; Hoge et al., 2002). Yet past deficiencies in the education of
those serving in faculty positions, particularly generalist clinicians (e.g.,
physicians, nurses), have resulted in insufficient numbers of qualified gener-
alist faculty to teach about M/SU health care issues even when curriculums
concerning these issues exist.

The Career Teachers Program (1972-1982), sponsored by the National
Institute on Alcohol Abuse and Alcoholism and the National Institute on
Drug Abuse, was one of the first multidisciplinary faculty development
programs in substance use health care for health professionals (Galanter,
1980). Over the course of this program’s existence, 59 career teachers
(faculty in medical and public health schools) were challenged to enhance
substance-use treatment education within their own professional schools.
This program was followed by faculty development programs sponsored by
federal agencies for medical, nursing, social work, public health, and psy-
chology faculty. Projects associated with these programs enriched the cur-
riculums of their respective schools and demonstrated that training pro-
viders, either community clinicians or emergency medicine residents, could
increase the extent to which they addressed patients’ unhealthy alcohol use
(D’Onofrio et al., 2002; Saitz et al., 2000). The continuing need for faculty
training programs is evident in the ongoing faculty development efforts of
the Association for Medical Education and Research in Substance Abuse
(Samet et al., 2006).

Summary

The above discussion illustrates that even when well-developed sets of
competencies (such as those of the Interdisciplinary Project to Improve
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Health Professional Education in Substance Abuse) exist, they often are not
incorporated into education programs. Licensing and credentialing are two
mechanisms used to assure the public that health care professionals are
competent to deliver services once they have completed their preprofessional
education. However, many of the core and discipline-, subject matter-, or
population-specific professional competencies discussed above have not
been adopted or incorporated into training programs, licensing standards,
or certification requirements. Until this happens, the promulgation of com-
petencies is likely to have limited impact (Hoge et al., 2005a). The variation
in competencies resulting from differences in preprofessional education is
compounded by state-to-state variation in licensing and credentialing, dis-
cussed next.

VARIATION IN LICENSURE AND
CREDENTIALING REQUIREMENTS

Licensing standards for the health professions are set by the states and
typically specify minimum standards for competency. In addition, the differ-
ent health professional associations, such as NAADAC—the Association for
Addiction Professionals, and the American Nurses Association, frequently
establish independent certification or credentialing processes that formally
recognize an individual’s knowledge or competency in a specialized area. The
latter standards often go beyond the requirements for state licensure, al-
though there is some overlap as some states mandate credentialing as a part
of licensure for certain professions (IOM, 2003).

Taking psychologists as an example, all but four states require a doctoral
degree to practice clinical psychology independently; Alaska, Oregon, Ver-
mont, and West Virginia also license master’s-level clinicians to practice
independently. All states except California and Pennsylvania require degrees
to be from schools accredited by regional accrediting bodies; the two excep-
tions accept degrees recognized by state law. Mississippi and Oklahoma
require the degrees to be from programs accredited by the American Psycho-
logical Association. All states further require supervised experience prior to
independent practice, but the number of hours required varies. Most states
require 1,500-2,000 postdoctoral hours, but Delaware requires 3,000 and
Michigan and Washington 4,000 (Olvey and Hogg, 2002). Moreover, there
are variations in how individuals with a master’s degree in psychology can
practice across states. Twenty-six states and the District of Columbia do not
license master’s-level psychologists to practice independently. In the other
states, licensed master’s-level psychologists are variably restricted in their
scope of practice and amount of required supervision. Titles used in the states
for these licensed and master’s-prepared clinicians also vary; they include
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psychological associate, psychological technician, psychological assistant, reg-
istered psychological assistant, licensed master’s-level psychologist, certified
psychological associate, psychological examiner, licensed psychological prac-
titioner, psychologist associate, and others. The amount of supervision re-
quired varies from none to supervision of all practice activity. Requirements
for supervised experience pre- and postlicensure also vary (Association of
State and Provincial Psychology Boards, 2000).

Considerable variation exists as well in the certification of specializa-
tions provided by professional associations. Only a few state certification
boards, for example, use SAMHSA’s addiction counseling competencies as
the basis for their education and training requirements (Hoge et al., 2005a).
Although a number of states (e.g., New York, New Mexico, Arizona) are
moving toward the establishment of a required basic level of competency
for M/SU treatment providers who are offering integrated services, there
remain no uniform standards of competency across states.

The above variations in licensure standards and credentialing processes
contribute to the varying capacity of the M/SU workforce to deliver high-
quality health care.

INADEQUATE CONTINUING EDUCATION

Beyond the variations in education, licensing, and credentialing discussed
above, the rapidly expanding evidence base and broad range of specialized
populations and treatment settings make it unlikely that all clinicians (espe-
cially those newly licensed) will come to their place of employment possessing
the knowledge and skills needed to practice at a high level of expertise (Hoge
et al., 2002). Prelicensure or preemployment education cannot provide suffi-
cient frequency and diversity of experience (and sometimes offer no experi-
ence) in the performance of every therapeutic intervention appropriate for
every clinical condition seen in patients, especially as the breadth of knowl-
edge and technology expands. Practitioners, therefore, come to their initial
place of employment as novices without certain skills and knowledge—their
limited skill and expertise reflecting the limitations of time and experience in
their academic education and the sheer number of effective therapies. More-
over, it is obviously impossible for prelicensure education to teach students
about diagnostic and therapeutic advances not yet invented (IOM, 2004b).
Many of the health professions are thus grappling with the need to ensure the
continuing competency of licensed health professionals (IOM, 2003). Like
professional practice education, however, continuing education for health
professionals has been found lacking in content, methods, financing, and
organizational support.
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Content

Continuing education focuses on refining existing and developing new
skills, as well as mastering changes in the knowledge base and treatment
approaches. Unlike preservice education, which is organized around a formal
curriculum, continuing education is commonly self-directed by the practition-
er, who selects areas of interest to pursue (Daniels and Walter, 2002).

Few standards or guidelines govern the continuing education content
that providers choose to study. Continuing education requirements are set
principally by licensing and certification bodies, many of which are con-
trolled by the states. These requirements are generally nonspecific, outlin-
ing only the number of hours of continuing education that must be com-
pleted during a specified number of years in order to maintain licensure or
certification. While some states and disciplines mandate continuing educa-
tion in specific content areas, such as professional ethics (Daniels and
Walter, 2002), “the general absence of standards or guidelines regarding
content raises concern that many practitioners may never become educated
about critical, emerging issues in the field, such as patient safety” (Morris et
al., 2004:18), illness self-management (see Chapter 3), or the Chronic Care
Model (see Chapter 3).

A 2001 survey of the continuing education requirements for M/SU
disciplines set by the states for licensure renewal found a striking lack of
consistency in the requirements for a given professional discipline across
states, as well as in the requirements for different mental health disciplines
within states. The requirements for psychologists, for example, range from
zero hours of continuing education (11 states), to 12 hours per year
(Alabama), to 50 hours per year (Kansas) (Daniels and Walter, 2002).

Methods

As usually provided (i.e., in single-session events such as conferences,
lectures, workshops, and dissemination of written materials), continuing
education has been found to have little effect in changing clinical practice
(Davis et al., 1999). Teaching adult learners clearly requires different ap-
proaches; moreover, research has shown that not everyone learns the same
way. While many individuals learn well through reading, for example,
others learn better through approaches that allow them to use their motor
skills. Clinicians also can benefit from being taught individually, rather
than in a group, at a pace suited to their particular learning style (Lazear,
1991). Empirical support exists as well for education strategies such as
interactive sessions (role playing, discussion groups, and experiential prob-
lem solving); academic detailing, in which trained experts meet with pro-
viders in their practice setting; audit and feedback (Morris et al., 2004); use
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of information technology (IT) (IOM, 2003); and learning through decision
support at the point of care delivery.

The IOM’s report on health professions education (IOM, 2003) identi-
fies utilizing information technology to communicate, manage knowledge,
mitigate error, and support decision making as a core competency that
should be possessed by all health professionals. Proficiency in using IT can
also be an effective vehicle for continuing education. CD-ROM-based and
text-based programs can be used to provide individualized learning during
times when the clinician is not involved in direct patient care. Online learn-
ing also presents new opportunities for continuing education, and many
state licensing boards accept completion of online courses as satisfying at
least part of the continuing education requirements for license renewal
(Flanagan and Needham, 2003).

Learning can take place as well through clinical decision-support soft-
ware that integrates information on individual patients with a computer-
ized knowledge base to generate patient-specific assessments or recommen-
dations, thereby helping clinicians or patients make clinical decisions. In
general health care, clinical decision-support systems assist clinicians in
applying new information to patient care through the analysis of patient-
specific clinical variables. These systems vary in complexity, function, and
application; some but not all are computer based. According to AHRQ’s
evidence-based report Making Health Care Safer: A Critical Analysis of
Patient Safety Practices, the preponderance of evidence suggests that these
systems are at least somewhat effective, especially with respect to the pre-
vention of medical errors (Trowbridge and Weingarten, 2001). Although
such software is common in general health care, however, it is not highly
developed or widely available in M/SU health care (Morris et al., 2004).
Other decision supports (some “low tech”) include using memory/cognition
aids, such as protocols and checklists, and clinical pathways.

Financing

The financing of continuing education for M/SU practitioners has been
identified as a critical issue (Daniels and Walter, 2002). Pharmaceutical
companies have been a major source of funding for continuing education in
M/SU health care, but that support is being curtailed. Provider organiza-
tions, which historically have financed a large share of the continuing edu-
cation for their employees, also have substantially scaled back their training
departments, staff, and programs, as well as travel support for continuing
education conferences, as a result of severe budgetary pressures (IOM,
2004b; Morris et al., 2004).

The IOM report Keeping Patients Safe: Transforming the Work Envi-
ronment of Nurses shows that the issue of continuing worker education
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and training is not unique to the health care industry. In many industries,
the ongoing acquisition and management of knowledge by employees is
increasingly recognized as an essential responsibility of the employing orga-
nization. Organizations need to play an active role in managing their learn-
ing process and transferring knowledge quickly and efficiently to their
employees. This organizational role is critical to supporting the continuing
growth of clinicians’ knowledge and skills (IOM, 2004b).

In general health care, for example, hospitals with high retention of
nurses in the face of nursing shortages (“magnet hospitals”) are characterized
by the provision of high levels of postemployment training and education of
nursing staff, beginning with orientation and lasting several weeks to months
(McClure et al., 2002). Developing and managing human skills and intel-
lect—more than managing physical and capital assets—is increasingly recog-
nized as a dominant concern of managers in successful companies (Quinn,
1992). Given the career-long need for clinicians to maintain competency
through the acquisition of new knowledge and skills and the essential role of
health care organizations in helping to meet this need, Keeping Patients Safe
recommends that all health care organizations routinely dedicate a defined
portion of budgetary resources to support for staff in their ongoing acquisi-
tion and maintenance of knowledge and skills (IOM, 2004b).

Organizational Support

Extensive research has demonstrated that an individual’s possession of
required competencies by itself is not sufficient for safe and effective perfor-
mance in the workplace (IOM, 2004b). When the organization in which an
individual works does not support and reward competency, the worker is
not likely to display competency on an ongoing basis (Hoge et al., 2005b;
IOM, 2004b). In patient care, what matters is the clinician’s performance,
rather than the possession of necessary competencies. In the performance of
clinical competencies, organizational characteristics are equally or more
influential than individual education, training, and other characteristics
(IOM, 2004b). Advances in education for M/SU clinicians therefore need to
be coupled with efforts to help the organizations in which they work pro-
vide the culture and other practice supports that allow and promote compe-
tent performance (Hoge et al., 2005b).

In addition to the many problems discussed above, M/SU clinicians’
ability to provide high-quality care is compromised by their frequent isola-
tion from their peers and colleagues from other disciplines as a result of
working in individual, or solo, practices (discussed next). Solo practice does
not facilitate building the infrastructure needed to take up new knowledge
and store, collect, and share the clinical information required to deliver
high-quality collaborative patient care.
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TABLE 7-2 Percentage of Clinically Trained Specialty Mental Health
Personnel Reporting Individual Practice as Their Primary or Secondary
Place of Employment

Primary Secondary Reporting
Discipline Employment Employment Year
Psychiatry 37.0 18.0 1998
Psychology 38.0 28.0 2002
Social work 18.5 27.1 2000
Counseling 15.1 21.6 2002
Marriage/family therapy 34.9 28.5 2000

SOURCE: Dulffy et al., 2004.

MORE SOLO PRACTICE

Many mental health clinicians report that individual practice is either
their primary or secondary’ employment setting (Duffy et al., 2004) (see
Table 7-2).

Solo practice may impede the uptake of evidence-based practices and
other changes needed in treatment settings. For example, as discussed in
Chapter 6, the size of health care organizations has been shown to be
related to the uptake of IT. Use of electronic health records (EHRs), for
instance, is typically found in larger health care organizations (Brailer and
Terasawa, 2003), and the size of a practice has been found to be the main
determinant of IT adoption for five clinical functions—obtaining treatment
guidelines, exchanging clinical data with other physicians, accessing patient
notes, generating treatment reminders for physicians, and writing prescrip-
tions. Indeed, physicians in solo or two-person practices are more than
three times likelier to have limited IT support for patient care compared
with large group practices of more than 50 physicians (Reed and Grossman,
2004). Observations from experts in the use of information systems by
managed behavioral health care organizations support this conclusion.

With respect to administrative (as opposed to clinical) IT applications,
smaller M/SU providers lag behind in the use of electronic claims submis-
sion (Trabin and Maloney, 2003). Likewise, a random sample of 175 direc-
tors of inpatient/residential, outpatient, and methadone maintenance pro-

SMany mental health practitioners work in multiple settings. For example, 60 percent of
full-time psychiatrists reported working in two or more settings in 1998, as did 50 percent of
psychologists, 20 percent of full-time counselors, and 29 percent of marriage/family therapists
in 2002. Rates were higher for part-time counselors (Duffy et al., 2004).
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grams across the nation found that approximately 20 percent of the pro-
grams had no information systems of any type, e-mail, or even voice mail
for their phone system. In contrast, most of those that were part of larger
hospital or health systems had access to well-developed clinical information
systems, e-mail, and Internet services (McLellan and Meyers, 2004). Most
public and private substance-use treatment programs are outside the pur-
view of medical facilities where such technology might be more available.
To the extent that other M/SU clinicians also provide care in solo or small
group practices, low adoption of IT to support clinical care may also be
present. Differences in IT uptake are theorized to reflect differences in
provider size: larger groups and health maintenance organizations (HMOs)
have readier access to capital and administrative support staff and the
ability to spread acquisition and implementation costs among more provid-
ers (Reed and Grossman, 2004).

Knowledge uptake and application require other resources for timely
identification of scientific advances and innovations. For example, as
described in Chapter 4, SAMHSA’s National Registry of Evidence-based
Programs and Practices contains such information, but if no one in the
care delivery organization has the time or responsibility to review this
registry of effective practices and provide the information to the organi-
zation, improvements in care delivery are less likely to occur. Large
organizations may have more capital resources and greater ability to
create mechanisms for carrying out such activities; solo or smaller prac-
tices may need to band together to achieve the economies of scale re-
quired for this purpose (Berwick, 2003). In a study of the adoption of
clinical practice guidelines for treatment of attention deficit hyperactiv-
ity disorder (ADHD), for example, having a solo practice was found to
be associated with a reduced likelihood of adopting the practice guide-
lines (Rushton et al., 2004).

Evidence shows that an organization will assimilate innovations more
readily if it is large, mature, functionally differentiated (i.e., divided into
semiautonomous departments and units), and specialized, with foci of pro-
fessional knowledge; if it has flexible resources to channel into new projects;
and if it has decentralized decision-making structures. Size is almost cer-
tainly a proxy for these characteristics (Greenhalgh et al., 2004).

USE OF THE INTERNET AND OTHER COMMUNICATION
TECHNOLOGIES FOR SERVICE DELIVERY

In addition to the telephone, communication technologies such as video
conferencing and the Internet are increasingly being used to evaluate, diag-
nose, and provide M/SU services to people who lack face-to-face access to
such services (Benderly, 2005) or prefer these other approaches. At a mini-
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mum, advances in use of Internet-mediated and other communication tech-
nologies require research on their effectiveness, specialized training of clini-
cians in their use, additional protection of consumer information, and
mechanisms for ensuring the competencies of those who provide such forms
of care.

Like consumers of general health care services (Baker et al., 2003),
many consumers of M/SU health care are already turning to the Internet to
obtain information and support from peers to help them manage their
M/SU problems and illnesses (Lamberg, 2003). Indeed, the Internet may be
especially useful to consumers of M/SU health care as a source of clinical
treatment. As some assert, “while face-to-face contact with patients is cer-
tainly desirable, the primary medium of treatment, psychotherapy, requires
no direct physical contact; many assessment and treatment services could
potentially be delivered, at least in part, over the Internet” (Flanagan and
Needham, 2003:312).

However, use of the Internet to deliver M/SU health care carries sev-
eral risks. One is the issue of the privacy and confidentiality of informa-
tion transmitted by patients over the Internet—information that, when
transmitted face to face and incorporated into the patient’s health record,
is subject to greater privacy protections than exist for general health care
(see Chapter 5 and Appendix B). Other concerns relate to questions about
the safety and effectiveness of Internet-based therapy compared with tra-
ditional face-to-face therapy, especially since the practitioner is unable to
observe the physical behaviors of the patient, which can inform experi-
enced clinicians. Moreover, practitioners providing face-to-face care must
be licensed by the state in which they practice—typically the same state in
which the patient resides. If a counselor in California delivers care to an
individual in Mississippi over the Internet, how is such a provider to be
credentialed—Dby the state in which he or she resides, in which the patient
resides, or both? The Internet makes delivery of services by a single prac-
titioner to individuals in all 50 states feasible. Should licensing be
required in all 50 states (Copeland and Martin, 2004; Flanagan and
Needham, 2003)? At present, “consumers are able to find licensed, and
for that matter unlicensed, professionals offering therapy. . .online” (Flan-
agan and Needham, 2003:313).

Despite these issues, there is no question that the communication tech-
nology exists to provide M/SU care and that people are willing to use it. For
the Internet, as for the telephone and video conferencing, providing care
that is clinically appropriate, therapeutically productive, and socially sup-
portive requires that practitioners address issues of the technological pa-
rameters of electronic service delivery, requisite systems for credentialing
and credential verification, and the appropriate balance between face-to-
face and electronic communications.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

312 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

LONG HISTORY OF WELL-INTENTIONED BUT
SHORT-LIVED WORKFORCE INITIATIVES

Most of the issues discussed above are not new; they have been ac-
knowledged for many years—some for decades. They have also been the
subject of many short-lived, ad hoc initiatives that overall have failed to
provide the sustained leadership, attention, resources, and collaboration
necessary to resolve them. A chronology of these efforts is provided below.
In the next section, the committee calls for a sustained, multiyear, collabo-
rative initiative to address these issues, modeled after those created for the
physician and nursing workforces.

1956. The American Psychiatric Association Committee on Medical
Education proposes a curriculum for teaching psychiatry in medical schools
and recommends that physician training develop “well-rounded physicians,
who, in their relationships with all patients, recognize the importance of
unconscious motivation, the role of emotional maladjustment in the ideol-
ogy and chronicity of illness, the emotional and personality problems en-
gendered by various illnesses; and who habitually see the patient in his
family and general environmental setting” (APA Committee on Medical
Education, 1956:128). The committee also recommends that during the
first 2 years, all medical students be exposed to themes of personality
growth, development, structure, and integration; adaptive needs; social and
cultural forces affecting personality and behavior; the role of language
and mentation; the role played by emotions and physiological functioning;
and psychopathology.

1961. In the final report of the Joint Commission on Mental Illness
and Health, titled Action for Mental Health, the commission makes the
following recommendation: “Child specialists offer a considerable poten-
tial for helping emotionally disturbed children, but in many cases lack
sufficient psychiatric orientation to capitalize on this potential. The Na-
tional Institute of Mental Health should provide support for resident train-
ing programs in pediatrics that make well-designed efforts to incorporate
adequate psychiatric information as a part of the pediatrician’s graduate
training. It should also provide stipends for pediatricians who wish to take
post-graduate courses in psychiatry. The aim is not to convert pediatricians
into psychiatrists, but to increase the mental patient care resources of the
community in which the pediatrician practices” (Joint Commission on
Mental Illness and Health, 1961:xii).

1972. The National Association of Alcohol and Drug Abuse Counse-
lors is founded, in part to begin a national credentialing/certification pro-
gram for addiction counselors (NAADAC, 2005).

1972-1982. The Career Teachers Program is sponsored by the Na-
tional Institute on Alcohol Abuse and Alcoholism (NIAAA) and the Na-
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tional Institute on Drug Abuse (NIDA) as one of the first multidisciplinary
health professional faculty development programs in substance-use educa-
tion (Galanter, 1980).

1976. The Association for Medical Education and Research in Sub-
stance Abuse (AMERSA) is created to expand education in substance-use
health care for all health care professionals (Samet et al., 2006).

1976-1982. The National Institute of Mental Health Staff College is
created to enhance the effectiveness of the leaders of federally funded com-
munity mental health centers across the United States. It closes with a
change in administrations in Washington.

1978. The President’s Commission on Mental Health points out prob-
lems in the M/SU workforce and recommends several actions to address
them, including more systematic training for all mental health professions
in the social structures, beliefs, value systems, and patterns of various sub-
cultures, and how to work with individuals from these subcultures in
therapy. The commission also recommends multidisciplinary training to
address what it identifies as “problems of role-blurring, rivalries, and turf
battles” (President’s Commission on Mental Health, 1978:459). In addi-
tion, the commission reaffirms the need to provide training in administra-
tion in both the basic and continuing education curriculums of all mental
health professionals.

1978-1986. A 5-year doctorate in mental health at the University of
California-Berkeley and the University of California-San Francisco Medi-
cal School is initiated. The program aims to develop a new profession
combining three main areas of knowledge—Dbiological science, psycho-
logical science, and social science—in a clinical curriculum, with the goal
of unifying the way behavioral health professionals are trained (Waller-
stein, 1991).

1979. NIAAA initiates a State Manpower Development Program to
provide categorical grant funding to each of the state alcoholism authorities
for the development of a manpower plan and training of treatment provid-
ers. The program ends in 1982 when its funding is incorporated into block
grants to states (IOM, 1990).

1984. NIAAA publishes core competencies and credentialing standards
for counselors treating alcohol dependence (Birch and Davis Associates,
1984).

1990. The IOM documents the “serious lack of accurate, timely data
at the national level” on the workforce treating alcohol-use problems and
illnesses and notes: “This lack of data compromises efforts to plan for
future training and professional needs. Fundamental questions for each of
the disciplines involved cannot be answered. . . .As a consequence it is not
possible to formulate a forward-looking workforce training policy” (IOM,
1990:131).
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1993. SAMHSA issues Workforce Training and Development for Men-
tal Health Systems.

1999. Mental Health: A Report of the Surgeon General again docu-
ments the inadequate supply of well-trained mental health professionals,
especially those serving children and adolescents and individuals with se-
vere mental illnesses, and those providing specific forms of psychotherapy
effective for many types of mental illnesses (DHHS, 1999).

2000. SAMHSA’s National Treatment Plan Initiative for Improving
Substance Abuse Treatment calls for a National Workforce Development
Office to secure valid, nationwide workforce data to guide policy making
and support development of the substance-use treatment workforce at the
national level. That office’s efforts would address the implementation of
core competency guidelines, credentialing standards, and other education
and training activities (SAMHSA, 2000).

2001-2002. The American College of Mental Health Administration
(ACMHA) and the Academic Behavioral Health Consortium (ABHC) ini-
tiate the Annapolis Coalition on Behavioral Health Workforce Education
to build national consensus on the nature of the problems facing the M/SU
treatment workforce and improve the quality and relevance of their educa-
tion and training. The coalition’s findings and recommendations are pub-
lished in 2002 (Adams and Daniels, 2002; Daniels and Walter, 2002; Hoge,
2002; Hoge and Morris, 2002; Hoge et al., 2002).

2002. The HRSA-AMERSA-SAMHSA/CSAT Interdisciplinary Project
to Improve Health Professional Education in Substance Abuse issues a
strategic plan to enable the nation’s health professions workforce to care
for individuals with substance-use problems and illnesses. The plan makes
12 recommendations for the Secretary of DHHS, the U.S Surgeon General,
other federal agencies, and agencies and organizations in the public and
private sectors, calling for, in part, the creation of a Secretary’s Advisory
Committee on Health Professions Education on Substance-Use Disorders; a
Surgeon General’s report on the state of substance abuse prevention and
treatment, similar to the Surgeon General’s report on mental health; the
convening of a national forum on health professions education on
substance-use disorders; the creation of national centers of excellence for
leadership in interdisciplinary faculty development; and other mechanisms
to strengthen workforce competencies in substance-use health care (Haack
and Adger, 2002).

2003. In its report Health Professions Education: A Bridge to Quality,
the IOM makes 10 recommendations for improving all health professions
education to support improvements in health care quality (IOM, 2003).

2003. The President’s New Freedom Commission on Mental Health
(2003) reports that “the Commission heard consistent testimony from con-
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sumers, families, advocates, and public and private providers about the
‘workforce crisis’ in mental health care. Today, not only is there a shortage
of providers, but those providers who are available are not trained in
evidenced-based and other innovative practices. This lack of education,
training, or supervision leads to a workforce that is ill-equipped to use the
latest breakthroughs in modern medicine” (p. 70). The commission further
states that the mental health field needs “a comprehensive strategic plan to
improve workforce recruitment, retention, diversity, and skills training”
and calls on DHHS to “initiate and coordinate a public-private partnership
to undertake such a strategy” (p. 735).

2004. The Annapolis Coalition on Behavioral Health Workforce Edu-
cation convenes a national meeting that generates 10 consensus recommen-
dations to guide the development of M/SU health care workforce compe-
tencies (Hoge et al., 2005a).

2005. SAMHSA contracts with the Annapolis Coalition on the Behav-
ioral Health Workforce to develop a national strategic plan on workforce
development by December 2005.

NEED FOR A SUSTAINED COMMITMENT
TO BRING ABOUT CHANGE

Some changes have taken place as result of the initiatives described
above. In general, however, M/SU health care professionals are trained the
way they have been for many years, and problems such as maldistribution
and the lack of representation of minorities in the workforce have improved
only slightly, if at all. Despite significant efforts, attempts to train non-
psychiatric physicians to do a better job of caring for people with M/SU
problems and illnesses have not been particularly effective. Broader efforts
to bring about similar changes in the M/SU treatment workforce overall
have had similar results.

The committee finds, as others have before, that without a properly
trained, culturally relevant, and appropriately distributed M/SU health care
workforce, significant improvements in the quality of care are not likely.
The committee further finds that the problems that attenuate the effective-
ness of the M/SU health workforce in America are so complex that they
require an ongoing, priority commitment of attention and resources, as
opposed to the short-term, ad hoc initiatives that have often characterized
responses to the problem in the past. As noted above, the committee recom-
mends that the approach used to educate and train other key providers
(physicians and nurses) in the health care workforce, as described below, be
employed to marshal the sustained attention, collaboration, and resources
needed to produce a stronger M/SU health care workforce.
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Council on Graduate Medical Education

The Council on Graduate Medical Education (COGME) was autho-
rized by Congress in 1986 to “provide an ongoing assessment of physician
workforce trends, training issues and financing policies, and to recommend
appropriate federal and private sector efforts to address identified needs”
(HRSA, 2002). Council members include “representatives of practicing
primary care physicians, national and specialty physician organizations,
international medical graduates, medical student and house staff associa-
tions, schools of medicine and osteopathy, public and private teaching
hospitals, health insurers, business, and labor. Federal representation in-
cludes the Assistant Secretary for Health, the U.S. Department of Health
and Human Services (DHHS); the Administrator of the Centers for Medi-
care and Medicaid Services; and the Chief Medical Director of the Veterans
Administration.” COGME advises and makes recommendations to the Sec-
retary of DHHS; the Senate Committee on Health, Education, Labor and
Pensions; and the House of Representatives Committee on Commerce.

The charge to COGME is broader than its name implies. Its authoriz-
ing legislation requires its advice and recommendations to address the fol-
lowing (HRSA, 2002):

e The supply and distribution of physicians in the United States.

e Current and future shortages or excesses of physicians in specialties
and subspecialties.

e Related federal policies, including the financing of undergraduate
and graduate medical education programs and the types of medical educa-
tion and training in the latter programs.

e Efforts to be carried out by hospitals, educational institutions, and
accrediting bodies with respect to these matters, including changes in un-
dergraduate and graduate medical education programs.

e Improvements needed in databases concerning the supply and dis-
tribution of, and postgraduate training programs for, physicians in the
United States and steps that should be taken to eliminate those deficiencies.

COGME periodically studies and issues reports on these issues that have
been influential in health care policy arenas. While these reports have some-
times been controversial (Phillips et al., 2005), they have been successful in
focusing national attention on the issues and stimulating policy responses.

National Advisory Council on Nurse Education and Practice

The National Advisory Council on Nurse Education and Practice
(NACNEP) was established as the Advisory Council on Nurse Training in
1964 and renamed in 1988. It similarly advises the Secretary of DHHS and
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the U.S. Congress on policy issues related to the nursing programs adminis-
tered by HRSA’s Bureau of Health Professions Division of Nursing, includ-
ing nurse workforce supply, education, and practice improvement. Among
its reports are the following: Basic Registered Nurse Workforce, National
Informatics Agenda for Nursing Education and Practice, Collaborative
Education to Ensure Patient Safety, A National Agenda for Nursing Work-
force Racial/Ethnic Diversity, Federal Support for the Preparation of the
Nurse Practitioner Workforce through Title VIII, and Federal Support for
the Preparation of the Clinical Nurse Specialist Workforce through Title
VIII.

The efforts of COGME and NACNEP have resulted in a number of
accomplishments in workforce development. With respect to furthering
interdisciplinary education and practice, for example, the two worked
together to produce the report Collaborative Education to Ensure Patient
Safety (COGME and NACNEP, 2000), which makes recommendations
pertaining to faculty development, quality improvement, interdisciplinary
collaboration, and competency development. These recommendations fos-
tered cooperative agreements with public and private nonprofit entities that
were cosponsored by HRSA’s nursing and medicine divisions (NACNEP,
2002).

Recommendations

To secure sustained attention and resources for the development of the
M/SU treatment workforce similar to what has been accomplished for the
physician and nurse workforces, the committee makes the following recom-
mendations:

Recommendation 7-1. To ensure sustained attention to the develop-
ment of a stronger M/SU health care workforce, Congress should au-
thorize and appropriate funds to create and maintain a Council on the
Mental and Substance-Use Health Care Workforce as a public—private
partnership. Recognizing that the quality of M/SU services is depen-
dent upon a highly competent professional workforce, the council
should develop and implement a comprehensive plan for strengthening
the quality and capacity of the workforce to improve the quality of
M/SU services substantially by:

o Identifying the specific clinical competencies that all M/SU pro-
fessionals must possess to be licensed or certified and the compe-
tencies that must be maintained over time.

¢ Developing national standards for the credentialing and licensure
of M/SU providers to eliminate differences in the standards now
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used by the states. Such standards should be based on core com-
petencies and should be included in curriculums and education
programs across all the M/SU disciplines.

* Proposing programs to be funded by government and the private
sector to address and resolve such long-standing M/SU workforce
issues as diversity, cultural relevance, faculty development, and
continuing shortages of the well-trained clinicians and consumer
providers needed to work with children and the elderly; and of
programs for training competent clinician administrators.

e Providing a continuing assessment of M/SU workforce trends, is-
sues, and financing policies.

e Measuring the extent to which the plan’s objectives have been
met and reporting annually to the nation on the status of the
M/SU workforce.

¢ Soliciting technical assistance from public—private partnerships to
facilitate the work of the council and the efforts of educational
and accreditation bodies to implement its recommendations.

Recommendation 7-2. Licensing boards, accrediting bodies, and pur-
chasers should incorporate the competencies and national standards
established by the Council on the Mental and Substance-Use Health
Care Workforce in discharging their regulatory and contracting re-
sponsibilities.

Recommendation 7-3. The federal government should support the de-
velopment of M/SU faculty leaders in health professions schools, such
as schools of nursing and medicine, and in schools and programs that
educate M/SU professionals, such as psychologists and social workers.
The aim should be to narrow the gaps among what is known through
research, what is taught, and what is done by those who provide M/SU
services.

Recommendation 7-4. To facilitate the development and implementa-
tion of core competencies across all M/SU disciplines, institutions of
higher education should place much greater emphasis on interdiscipli-
nary didactic and experiential learning and should bring together fac-
ulty and trainees from their various education programs.

The committee calls particular attention to two components of recom-

mendation 7-1. First, the recommendation calls for a public—private part-
nership to address the problems plaguing the M/SU workforce. Federal
leadership can provide sustained national policy attention to these prob-
lems and unique influence with the educational institutions and their
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accreditors, licensing bodies, health professions associations, and health
care organizations that need to be engaged in resolving the issues involved.
At the same time, private-sector organizations such as AMERSA (Samet et
al., 2006) and, more recently, the Annapolis Coalition on Behavioral Health
Workforce Education can offer the expertise, collaboration, and flexibility
necessary to collect and analyze additional evidence that needs to be brought
to bear on these issues. Therefore, the committee strongly recommends that
the council seek out AMERSA and the Annapolis Coalition as partners in
this process.

Second, with respect to the portion of recommendation 7-1 that calls
for the Council on the Mental and Substance-Use Health Care Workforce
to provide “an ongoing assessment of M/SU workforce trends, issues, and
financing policies,” the committee underscores the paucity of comprehen-
sive and reliable data on the M/SU workforce that it encountered in con-
ducting this study. Thus the committee strongly recommends the inclusion
of a mechanism or mechanisms for collecting better data on the M/SU
workforce as a part of the process for assessing workforce trends and
issues.
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Marriage and Family Therapy Core Competencies©
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The marriage and family therapy (MFT) core competencies were developed through a collaborative effort of the American
Association for Marriage and Family Therapy (AAMFT) and interested stakeholders. In addition to defining the domains of
knowledge and requisite skills in each domain that comprise the practice of marriage and family therapy, the ultimate goal
of the core competencies is to improve the quality of services delivered by marriage and family therapists (MFTSs).
Consequently, the competencies described herein represent the minimum that MFTs licensed to practice independently
must possess.

Creating competencies for MFTs and improving the quality of mental health services was considered in the context of the
broader behavioral health system. The AAMFT relied on three important reports to provide the framework within which the
competencies would be developed: Mental Health: A Report of the Surgeon General; the President’'s New Freedom
Commission on Mental Health’s Achieving the Promise: Transforming Mental Health Care in America; and the Institute of
Medicine’s Crossing the Quality Chasm. The AAMFT mapped the competencies to critical elements of these reports,
including IOM’s 6 Core Values that are seen as the foundation for a better health care system: 1) Safe, 2) Person-
Centered, 3) Efficient, 4) Effective, 5) Timely, and 6) Equitable. The committee also considered how social, political,
historical, and economic forces affect individual and relational problems and decisions about seeking and obtaining
treatment.

The core competencies were developed for educators, trainers, regulators, researchers, policymakers, and the public.
The current version has 128 competencies; however, these are likely to be modified as the field of family therapy
develops and as the needs of clients change. The competencies will be reviewed and modified at regular intervals to
ensure the competencies are reflective of the current and best practice of MFT.

The core competencies are organized around 6 primary domains and 5 secondary domains. The primary domains are:

1) Admission to Treatment — All interactions between clients and therapist up to the point when a therapeutic
contract is established.

2) Clinical Assessment and Diagnhosis — Activities focused on the identification of the issues to be addressed in
therapy.

3) Treatment Planning and Case Management — All activities focused on directing the course of therapy and
extra-therapeutic activities.

4) Therapeutic Interventions — All activities designed to ameliorate the clinical issues identified.

5) Legal Issues, Ethics, and Standards — All aspects of therapy that involve statutes, regulations, principles,
values, and mores of MFTs.

6) Research and Program Evaluation — All aspects of therapy that involve the systematic analysis of therapy and
how it is conducted effectively.

The subsidiary domains are focused on the types of skills or knowledge that MFTs must develop. These are: a)
Conceptual, b) Perceptual, c) Executive, d) Evaluative, and e) Professional.

Although not expressly written for each competency, the stem “Marriage and family therapists...” should begin each.
Additionally, the term “client” is used broadly and refers to the therapeutic system of the client/s served, which includes,
but is not limited to individuals, couples, families, and others with a vested interest in helping clients change. Similarly, the
term “family” is used generically to refer to all people identified by clients as part of their “family system,” this would
include fictive kin and relationships of choice. Finally, the core competencies encompass behaviors, skills, attitudes, and
policies that promote awareness, acceptance, and respect for differences, enhance services that meet the needs of
diverse populations, and promote resiliency and recovery.



Domain 1: Admission to Treatment

Number|Subdomain Competence

1.1.1 Conceptual |Understand systems concepts, theories, and technigues that are foundational to the
practice of marriage and family therapy

1.1.2 Conceptual |Understand theories and techniques of individual, marital, couple, family, and group
psychotherapy

1.1.3 Conceptual |Understand the behavioral health care delivery system, its impact on the services
provided, and the barriers and disparities in the system.

1.14 Conceptual |Understand the risks and benefits of individual, marital, couple, family, and group
psychotherapy.

1.2.1 Perceptual |Recognize contextual and systemic dynamics (e.g., gender, age, socioeconomic status,
culture/race/ethnicity, sexual orientation, spirituality, religion, larger systems, social
context).

1.2.2 Perceptual |Consider health status, mental status, other therapy, and other systems involved in the
clients’ lives (e.g., courts, social services).

1.2.3 Perceptual |Recognize issues that might suggest referral for specialized evaluation, assessment, or
care.

1.3.1 Executive |Gather and review intake information, giving balanced attention to individual, family,
community, cultural, and contextual factors.

1.3.2 Executive |Determine who should attend therapy and in what configuration (e.g., individual, couple,
family, extrafamilial resources).

1.3.3 Executive |Facilitate therapeutic involvement of all necessary participants in treatment.

1.34 Executive |Explain practice setting rules, fees, rights, and responsibilities of each party, including
privacy, confidentiality policies, and duty to care to client or legal guardian.

135 Executive |Obtain consent to treatment from all responsible persons.

1.3.6 Executive |Establish and maintain appropriate and productive therapeutic alliances with the clients.

1.3.7 Executive  |Solicit and use client feedback throughout the therapeutic process.

1.3.8 Executive |Develop and maintain collaborative working relationships with referral resources, other
practitioners involved in the clients’ care, and payers.

1.3.9 Executive |Manage session interactions with individuals, couples, families, and groups.

14.1 Evaluative |Evaluate case for appropriateness for treatment within professional scope of practice
and competence.

15.1 Professional{Understand the legal requirements and limitations for working with vulnerable

populations (e.g., minors).

15.2 Professional|Complete case documentation in a timely manner and in accordance with relevant laws
and policies.

153 Professional|Develop, establish, and maintain policies for fees, payment, record keeping, and
confidentiality.

Domain 2: Clinical Assessment and Diagnosis

Number|Subdomain Competence

211 Conceptual |Understand principles of human development; human sexuality; gender development;
psychopathology; psychopharmacology; couple processes; and family development and
processes (e.g., family, relational, and system dynamics).

2.1.2 Conceptual |Understand the major behavioral health disorders, including the epidemiology, etiology,
phenomenology, effective treatments, course, and prognosis.

2.1.3 Conceptual |Understand the clinical needs and implications of persons with comorbid disorders (e.g.,
substance abuse and mental health; heart disease and depression).

214 Conceptual |Comprehend individual, marital, couple and family assessment instruments appropriate

2




Number

Subdomain

Competence

to presenting problem, practice setting, and cultural context.

2.1.5 |Conceptual |Understand the current models for assessment and diagnosis of mental health
disorders, substance use disorders, and relational functioning.

2.1.6 Conceptual |Understand the strengths and limitations of the models of assessment and diagnosis,
especially as they relate to different cultural, economic, and ethnic groups.

2.1.7 Conceptual |Understand the concepts of reliability and validity, their relationship to assessment
instruments, and how they influence therapeutic decision making.

221 Perceptual |Assess each clients’ engagement in the change process.

2.2.2 Perceptual |[Systematically integrate client reports, observations of client behaviors, client
relationship patterns, reports from other professionals, results from testing procedures,
and interactions with client to guide the assessment process.

2.2.3 Perceptual |Develop hypotheses regarding relationship patterns, their bearing on the presenting
problem, and the influence of extra-therapeutic factors on client systems.

224 Perceptual |Consider the influence of treatment on extra-therapeutic relationships.

225 Perceptual |Consider physical/organic problems that can cause or exacerbate
emotional/interpersonal symptoms.

2.3.1 Executive |Diagnose and assess client behavioral and relational health problems systemically and
contextually.

2.3.2 Executive |Provide assessments and deliver developmentally appropriate services to clients, such
as children, adolescents, elders, and persons with special needs.

2.3.3 Executive |Apply effective and systemic interviewing techniques and strategies.

234 Executive  |Administer and interpret results of assessment instruments.

235 Executive |Screen and develop adequate safety plans for substance abuse, child and elder
maltreatment, domestic violence, physical violence, suicide potential, and
dangerousness to self and others.

2.3.6 Executive |Assess family history and dynamics using a genogram or other assessment instruments.

2.3.7 Executive  |Elicit a relevant and accurate biopsychosocial history to understand the context of the
clients’ problems.

2.3.8 Executive |ldentify clients’ strengths, resilience, and resources.

239 Executive |Elucidate presenting problem from the perspective of each member of the therapeutic
system.

241 Evaluative |Evaluate assessment methods for relevance to clients’ needs.

24.2 Evaluative |Assess ability to view issues and therapeutic processes systemically.

2.4.3 Evaluative |Evaluate the accuracy and cultural relevance of behavioral health and relational
diagnoses.

24.4 Evaluative |Assess the therapist-client agreement of therapeutic goals and diagnosis.

251 Professional|Utilize consultation and supervision effectively.

Domain 3: Treatment Planning and Case Management

Number|Subdomain Competence

3.1.1 Conceptual |[Know which models, modalities, and/or techniques are most effective for presenting
problems.

3.1.2 Conceptual |Understand the liabilities incurred when billing third parties, the codes necessary for
reimbursement, and how to use them correctly.

3.1.3 Conceptual |Understand the effects that psychotropic and other medications have on clients and the
treatment process.

3.14 Conceptual |Understand recovery-oriented behavioral health services (e.q., self-help groups, 12-step
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Number

Subdomain

Competence

programs, peer-to-peer services, supported employment).

3.21 Perceptual |Integrate client feedback, assessment, contextual information, and diagnosis with
treatment goals and plan.

3.3.1 Executive |Develop, with client input, measurable outcomes, treatment goals, treatment plans, and
after-care plans with clients utilizing a systemic perspective.

3.3.2 Executive |Prioritize treatment goals.

3.3.3 Executive |Develop a clear plan of how sessions will be conducted.

3.34 Executive |[Structure treatment to meet clients’ needs and to facilitate systemic change.

3.35 Executive |Manage progression of therapy toward treatment goals.

3.3.6 Executive |Manage risks, crises, and emergencies.

3.3.7 Executive  |Work collaboratively with other stakeholders, including family members, other significant
persons, and professionals not present.

3.3.8 Executive |Assist clients in obtaining needed care while navigating complex systems of care.

3.3.9 Executive |Develop termination and aftercare plans.

3.4.1 Evaluative |Evaluate progress of sessions toward treatment goals.

3.4.2 Evaluative |Recognize when treatment goals and plan require modification.

3.4.3 Evaluative |Evaluate level of risks, management of risks, crises, and emergencies.

3.4.4 Evaluative |Assess session process for compliance with policies and procedures of practice setting.

3.45 ProfessionalMonitor personal reactions to clients and treatment process, especially in terms of
therapeutic behavior, relationship with clients, process for explaining procedures, and
outcomes.

3.5.1 Professional|Advocate with clients in obtaining quality care, appropriate resources, and services in
their community.

3.5.2 Professional|Participate in case-related forensic and legal processes.

3.5.3 Professional |\Write plans and complete other case documentation in accordance with practice setting
policies, professional standards, and state/provincial laws.

3.54 Professional|Utilize time management skills in therapy sessions and other professional meetings.

Domain 4: Therapeutic Interventions

Number|{Subdomain Competence

41.1 Conceptual |Comprehend a variety of individual and systemic therapeutic models and their
application, including evidence-based therapies and culturally sensitive approaches.

4.1.2 Conceptual |Recognize strengths, limitations, and contraindications of specific therapy models,
including the risk of harm associated with models that incorporate assumptions of family
dysfunction, pathogenesis, or cultural deficit.

42.1 Perceptual |Recognize how different techniques may impact the treatment process.

4.2.2 Perceptual |Distinguish differences between content and process issues, their role in therapy, and
their potential impact on therapeutic outcomes.

43.1 Executive |Match treatment modalities and techniques to clients’ needs, goals, and values.

4.3.2 Executive |Deliver interventions in a way that is sensitive to special needs of clients (e.g., gender,
age, socioeconomic status, culture/race/ethnicity, sexual orientation, disability, personal
history, larger systems issues of the client).

4.3.3 Executive |Reframe problems and recursive interaction patterns.

4.3.4 |Executive |Generate relational questions and reflexive comments in the therapy room.

4.35 Executive |Engage each family member in the treatment process as appropriate.

4.3.6 Executive |Facilitate clients developing and integrating solutions to problems.
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Subdomain

Competence

4.3.7 Executive |Defuse intense and chaotic situations to enhance the safety of all participants.

4.3.8 Executive |Empower clients and their relational systems to establish effective relationships with
each other and larger systems.

4.3.9 Executive |Provide psychoeducation to families whose members have serious mental illness or
other disorders.

4.3.10 |Executive |Modify interventions that are not working to better fit treatment goals.

4.3.11 |Executive |Move to constructive termination when treatment goals have been accomplished.

4.3.12 |Executive |Integrate supervisor/team communications into treatment.

4.4.1 Evaluative |Evaluate interventions for consistency, congruency with model of therapy and theory of
change, cultural and contextual relevance, and goals of the treatment plan.

4.4.2 Evaluative |Evaluate ability to deliver interventions effectively.

4.4.3 Evaluative |Evaluate treatment outcomes as treatment progresses.

4.4.4 Evaluative |Evaluate clients’ reactions or responses to interventions.

445 Evaluative |Evaluate clients’ outcomes for the need to continue, refer, or terminate therapy.

4.4.6 Evaluative |Evaluate reactions to the treatment process (e.g., transference, family of origin, current
stress level, current life situation, cultural context) and their impact on effective
intervention and clinical outcomes.

45.1 Professional[Respect multiple perspectives (e.g., clients, team, supervisor, practitioners from other
disciplines who are involved in the case).

45.2 Professional|Set appropriate boundaries, manage issues of triangulation, and develop collaborative
working relationships.

4.5.3 Professional|Articulate rationales for interventions related to treatment goals and plan, assessment
information, and systemic understanding of clients’ context and dynamics.

Domain 5: Legal Issues, Ethics, and Standards

Number|{Subdomain Competence

5.1.1 Conceptual |Know state, federal, and provincial laws and regulations that apply to the practice of
marriage and family therapy.

51.2 Conceptual |[Know professional ethics and standards of practice that apply to the practice of marriage
and family therapy.

5.1.3 Conceptual |[Know policies and procedures of the practice setting.

5.1.4 Conceptual |Understand the process of making an ethical decision.

5.2.1 Perceptual |Recognize situations in which ethics, laws, professional liability, and standards of
practice apply.

5.2.2 Perceptual |Recognize ethical dilemmas in practice setting.

5.2.3 Perceptual |Recognize when a legal consultation is necessary.

5.2.4 Perceptual |Recognize when clinical supervision or consultation is necessary.

53.1 Executive |Monitor issues related to ethics, laws, regulations, and professional standards.

5.3.2 Executive |Develop and assess policies, procedures, and forms for consistency with standards of
practice to protect client confidentiality and to comply with relevant laws and regulations.

5.3.3 Executive |Inform clients and legal guardian of limitations to confidentiality and parameters of
mandatory reporting.

534 Executive |Develop safety plans for clients who present with potential self-harm, suicide, abuse, or
violence.

5.3.5 Executive |Take appropriate action when ethical and legal dilemmas emerge.

5.3.6 Executive |Report information to appropriate authorities as required by law.
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Subdomain

Competence

5.3.7 Executive |Practice within defined scope of practice and competence.

5.3.8 Executive |Obtain knowledge of advances and theory regarding effective clinical practice.

5.3.9 Executive |Obtain license(s) and specialty credentials.

5.3.10 |Executive |Implement a personal program to maintain professional competence.

54.1 Evaluative |Evaluate activities related to ethics, legal issues, and practice standards.

54.2 Evaluative |Monitor attitudes, personal well-being, personal issues, and personal problems to insure
they do not impact the therapy process adversely or create vulnerability for misconduct.

55.1 Professional|Maintain client records with timely and accurate notes.

5.5.2 Professional|{Consult with peers and/or supervisors if personal issues, attitudes, or beliefs threaten to
adversely impact clinical work.

5.5.3 Professional|Pursue professional development through self-supervision, collegial consultation,
professional reading, and continuing educational activities.

554 Professional Bill clients and third-party payers in accordance with professional ethics, relevant laws

and polices, and seek reimbursement only for covered services.

Domain 6: Research and Program Evaluation

Number|{Subdomain Competence

6.1.1 |Conceptual |[Know the extant MFT literature, research, and evidence-based practice.

6.1.2 Conceptual |Understand research and program evaluation methodologies, both quantitative and
qualitative, relevant to MFT and mental health services.

6.1.3 Conceptual |Understand the legal, ethical, and contextual issues involved in the conduct of clinical
research and program evaluation.

6.2.1 Perceptual |Recognize opportunities for therapists and clients to participate in clinical research.

6.3.1 Executive |Read current MFT and other professional literature.

6.3.2 Executive |Use current MFT and other research to inform clinical practice.

6.3.3 Executive |Critique professional research and assess the quality of research studies and program
evaluation in the literature.

6.3.4 Executive |Determine the effectiveness of clinical practice and techniques.

6.4.1 Evaluative |Evaluate knowledge of current clinical literature and its application.

6.5.1 Professional|Contribute to the development of new knowledge.
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Introduction

The Mental Health Competencies were developed by a collaborative partnership
consisting of California practitioners, educators, community leaders, and other
stakeholders from the fields of mental health and social work. The competencies support
and promote recovery and wellness through independence, hope, personal development
and resiliency for children, adults and older adults with serous emotional disturbances
and severe mental illness. The competencies support the development and utilization of
evidence-based and promising practices throughout the mental health system and
promote culturally and linguistically competent services that are sensitive and responsive
to the needs of local communities and focus on issues of ethnicity, age, gender, sexual
orientation and religious/spiritual beliefs. Consistent with the shared vision of the mental
health partnership, services are to be provided in the least restrictive and most appropriate
setting with attention to consumer and family involvement at all levels of the mental
health system.

The Mental Health competencies are divided into Foundation and
Advanced/Specialization categories, which correspond roughly to the first and second
years of the MSW program. The Competencies are based on a series of principle
statements adapted from the Mental Health Services Act (December 2004) and the
California Mental Health Master Plan: A Vision for California (March 2003).

Foundation Competencies (1% Year) Advanced Competencies (2™ Year)
l. Culturally and Linguistically l. Culturally and Linguistically
Competent Generalist Practice Competent Mental Health
Practice
Il. Foundation Practice Il. Advanced Mental Health
Practice
I1. Human Behavior and the I1. Human Behavior and the
Social Environment Mental Health Environment
IV.  Workplace Management V. Mental Health Policy, Planning
And Administration




California Community Mental Health Curriculum Principles

The CalSWEC Mental Health Competencies are designed to prepare an MSW level workforce to
effectively provide mental health services to children, adults and older adults, and to contribute
to a Mental Health system which:

1.

10.

11.

12.

13.

Promotes recovery/wellness through independence, hope, personal development and
resiliency for adults and older adults with severe mental illness and for children with serious
emotional disorders and their families.

Provides culturally and linguistically competent services that are sensitive and responsive to
the needs of the local community, and addresses issues of ethnicity, age, gender, sexual
orientation and religious/spiritual beliefs.

Strives to involve clients and families appropriately in all aspects of the public mental health
system, including but not limited to: planning, policy development, service delivery and
evaluation.

Strives to create a partnership of cooperation and a shard vision of mental health services
with other agency partners in the social service arena.

Is an advocate for clients' rights.

Promotes the development and use of self-help, peer support and peer education for all
persons with mental illness and their families.

Assists clients in their recovery to return to the most constructive and satisfying lifestyle of
their own definition and choice.

Provides persons with severe mental illness and/or serious emotional disturbances effective
treatment and high priority for receiving services in the most timely manner.

Provides services in the least restrictive and most appropriate setting.

Supports a Children's System of Care consisting of family-driven, culturally competent,
individualized, coordinated and integrated care with accountability to positive outcomes,
which meet the unique needs of children and their families.

Supports an Adult System of Care consisting of client driven, culturally competent,
coordinated, integrated and effective services meeting the unique needs of adults with severe
mental illness, their families and their extended social support system.

Supports an Older Adult System of Care consisting of comprehensive and integrated service
meeting the unique needs of older adults with severe mental illness, their families, their
caregivers and their extended community support system.

Addresses the special mental health needs of all persons with severe mental illness and/or
serious emotional disorders who also present with co-occurring substance abuse, psychiatric
disabilities and/or other multiple vulnerabilities.



I. Culturally and Linguistically Competent Generalist Practice

A working knowledge of and sensitivity to the dynamics of ethnic and cultural differences
is at the core of mental health services. As a result of their personal experiences with
mental illness, mental health systems and their own cultural identity, mental health
consumers and social workers alike develop attitudes regarding mental health, along
with their individual values, beliefs and lifestyles. Given that cultural awareness and
sensitivity are key aspects of providing effective mental health services, this section
includes the foundation knowledge, values and skills essential to working with
multicultural populations. Linguistically competent practice not only underscores the
importance of language itself, but also includes an understanding of the complexities of
effective communication in rendering culturally competent services.

1. Student demonstrates understanding of the influence of racial, ethnic, age, class, cultural
identity, gender identity, and sexual orientation identity on interpersonal relationships in
community mental health practice.

2. Student demonstrates knowledge of immigration, migration, resettlement and relocation
patterns of the major ethnic groups in the United States in the context of both historical and
current manifestations of oppression, racism, prejudice, discrimination, bias and privilege.

3. Student demonstrates knowledge of differences between the experiences of immigrants and
refugees and the different impact those experiences have on individuals and families.

4. Student demonstrates awareness of the effects of acute and accumulative trauma on the
health status, health beliefs, help-seeking behavior, health practices, customs, and traditions
of diverse consumers and communities.

5. Student demonstrates knowledge of the unique legal, historical and current relationships
between the American Indian/Alaska Native nations and the United States government and
the effect these relationships have on the health status and practices, health beliefs, and help-
seeking behaviors, as well as on the customs and traditions within and among their diverse
tribal communities.

6. Student demonstrates understanding of the influence and value of traditional ethnic and
culturally based practices, which affect the mental health of the individual or family and
uses this knowledge in working with consumers, families and the community.

7. Student demonstrates knowledge of legal, social, political, economic and psychological
issues facing immigrants and their families in new environments. Student uses this
knowledge to better understand consumer's choices/decisions related to multiple health care
systems (mental health care, health care, etc.).

8. Student demonstrates understanding of the impact and importance of assimilation and
acculturation processes in working effectively with culturally diverse individuals, families,
and communities

9. Student is able to apply appropriate theories of practice to various ethnic and cultural
groups, as well as other diverse groups.



10. Student demonstrates a commitment to cultural competence by undertaking an ongoing self
evaluation process with regard to his/her own multicultural awareness and perceptions of
difference.

11. Student demonstrates understanding of the importance and necessity of using the consumer
and community's native language in all forms of communication (staff, signage, forms, etc.)
and its importance to mental health treatment.

12. Student demonstrates understanding of the full range of implications for assessment and
diagnosis, including the danger of misdiagnosis when English is not the consumer's primary
language and professional translation services are not utilized.

13. Student demonstrates understanding of how variance in a consumer’s language can impact
the expression and understanding of symptoms and attributions of illness.

14. Student demonstrates understanding and awareness of how his/her own cultural values,
beliefs, norms, and world view influence perception and interpretation of events and can
influence the relationship with consumers.

15. Student respects religious and or spiritual beliefs and values about physical and mental
functioning that differ from his/her personal beliefs and values.

16. Student demonstrates understanding of how biases, prejudices and beliefs are formed about
poverty, gender identities, sexual orientation, homelessness, substance abuse and mental
illness and how these biases affect relationships with consumers.

17. Student demonstrates understanding of disparities for racial and ethnic minorities, and other
culturally diverse groups in terms of access, appropriateness, availability and quality of
mental health services.

18. Student demonstrates understanding of the value, necessity, and promotion of consumer and
community engagement, participation and involvement in mental health program design and
treatment

I1. Foundation Practice

This section identifies the foundation skills that are essential for basic practice in the
public mental health domain. Competencies include interviewing, assessment, treatment
planning and intervention using an ethno, bio-psycho-social strength-based approach.
This approach includes skills in working with children, and adolescents with serious
emotional and behavioral disorders, as well as adults and older adults with severe
mental illness. Underlying principles of these competencies include knowledge of cultural
diversity, linguistic sensitivity and client strength as well as knowledge of concepts of
recovery, empowerment, and a consumer-centered, family driven, community mental
health perspective. These competencies are demonstrated in accordance with legal and
ethical standards, principles of cultural diversity, and commitment to social and
economic justice, with sensitivity to the needs of vulnerable populations.



10.

11.

12.

13.

14.

15.

Practice with Individuals

Student demonstrates understanding of human development and the life cycle. Student
understands the major themes and tasks of each developmental stage.

Student demonstrates recognition of personal values and biases and can distinguish life-
style choices from clinical issues.

Student demonstrates effective interviewing and engagement skills with individuals and
families.

Student demonstrates understanding of the role and limitations of using interpreters and
translators in providing services.

Student demonstrates the ability to complete a comprehensive assessment of an
individual and his/her family. Student follows legal and ethical guidelines and obtains
appropriate collaborative information for assessment.

Student demonstrates an understanding of contributing factors to serious emotional and
behavioral disorders.

Student demonstrates an understanding of the factors that contribute to the disabling
effects of severe mental illness.

Student is able to identify the signs of abuse/neglect with minors, older adults and
dependent adults. Student demonstrates knowledge of reporting laws and collaborates
with supervisors in reporting.

Student demonstrates knowledge of reporting laws regarding suicidal and homicidal
intent. Student collaborates with his/her supervisor regarding appropriate action
including involuntary commitment.

Student demonstrates knowledge of ethical issues pertaining to treatment including
boundaries, dual relationships and confidentiality.

Student understands and utilizes proper documentation/charting as required by the
agency.

Student demonstrates knowledge of natural, community and institutional supports for
persons in crisis.

Student demonstrates beginning knowledge of crisis intervention models of suicide and
family violence prevention.

Student demonstrates knowledge of the diagnostic criteria for substance abuse and
dependence.

Student demonstrates beginning ability to develop a diagnostic formulation based on
thorough assessment.



16.

17.

18.

19.

20.

Student is able to develop a coordinated intervention plan, including treatment and/or
case management services and a discharge plan.

Student demonstrates beginning skills using time-limited interventions.

Student demonstrates understanding of therapeutic “use of self’ as an intervention tool for
delivery of effective services.

Student demonstrates knowledge of the principles of integrated dual diagnosis treatment.
Student demonstrates knowledge of the principles underlying recovery supportive
practice.

Practice with Families

Student demonstrates understanding of interdisciplinary theories and clinical models that
guide social work intervention with diverse family systems.

Student demonstrates awareness of the changes that affect family functioning occurring
across the life span of family members.

Student is able to assess from an ecological perspective the diversity of family
characteristics (i.e. membership in an ethnic and racial group, gender, sexual orientation,
etc.) as these guide the design and implementation of interventions.

Student demonstrates ability to implement a psycho-educational intervention model
which provides information, support and structure for families of a consumer with a
major mental illness.

Student demonstrates ability to engage and work with a family in an effective family-
driven manner.

Practice with Groups

Student demonstrates understanding of the appropriateness of group intervention
following a comprehensive assessment.

Student is able to distinguish the different types of groups (i.e. psycho-educational,
psychodynamic, self-help) and formats for group structure (i.e. open ended vs. closed,
directive vs. non-directive).

Student demonstrates understanding of the cultural dynamics of the consumer and how
this affects the consumer’s involvement in a group.

Student demonstrates knowledge of the normative stages of group development.

Student demonstrates knowledge of available resources in the community that utilize
group interventions.

Student is able to use strategies that improve adherence to group participation.



7. Student demonstrates ability to work with persons with co-occurring mental illness and
substance abuse in group intervention.

Practice with Community

1. Student demonstrates understanding of the resource advocate role in relation to the
policies and programs that impact public mental health agencies and their consumers.

2. Student understands and supports the consumer movement, including issues of patient’s
rights, peer support, self-help and advocacy.

3. Student is able to respect, value, and effectively work with diverse communities.

4. Student demonstrates knowledge of current target population eligibility criteria for
publicly funded mental health services.

5. Student demonstrates understanding of the development and resource potential of the
self-help movement such as reciprocal help and family advocacy for children, youth,
adults and older adults.

I11.Human Behavior and the Social Environment

The competencies in this section include knowledge and understanding of how
developmental, psychological, social and cultural theories influence the life span of
human development, and the evolution of community and societal change, and how these
processes affect practice with children and adolescents with serious emotional disorders,
and adults and older adults with severe mental illness

1. Student is able to identify the major theories, categories and models used to explain
serious emotional disturbances in children and serious mental illness in adults and older
adults.

2. Student demonstrates understanding of mental illness along the life cycle, and the effect
of cultural, bio-psycho-social and environmental conditions.

3. Student demonstrates understanding of the family life cycle, the intergenerational
conceptual framework and human development across cultures and social classes.

4. Student demonstrates appreciation for the special strengths, issues and variations found in
various family models (i.e. two-parent family, single parent family, blended family,
extended family, etc.)

5. Student demonstrates understanding of the developmental, intergenerational and life
cycle approach to community mental health practice transculturally.

6. Student understands the impact of mental illness and substance abuse on the consumer
and family members at all stages of the life cycle.



7. Student demonstrates awareness of the difference between protective factors and risk
factors in individuals and families, and how these factors influence the development of
coping skills.

8. Student demonstrates understanding of the dynamics of trauma in its various forms and
the impact on individuals, families and communities.

9. Student demonstrates understanding of the unique mental health needs of people in
transition between life stages.

IV.  Workplace Management

This section contains competencies concerning important aspects of agency practice.
They address internal relations, organizational requirements, and interdisciplinary and
community collaboration for empowerment and social justice. In the foundation year, the
students acquire strategies for self-care and safety on the job. Students demonstrate
understanding of practice and policy advocacy. Students also understand the importance
of consumer, family, organization and community feedback for evaluation of practice
processes and outcomes.

1. Student demonstrates awareness of the need to negotiate and advocate for the
development of community based and culturally sensitive resources to assist mental
health populations in meeting their goals.

2. Student demonstrates ability to work effectively with agency personnel and consumers in
an environment characterized by human diversity.

3. Student demonstrates understanding of consumer and system problems and strengths
from the perspectives of all participants in a multidisciplinary team and can effectively
maximize the positive contributions of each member.

4. Student is able to identify the interaction between a community and an organization's
strengths and limitations, and is able to assess their effects on services for community
mental health populations.

5. Student is able to identify the strengths and limitations of an organization’s cultural
competence and commitment to human diversity and how these are demonstrated.

6. Student is able to seek consumer, family, organization and community feedback
(including mental health consumer advocacy groups) for evaluation of practice, process
and outcomes.

7. Student demonstrates ability to utilize interdisciplinary collaborative skills and
techniques in organizational and community settings to enhance service quality.

8. Student demonstrates understanding of how organizations operate and how their
organizational culture impacts service delivery and social work roles, including internal
and external forces that both promote and inhibit organizational change.



10.

11.

12.

13.

Student is able to plan, prioritize and effectively monitor completion of assigned
activities and tasks within required time frames and standards.

Student demonstrates awareness of organizational risk management issues, and is able to
appropriately respond to potentially harmful situations, including workplace violence.

Student demonstrates awareness of potential work-related stress factors and is able to
develop self-care and organizational strategies to minimize their impact.

Student demonstrates knowledge of fiduciary responsibilities tied to funding streams,
regulatory compliance and practice requirements.

Student demonstrates understanding of the relationship between accountability for
performance outcome, the quality of service and the financial sustainability of the
organization.
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In September 2001, a group of professionals, students, and consumer
and family advocates gathered at the Annapolis Conference on Behav-
ioral Health Workforce Education and Training. Their purpose was to
address growing concerns about the preparation of providers for practice
in contemporary healthcare systems (Hoge & Morris, 2002). As part of
that process, an initial effort was made to define some of the compe-
tencies required to work effectively in this field. One of the formal re-
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commendations generated by conference participants was that workforce
competencies should be a priority for in-depth study and development.

The ‘“‘competency” of individuals who provide services has rapidly
emerged as a major focus in the field of behavioral health (Coursey
et al., 2000a, b; Joint Commission on Accreditation of Healthcare Orga-
nization [JCAHO], 2000). At first glance, the concept of competency is
both simple and compelling. It has been defined as the *“‘quality of being
properly or well qualified” (Pickett, 2000). Few would question that pro-
viders of healthcare should be competent. However, in actual practice,
achieving or demonstrating competence is complex. Certainly, a diploma
or license hanging on the office wall is no longer accepted by all as suf-
ficient evidence of one’s abilities to provide safe and effective care
(Drotos, 2001).

Behavioral health has much to learn from work on competencies con-
ducted outside of this specialty. For example, the emphasis on compe-
tence, accountability, and outcomes, though relatively new to behavioral
health, has been a fundamental aspect of corporate culture for some
time (Prahalad & Hamel, 1990). The purpose of this article is to first
examine the dynamics within healthcare that have heightened attention
to this issue. This is followed by a review of the founding principles, ini-
tial research, and subsequent conceptual and practical work on compe-
tencies that has occurred mainly in business and industry. From this
review we derive a series of recommendations to guide the application of
competencies to the behavioral health workforce.

THE EMERGING FOCUS ON COMPETENCY IN HEALTHCARE

A complicated array of forces have been at play, driving the emphasis
on workforce competency. First, purchasers of healthcare, concerned
about the quality, value, and cost of services, turned to managed care
well over a decade ago (Hoge, Thakur, & Jacobs, 2000). While there are
differing opinions about the value and impact of managed care organiza-
tions, there is no doubt that they have played an active role in intensify-
ing the debate about the effectiveness of specific treatments and the
qualifications and competence of providers to deliver those treatments.

Demand for healthcare that is both clinically- and cost-effective has
also led to the proliferation of practice guidelines (APA, 2000; Herz
et al., 2002; Lehman et al., 1998; McEvoy, Scheifler, & Frances, 1999)
and a clamor for evidence-based approaches to treatment (Drake
et al.,, 2001). The fact that there is wide variation in clinical practice
patterns (Coursey et al., 2000a) and frequent failures to deliver care in
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accordance with established guidelines (Lehman et al., 1998; Milner &
Valenstein, 2002) has generated concerns about the competence of the
workforce.

A competency is a measurable human capability required for effective

performance.

Concerns about provider competency and its impact on the quality of
US healthcare also have been heightened by three major reports issued
by the Institute of Medicine (IOM): To Err is Human (2000), Crossing the
Quality Chasm (2001), and Health Professions Education (2003). These
“calls to action” presented indictments of current healthcare delivery
and the avoidable errors in care that lead to increased morbidity and
mortality. Rather than blaming individual practitioners, the IOM heavily
criticized the systems of care where individuals practice, as well as the
educational systems responsible for preparing those practitioners.

There is substantial evidence that our educational systems have not
kept pace with the dramatic changes in healthcare (Hoge, 2002). For
example, educational programs have been slow to introduce practice
guidelines into clinical training, or teach students to deliver evidence-based
services (Crits-Christoph, Chambless, Frank, Brody, & Karp, 1995; Yager,
Zarin, Pincus, & McIntyre, 1997). Too few students learn to work in man-
aged health systems or manage the care of the individuals whom they
serve (Blumenthal, Gokhale, Campbell, & Weissman, 2001; Moftfic, 2000).
Training also occurs in disciplinary silos, leaving students unprepared for
multi-disciplinary practice (APA, 1998; Casto & Julia, 1994; Richards,
1996).

Looking beyond the formal classroom to the realm of continuing edu-
cation, research has shown that the prevalent teaching format, the didac-
tic lecture, workshop, or conference, tends to neither change a provider’s
practice nor improve consumer outcomes (Davis & Taylor-Vaisey, 1997).
Of equal concern is the fact that little, if any, education or training is
offered to the non-degreed and bachelor-degreed personnel who deliver
a large proportion of all care, particularly in public sector and institu-
tional settings (Morris & Stuart, 2002).

A final driver of the concern about competency is tied to the rise of
consumerism in healthcare. Consumers increasingly demand meaningful
participation in decisions about their care, and this dramatically shifts
the traditional balance of power in the treatment relationship. More of-
ten, consumers now expect caregivers to be capable of providing in-
formation about treatment options and engaging them in collaborative
decision-making in treatment planning. This unique set of practitioner
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competencies is seldom addressed in education and training programs
(Chinman et al., 1999; Dixon et al., 2001; Young, Forquer, Tran, Starzynski,
& Shatkin, 2000).

As a result of these various forces and concerns, competency has be-
come an ‘‘unavoidable” term in healthcare (JCAHO, 2000). Policymak-
ers laud it, educational programs are required to produce it, and
consumers increasingly demand it. Accreditation bodies, such as the
Joint Commission on Accreditation of Healthcare Organizations (JCA-
HO), require provider organizations to ensure that the competence of all
staff members is assessed, maintained, demonstrated, and improved on a
continual basis (JCAHO, 2002).

In behavioral health, a common outcome of attention to the issue of
competency has been published “lists”” of the knowledge or skills consid-
ered essential for practice. Various national initiatives have resulted in
extensive inventories of competencies (Addiction Technology Transfer
Center, 2002; American Board of Examiners in Clinical Social Work,
2001; American Managed Behavioral Healthcare Association and Ameri-
can Society of Addiction Medicine, 2000; American Psychological Associa-
tion, 1997; Carling, 1993; Coursey et al., 2000a, b; Gill, Pratt, & Barrett,
1997; Hartman, Young, & Forquer, 2000; Kuehnel & Liberman, 1997;
Society for Education and Research in Psychiatric-Mental Health Nursing,
2002; Trochim & Cook, 1993).

One of the formal recomendations by conference participants was that
workforce competencies should be a priority for in-depth study.

Several of these inventories have begun to address the complexities in-
volved in specifying competencies for different types of providers, levels
of training, areas of specialization, treatment settings, and populations.
However, minimal conceptual work has been completed as a foundation
for understanding and implementing competency approaches in the
field of behavioral healthcare. Largely unaddressed are questions regard-
ing what constitutes a competency and how it can be reliably assessed.
These basic issues are further complicated by shifting standards of care
(JCAHO, 2002), the rapidly growing and changing evidence base (Drake
et al., 2001), and the inability of educational programs to handle a seem-
ingly endless and ever-growing list of externally imposed requirements
regarding the process and content of training (Hoge, Jacobs, Belitsky, &
Migdole, 2002). The value of existing competency inventories will be en-
hanced in their practical application if there is a clearer foundation that
provides a framework for both defining and assessing competency within
the context of behavioral health practice.
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HISTORICAL ORIGINS

The concept of competencies can be traced to the distant past. For
3,000 years, the Chinese empire recognized differences in individual
abilities by employing civil service exams in selection for government jobs
(Anastasi, 1968). In medieval times, apprentices were expected to devel-
op the specific skills they would need for effective job performance by
working with a master craftsman. For hundreds of years, educators have
defined the knowledge and skills to be covered in their curricula
(McLagan, 1997). The English biologist Sir Francis Galton and the Amer-
ican psychologist James McKeen Cattell pioneered the development of
objective techniques to measure human intellectual capabilities in the
late 19th and early 20th Centuries (Anastasi, 1968; Shippmann et al.,
2000).

A Focus on Work and Employee Selection

In the 1940s and 1950s, Ernest Fleishman and John Flanagan systemat-
ically analyzed the work behavior of supervisors and identified broad per-
formance factors (Shippmann et al., 2000). Beginning in the 1960s,
many psychologists attempted to identify individual variables that would
effectively predict job performance without inherent bias against sub-
groups (Shippmann et al., 2000). By this time in history, numerous re-
search studies had demonstrated that assessments of academic aptitude,
tests of knowledge, grades, and credentials were not good predictors of
either job performance or success in life. Research had also demon-
strated that academic tests and credentials were biased against women,
racial minorities, and persons of lower socioeconomic status (Marrelli,
1998; Spencer, McClelland, & Spencer, 1994). Employees and rejected
job candidates were beginning to file legal suits against employers, claim-
ing that employment selection and promotion decisions were being
made on the basis of factors other than valid qualifications for a job
(Aamodt, 1991).

In 1978, the federal government published the Uniform Guidelines on
Employee Selection Procedures. The Guidelines specified that the selection of
workers had to be based on job-related qualifications. These qualifica-
tions were to be grounded in an analysis of the important work behaviors
and desired outcomes of the job (Equal Employment Opportunity Com-
mission, 1978; Harvey, 1991; Shippmann et al., 2000).

Many of the traditional job analysis approaches still in use today were
developed in response to the pressing need to identify individual vari-
ables that were effective, unbiased predictors of future job performance,
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and could be used in making employment decisions. Some of the job
analysis techniques developed were Ernest Primoff’s Job-element Approach;
McCormick, Jeanneret, and Mechams’ Position Analysis Questionnaire
Ammerman’s Ammerman Technique, the Threshold Traits Analysis developed
by Lopez, Kesselman, and Lopez; and the Job Element Inventory developed
by Cornelius and Hakel (Aamodt, 1991).

Among the individuals working to identify predictive, unbiased vari-
ables were Harvard psychologist David McClelland and his colleagues.
They developed a two-step strategy to guide their research: (1) the identi-
fication of criterion samples comprised of individuals who were either
clearly successful in their work or life outcomes, or were significantly less
successful, and (2) the comparison of these samples to determine which
behaviors and other variables were causally related to the differences in
success (Spencer, McClelland, & Spencer, 1994).

Another research strategy developed by McClelland and his colleague,
C. Dailey, involved the Behavioral Event Interview (BEI). This was a struc-
tured interview process based on John Flanagan’s Critical Incident Tech-
nique, where interviewees were asked to describe key successful and
unsuccessful events that had occurred on the job. Following the intervie-
wee’s description of each major event, the interviewer asked a series of
questions such as: What led up to the event? Who was involved? What
happened? What did you do? What was the result? The BEI was adminis-
tered to different groups of workers who were performing the same tasks,
but had been differentiated as high, average, and poor performers. Using
structured content analysis of their interview responses, McClelland iden-
tified the variables that distinguished superior performers from average
and poor performers (Spencer, McClelland, & Spencer, 1994).

A diploma or license hanging on the office wall is no longer accepted by all
as sufficient evidence of one’s abilities to provide safe and effective care.

In 1973, McClelland published an influential article, “Testing for
Competence Rather than for Intelligence.” In that article, he proposed
replacing intelligence and aptitude tests with ‘“‘competency testing’’ or
“criterion sampling.”” McClelland defined competencies as the knowl-
edge, skills, traits, attitudes, self-concepts, values, or motives directly re-
lated to job performance or important life outcomes and shown to
differentiate between superior and average performers (Shippmann
et al., 2000; Spencer, McClelland, & Spencer, 1994).

The first field tests of McClelland’s research in the early 1970s involved
US State Department Foreign Service Information Officers and US Navy
Race Relations Consultants. For the Foreign Service Information Officer
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positions, McClelland identified numerous competencies that distin-
guished superior from average officers. He named some of these compe-
tencies ‘‘Cross-cultural Interpersonal Sensitivity,”” ‘‘Maintenance of
Positive Expectations of Others Despite Provocation,” and ‘‘Speed in
Learning Personal Networks.” Traditional job analysis had primarily
focused on the duties and tasks of the job, and McClelland’s focus on
the behaviors and characteristics of the workers was an innovative ap-
proach to identifying the requirements for success at work (Spencer,
McClelland, & Spencer, 1994).

Evolving Competency Frameworks

Early work on competencies has continued to evolve as different disci-
plines developed strategies to apply the concept in the workplace. Four
disciplines have been especially influential: Industrial-Organizational Psy-
chology, Differential Psychology, Educational Psychology, and Human
Performance Technology. The differences among the four disciplines lie
more in emphasis than in widely divergent principles and methodologies.

The Industrial-Organizational Psychology framework places more
emphasis on the job itself rather than on the performer. Competency
identification begins by fully describing the duties and tasks of the target
job. Job incumbents and their supervisors are asked to identify the
knowledge, skills, abilities, and personal characteristics needed to per-
form each task. All levels of performers are included in the identification
of job duties, tasks, knowledge, and skills, and there is usually no effort
to differentiate the input received about job duties from high, average,
and low performers. Typically, long and detailed lists of knowledge, skills,
abilities, and personal characteristics are developed. The most common
application of competencies in Industrial-Organizational Psychology is
identifying the competencies to be included in employee selection pro-
cesses, such as interviews and written tests.

Practitioners in the Differential Psychology perspective have tended to
focus on differences between superior and other performers. Emphasis is
placed on physical and cognitive abilities, values, interests, and personality
traits rather than knowledge and skills. Competencies are perceived as lar-
gely innate characteristics that are difficult to develop (McLagan, 1997). A
common application of competencies in Differential Psychology involves
identifying employees with high potential for leadership positions.

The Educational Psychology approach focuses on specifying the full
range of competencies required for successful job performance. The dif-
ferentiation of superior performers from others is not seen as crucial,
and the emphasis is on developing people so they will be successful.
Knowledge and skills that can easily be taught and developed are per-
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ceived as important, as well as more complex abilities and personal char-
acteristics that are more difficult to develop. Important applications of
competencies in Educational Psychology are in identifying the competen-
cies workers need in order to become effective performers, and creating
performance management, training, and other development programs to
help them build these competencies (McLagan, 1997).

The Human Performance Technology (HPT) framework approaches
competencies from the perspective of performance improvement. What
can the organization do to maximize the performance of its employees?
HPT competency initiatives focus on identifying the knowledge, skills,
abilities, and personal characteristics consistently demonstrated by exem-
plary performers. Exemplary performers are those who consistently ex-
ceed expectations for work accomplishments, in contrast to fully
successful performers who consistently meet expectations (Dubois, 1999).
The key idea is that if an organization can discover what makes an em-
ployee an exemplary performer, it can then apply that information in
helping other employees build those competencies and increase their
accomplishments (Gilbert, 1996). Typical applications of competencies in
the HPT framework include organizational development and design ini-
tiatives, business process improvement, succession management, training
and development programs, performance management, and implementa-
tion of incentive systems.

DEFINING COMPETENCIES

A fundamental challenge in the application of competency approaches
is establishing consensus regarding an operational definition of the con-
cept. The published literature contains numerous definitions that outline
the core elements of competency (Athey & Orth, 1999; Lucia &
Lepsinger, 1999; Marrelli, 1998; Mirabile, 1997; Spencer, McClelland, &
Spencer, 1994; Spencer & Spencer, 1993). These elements and the lan-
guage used to describe them, vary among authors. The same term may
be used by different competency theorists and practitioners to describe
two or more different capabilities. The particular terms used are not im-
portant in themselves. What matters is consistency within an organization
or community of practice in the use of the terms. Offering and adopting
a clear definition of an individual competency in a work environment is
much more important than focusing on whether, in an abstract way, it is
the ““correct’”’ definition (Marrelli, 1998).
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Wide variation in clinical practice patterns and frequent failures to deliver
care in accordance with established guidelines has generated concerns about
the competence of the workforce.

We present a definition of the competency construct and four ele-
ments of competency based on a synthesis and distillation of previously
published works and our practical experience in the application of com-
petencies in the workforce:

A competency is a measurable human capability that is required for effective perfor-
mance. It is comprised of knowledge, a single skill or ability, or personal characteris-
tic—or a cluster of these building blocks of work performance. Successful completion of
most tasks requires the simultaneous or sequenced demonstration of multiple compe-
tencies.

Competency experts often refer to the elements of competency as the
KSAPs: knowledge, skills, abilities, and personal characteristics. Each of
these elements is described below.

Knowledge

Knowledge is awareness, information, or understanding about facts,
rules, principles, guidelines, concepts, theories, or processes needed to
successfully perform a task (Marrelli, 2001b; Mirable, 1997). The infor-
mation may be concrete, specific, and easily measurable or more com-
plex, abstract, and difficult to assess (Lucia & Lepsinger, 1999).
Knowledge is acquired through learning and experience. Examples in-
clude knowledge of the federal, state, and local regulations governing pa-
tient care; knowledge of the diagnostic characteristics of a disorder; or
knowledge of a practice guideline.

Historically, training and education programs have placed heavy
emphasis on imparting knowledge. From a competency perspective, it is
important that knowledge considered essential for a task or job be identi-
fied as explicitly as possible. Consistent with McClelland’s original set of
premises, the knowledge imparted should also have a link to meaningful,
work-related outcomes. Therefore, the assessment of knowledge as an
element of competency should take into consideration the impact of that
knowledge on individual job performance.

Skills

A skill is a capacity to perform physical or mental tasks with a specified
outcome (Marrelli, 1998). Similar to knowledge, skills can range from
highly concrete and easily identifiable tasks, such as completing a patient
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registration form, to less tangible and more abstract tasks, such as facili-
tating a team meeting in order to achieve consensus on a treatment plan
(Lucia & Lepsinger, 1999). Other examples of skills include formulating
a diagnosis, administering a medication through injection, and following
a structured interview protocol. Spencer and Spencer (1993) refer to
knowledge and skills collectively as ‘“‘surface’” competencies, as they tend
to be the easiest elements of competency to develop through training.

Abilities

An ability is a demonstrated cognitive or physical capability to success-
fully perform a task with a wide range of possible outcomes (Marrelli, 1998).
It is often a constellation of several underlying capacities that enable us
to learn and perform. Examples of abilities include thinking analytically,
problem-solving, making projections based on current data, managing or
evaluating a treatment program, and synthesizing and integrating infor-
mation from several sources, as in preparing a review of the literature on
the effectiveness of a treatment. Abilities are more complex than skills,
and difficult and time consuming to develop, as they typically have a
strong component of innate capacity. For example, analytical thinking
comes more naturally to some people. Although most persons can devel-
op a level of analytical thinking over time, for some it can be a long and
difficult process.

Personal Characteristics

There are numerous other human characteristics that influence and
may be required for effective performance. These include values, atti-
tudes, traits, and the behaviors that are manifestations of these human
characteristics. Distinguishing these characteristics and associated behav-
iors as distinct from skills and abilities is somewhat arbitrary, as these
characteristics may be essential to effective performance and, at least to
some extent, may be taught and learned. The reason that they are often
considered separately relates to their emotional/affective quality or
emphasis on personality, as opposed to the cognitive and physical quality
of skills and abilities.

Marrelli (1998, 2001b) has suggested that it is useful to approach these
“personal characteristics’” by defining them as “‘enabling behaviors.”” She
describes an enabling behavior as a work habit or manner of conducting
oneself that contributes to effective work performance. She prefers use of
the term enabling behaviors, rather than attitudes, values, traits, charac-
teristics, or other such abstract terms, to emphasize the importance, from
a work performance perspective, of demonstrating rather than simply pos-
sessing competencies. What is important in the workplace is one’s behav-
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ior and how it results in the accomplishment of work. Abstract constructs
such as values, attitudes, and traits cannot be directly measured. Rather,
assessment of these constructs requires inference. Thus, instead of
focusing on trait or personality concepts that would label an individual as
organized, intellectually curious, personable, or a high achiever, the
related enabling behaviors might be described as follows: manages work
assignments to meet schedule commitments, engages in continuous
learning, develops rapport with others, and routinely exceeds expected
results.

This discussion of the elements of competencies points out that these
elements vary on several dimensions: learned versus innate, cognitive/
physical versus emotional/personality, and simple versus complex.
Table 1 compares knowledge, skill, ability, and personal characteristics
on these dimensions.

The Importance of Clusters

To make most competencies practical for use in communication, selec-
tion, training, and evaluation, it is important to define them as a cluster
of knowledge, skills, abilities, and personal characteristics. This contrasts
with the traditional job analysis approach that breaks down work require-
ments into a multitude of specific elements. For example, a cluster la-
beled by competency experts as ‘‘Analytical Thinking”” would likely be
defined by traditional human resource personnel with a long list of dis-
tinct capacities such as deductive reasoning, inductive reasoning, infor-
mation ordering, classification, ability to synthesize information, and
pattern identification. In contrast to this “‘laundry list”” approach, compe-
tencies are ideally developed as “‘user-friendly’” clusters that can be easily
understood and applied by students, educators, staff, and supervisors. If
broken down in the traditional job analysis approach, a list of 10 clus-

TABLE 1
Attributes of Competency Elements

Competency Elements

Dimensions Knowledge  Skill ~ Ability ~ Personal Characteristic
Learned X X X X

Innate X X
Cognitive/physical X X X

Emotional/personality X

Simple X X

Complex X X X X
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tered competencies could easily expand into a list of 60 or 80 individual
competencies, which would be an unworkable number for practical appli-
cation in managing and developing human resources.

FROM COMPETENCIES TO COMPETENCY MODELS

Individual competencies are combined and organized into competency
models. A competency model is simply a conceptual framework or orga-
nizing scheme that details the competencies that are required for effec-
tive performance in a particular job. To facilitate application, a
competency model may be organized into different categories of compe-
tencies. For example, a model could be developed on three levels:

e “Core competencies’” that apply to everyone in the organization,
such as ensuring client rights, and practicing infection control.

e “Job family competencies’ that apply to everyone providing a partic-
ular type of service in the organization, such as outpatient clinical
treatment, case management, or rehabilitation therapy.

e “Level competencies’ that apply to each job level working within a
job family. For example, clinical staff could have three levels: unli-
censed direct care staff, licensed/independent direct care staff, and
clinical supervisors. Each level would have its own set of competen-
cies, or may have the same competencies with different behavioral
expectations.

In a behavioral healthcare setting, for example, an organization may
develop a competency model for each type of job, such as an outpatient
social worker or inpatient nurse practitioner. The competencies included
in each model, and the levels of expected mastery of those competen-
cies, will vary depending upon job function and role. Alternatively, the
organization could identify core competencies that every staff person
should demonstrate and then identify additional, specific competencies
for each job.

A complete competency model typically includes categories of compe-
tencies and the list of individual competencies that comprise each cate-
gory. The following information would be identified for each
competency:

e Competency name
e Definition (the meaning of the competency within the organization)
e Descriptors (words or phrases that clarify or amplify the definition)
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e Behavioral examples (how the competency is demonstrated on the
job at different levels of proficiency)

The competencies included in a model should be determined by spe-
cific job performance requirements and organizational factors such as
strategic direction, vision, culture, organizational dynamics, and chal-
lenges. Thus, competency models for the same job role in two different
healthcare settings would most likely include some common competen-
cies and some that are specific to the setting. Also, the competency defi-
nition, descriptors, and behavioral examples should be tailored
specifically for the context in which they will be applied. Thus, although
a competency labeled “‘Assessment’”” may be included in the competency
models for clinical psychologists in both a for-profit substance use disor-
ders treatment center and a government-operated mental health center,
the competency may be defined quite differently, with dissimilar behav-
iors seen as desirable.

THE IMPORTANCE OF ORGANIZATIONAL CONTEXT

The competency of an individual is only one determinant of effective
work performance. The characteristics of the organization where the
work occurs can have a dramatic impact on performance. Those charac-
teristics relate to the nature of information available, the environment,
tools provided, and factors that enhance employee motivation. Ineffective
job performance can be traced to the absence or insufficiency of one or
more of these elements at the individual, work group, or organizational
level.

The IOM heauily criticized the systems of care where individuals practice,
as well as the educational systems responsible for preparing those
practitioners.

The element of information is related to the clarity of performance
goals, standards for performance, policies, work processes, reference
materials, and feedback. The element of environment pertains to the orga-
nizational culture and values, as well as the physical characteristics of the
work setting. 7Tools encompass job aids, computer systems, equipment,
and supplies. The element of motivational enhancements includes conse-
quences to the performer, the appraisal system, the promotional system,
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compensation, monetary and non-monetary incentives, recognition and
reward, and peer pressure (Marrelli, 2001a).

It is critical that behavioral healthcare organizations understand that
possession of the required competencies is not sufficient for effective
performance by their workforce. All five elements of performance—infor-
mation, environment, tools, motivational enhancements, and individual
competency—must be present in the organization to ensure effective per-
formance. Extensive research in the organizational development and hu-
man performance technology fields strongly demonstrates that a
competent individual placed in an organization where a competency is
not understood, valued, supervised, supported, or rewarded is unlikely to
display that competency on an ongoing basis (Gilbert, 1996; Langdon,
2000; Rummler & Brache, 1995). As Geary Rummler, a leader in the hu-
man performance technology field, has so cogently stated, “When you
pit a bad system against a good performer, the system almost always
wins’’ (Rummler, 2004).

One example, research on continuing medical education, has demon-
strated that newly learned skills tend not to be routinely displayed when
the learner returns to the workplace if the behavior is not rewarded or
sanctioned, or runs counter to prevailing practices within the workplace
(Davis & Taylor-Vaisey, 1997). Similarly, research on organizational
change has demonstrated that the adoption by healthcare providers of
evidence-based practices is influenced by the level of institutional re-
sources, the attitudes of program leaders, and organizational climate
(Corrigan, Steiner, McCracken, Blaser, & Barr, 2001; Lehman, Greener,
& Simpson, 2002; Rosenheck, 2001). In the work setting, what truly mat-
ters is the performance of employees, rather than the ‘‘possession” of
competencies in some abstract sense. Thus, managers striving to increase
the effectiveness of their workforce must attend to both the competency
of their employees and the characteristics of the organization where the
employees function.

APPLICATION OF COMPETENCY MODELS

The pioneering work of McClelland and other psychologists on identi-
fying specific competencies that lead to success on the job has been
widely applied during the past decade in human resource management
in business and industry. Thousands of organizations throughout the
world have commissioned competency studies that are used as the basis
for hiring, developing, managing, and promoting employees (Athey &
Orth, 1999; Lucia & Lepsinger, 1999; Mirabile, 1997). It has been esti-
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mated that US businesses spend as much as $100 million per year in
developing competency models for specific positions (Athey & Orth,
1999; Spencer & Spencer, 1993).

Competency modeling has drawn such interest because of the heated
struggle for competitive advantage in corporate America and the belief
that qualified employees are the key to success (Lucia & Lepsinger, 1999;
Prahalad & Hamel, 1990). Organizations have discovered that using com-
petencies as the basis of their people management systems offers many
general benefits, including:

e Creating a culture where human capital is highly valued.

e Helping employees understand the need for continuous learning by
identifying the competencies they will need to obtain desirable roles
or positions within the organization.

e Replacing promotions and career ladders with opportunities for the
lateral growth of individuals in organizations that have been ‘‘flat-
tened”” or become less hierarchical due to the drive for efficiency
and cost containment.

e Replacing job security with the opportunity to develop new capabili-
ties that employees can use to enhance their career security.

e Moving away from narrowly-defined individual jobs, and toward more
functionally integrated work processes and team-based approaches
(Marrelli, 1998).

Beyond these general benefits, competencies have been applied suc-
cessfully in business and industry in eight different components of hu-
man resource management systems, which follow.

Strategic Workforce Planning is the process of defining organizational
strategies and goals for the next several years, and then planning how to
build a workforce that can implement the strategies and achieve the
goals. In strategic workforce planning, strategies and goals are clearly de-
fined, and then the specified functions necessary to achieve these are
outlined. The subsequent steps involve defining the work roles needed
for each function, the number of persons needed in each role, and the
competencies required for successful execution of each role. The compe-
tencies of the current, and sometimes the projected, workforce are as-
sessed, allowing gaps to be identified. Options for filling the gaps are
examined and the selected approaches are planned and implemented.
These alternatives may include reassigning employees to new roles, devel-
oping current employees, hiring new employees with the required com-
petencies, or establishing special training programs to encourage new
entrants into the workforce.
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Selection is the process of matching people with open positions, includ-
ing choosing external candidates for new or vacated positions, internal
candidates for promotions or lateral moves, and employees for reassign-
ment or displacement. Competency-based selection is driven by the pre-
mise that achieving a closer match between the requirements of the job
and an employee’s capabilities will result in higher job performance and
satisfaction. In a competency-based selection process, the required com-
petencies identified for the target positions are used as the selection cri-
teria. Interviews, written tests, assessment centers, ratings of education
and experience, and any other selection instruments to be used are
based on these competencies.

Our educational systems have not kept pace with the dramatic changes in
healthcare.

Performance Management consists of a continuous dialog between supervi-
sors and employees in order to set performance goals and expectations;
monitor progress; provide feedback, coaching, and development opportu-
nities; and evaluate progress. Competency-based performance manage-
ment focuses on assessing and rewarding both how work was accomplished
(the process) and the goals achieved (the outcomes). The competencies
employees need to succeed in their jobs are identified for them. These are
the ““how to” of work. Emphasis is placed on providing ongoing coaching
and feedback to employees to help them build these competencies.

In competency-based Employee Development systems, the training and
development programs, curricula, and activities are built around the
competencies required for effective performance in specific functions or
job roles. Employees participate in development programs to build re-
quired competencies for which they lack proficiency, or to further build
already strong competencies to add additional value to the organization.

In competency-based Career Planning and Development systems, organiza-
tions design career paths that designate an upward sequence or lateral
network of career moves. The competencies required for each step of the
career path or network are identified. Employees and their supervisors
then use the lists of required competencies to prepare employees for ca-
reer movement.

The objective of Succession Planning is to ensure that several employees
are prepared to assume each critical position when it becomes vacant.
The competencies needed for each critical position are identified. These
competency profiles are then used to nominate and rank employees with
high potential for succeeding in each position. The profiles may also be
used to identify external candidates.
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Competency-based Compensation Systems reward employees for the devel-
opment and application of the competencies the organization has identi-
fied as important for success. In these systems, employees’ competencies
can affect their assigned base pay grade, as well as pay increases and bo-
nus incentive pay.

Competency-based Reward and Recognition Programs identify and reward
employees based upon the demonstration of competencies that the orga-
nization highly values. An organization identifies the competencies it pri-
zes, such as leadership, and establishes award programs to recognize
employees who demonstrate high levels of these competencies in their
work (Marrelli, 2001b).

IMPLICATIONS FOR BEHAVIORAL HEALTH

This review of the history and fundamentals of the concept of compe-
tency lead to a series of recommendations regarding workforce develop-
ment efforts in behavioral health. An understanding of the foundations
of the concept and its definition can ground and advance efforts to build
competencies in the fields of mental health and substance use disorders
treatment. This understanding has the potential to move the field be-
yond the compilation of required knowledge and skills to more thorough
models of competency, and to more effective use of these models. Ten
recommendations are offered below.

1. Dedicate a greater proportion of the behavioral health field’s investment in
human resources to developing those resources. Mental healthcare and sub-
stance use disorders treatment are labor-intensive endeavors. It is esti-
mated that up to 75% of expenditures in behavioral health organizations
are for human resources, while a very small percentage of the expendi-
tures are used to develop that resource. The comprehensive use of com-
petency-based approaches in business and industry to select, develop,
and promote employees stems from a broad recognition of the payoff
from investing in the individual human resources that comprise any orga-
nization.

2. Adopt and integrate sophisticated methods for competency development and
application that are readily available from business and industry. Too a large
extent, behavioral health has pursued an ‘“‘armchair approach” to com-
petency modeling, where a list of competencies is created based on the
opinion of a panel of experts without empirical validation. As a first step,
the field could benefit from employing a sound Industrial/Organiza-
tional Psychology approach that specifies job duties and tasks and then
empirically identifies the knowledge, skills, abilities, and personal charac-
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teristics (KSAPs) required to effectively perform each duty and task. A
next step would be to follow the common practice in Human Perfor-
mance Technology and cluster long lists of KSAPs into a limited number
of essential competencies that can be more easily understood by employ-
ees and supervisors, and will be more manageable guides in workforce
development efforts. Following the traditions of Educational Psychology,
the field should also employ a variety of training and staff development
practices to build the competencies needed by employees. Examining the
differences between employees, as embodied in the Differential Psychol-
ogy and Human Performance Technology approaches, will illuminate the
competencies demonstrated by high achievers in the field, so that these
can be incorporated into our competency models. Using these multiple
approaches will yield more robust competency models, and will position
the field to apply those models comprehensively in workforce planning, em-
ployee selection, performance management, development, career plan-
ning, succession planning, compensation, and employee reward and
recognition systems.

3. Observe “exemplary” employees in order to identify and describe essential com-
petencies. To date, this basic strategy has been used infrequently in behav-
ioral health. Instead, it appears that expert opinion, as outlined in the
published literature or in the recommendations of expert panels, has
been the principal source of information about competencies. While the
opinions of individual experts or panels of experts can be of significant
value, observation of the actual behavior of highly effective practitioners
may offer the most accurate blueprint of the range of competencies re-
quired for practice, and help identify the specific behaviors that com-
prise each of those competencies. This strategy guards against the
development of competency models that are detached from the practical
realities of delivering care.

4. Provide detailed information about required competencies to direct care staff,
supervisors, and trainers. Historically, treatment in the behavioral health
field has been largely driven by theory. Individuals entering the field have
been taught the theory and accompanying principles that should guide
therapeutic action. However, instruction has been light on guidelines or
detail that trainees need in order to understand the specific behaviors ex-
pected of them. In a recent study, psychology interns lamented the lack of
“road maps’ in their attempts to learn how to treat individuals with seri-
ous mental illness (Hoge, Stayner, & Davidson, 2000). As the field now
moves from teaching ‘‘schools of thought’ to teaching ‘“‘bodies of evi-
dence,” the opportunity exists to develop and use competency models to
make the expected behaviors more visible among different types of provid-
ers and for different types of practice. Students, trainers, direct care staff,
and supervisors need ‘‘user-friendly”’ competency models that clearly
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define the competencies needed for a particular job role, and provide spe-
cific behavioral examples at several levels of proficiency. Anecdotal case
studies that illustrate the application of a competency or competency mod-
el in a realistic work situation would also be helpful.

5. Increase the emphasis on developing skills and abilities in training. While
current educational efforts incorporate skill development, much of the
actual activity in training and education programs revolves around didac-
tic efforts to impart knowledge. Building a professional knowledge base
is an important part of an education for behavioral health providers, but
we must ensure that the knowledge taught is directly relevant to com-
mon work requirements and skills and abilities needed to provide effec-
tive care. For supervisors, it is also essential to build the leadership
abilities necessary to successfully manage employees’ performance.

Largely unaddressed are questions regarding what constitutes a competency
and how it can be reliably assessed.

6. Performance in “real world” settings should constitute the ultimate criterion
of competency. Formally assessing an individual’s knowledge or proficiency
in a skill or ability constitutes one criterion of competency. The formal
assessment of proficiency, however, is an imprecise proxy for whether
one actually demonstrates the competency on the job in a consistent fash-
ion. Thus, the optimal criterion in efforts to build and assess competen-
cies should be their demonstration in routine practice.

7. Link competencies to outcomes. Whether identified through expert
opinion or the observation of exemplary practitioners, competencies
outline behaviors that are presumed to have some link to desired out-
comes. Since the behavioral healthcare field is in an early phase of evi-
dence-based practice, the demonstrated links between specific practices
and outcomes are fairly rare. Examining and establishing such links
must be a priority in order to validate the competencies that are con-
sidered essential elements of evidence-based practice, and to ensure
that these competencies constitute more than the opinions of experts
or the common practices of those working in the field. This is a chal-
lenging and difficult objective. As such, it must be considered an inter-
mediate and long-term objective.

8. Teach students and practitioners to be self-directed learners and problem solv-
ers. Training programs are increasingly overwhelmed with the rapid
expansion of knowledge in the field and the burgeoning number of
requirements issued by organizations that accredit training programs. A
paradigm shift is required that abandons efforts to teach all competen-
cies that are required for practice. This approach should be replaced
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with an effort to provide training in core competencies and in selected
specialty skills. Simultaneously, students should be taught self-directed
learning and problem solving techniques that they can apply when faced
with novel clinical problems, populations, or treatment interventions. A
self-directed learner and problem-solver is better equipped to adapt to
the rapidly changing healthcare environment.

9. Distinguish between difficult-to-develop and easier-to-develop competencies. In
the process of developing competency models for work roles in behav-
ioral health care, it is advisable to distinguish the competencies that are
readily amenable to development, such as most knowledge and skills,
and those that are difficult to develop, such as many abilities and en-
abling behaviors. Possession of the difficult-to-develop competencies,
such as interpersonal skills and problem-solving abilities, could be
increasingly used as selection criteria for entry into educational programs
and jobs. The easier-to-develop competencies could then become the fo-
cus of training. Among psychologists, there has been much discussion
about which abilities and enabling behaviors can and cannot be devel-
oped, or cannot be developed within a reasonable span of time (Green,
1999; McClelland, 1973; Spencer & Spencer, 1993; Sternberg, 1998). A
relevant question with respect to the behavioral health care workforce is
whether a specific competency is worth developing or whether the invest-
ment required, in terms of time and costs, will outweigh the benefits de-
rived.

10. Shape treatment organizations to promote competent behavior. There is a
seemingly natural focus on individuals when attempting to develop com-
petencies. However, initiatives in behavioral health to promote compe-
tencies must recognize that organizational variables may be as important
as or even more important than individual variables, training, and education
in producing effective performance. It is imperative to couple advances
in behavioral healthcare education with efforts to help the managers of
behavioral health organizations provide their employees with an organi-
zational culture and the necessary supports that will foster competent
behavior (Marrelli, 2001a).

CONCLUSION

The Institute of Medicine recently described the chasm that exists be-
tween what is optimal and what is routine in the delivery of healthcare in
America (Institute of Medicine, 2001). In its call for corrective action,
the IOM focused not on individuals, but on the need to reform the pro-
grams that educate practitioners and the healthcare systems where these
practitioners work.
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A similar theme emerges when considering efforts to build competen-
cies in the behavioral health workforce. Without sufficient guidance or
direction, providers have been asked to treat individuals with mental ill-
ness and substance use disorders. Too often, these providers have been
asked to conduct this work in organizations that fail to support or even
thwart attempts to engage in ‘‘competent’ practices. As we strive to im-
prove our systems of care, the burden clearly lies with researchers, educa-
tors, and the administrators of healthcare organizations to identify the
competencies required for effective practice, to effectively teach these
competencies, and to support their application in daily process of caring
for those in need.
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ABSTRACT: Competency-based training approaches are being used more in healthcare to
guide curriculum content and ensure accountability and outcomes in the educational
process. This article provides an overview of the state of competency development in the
field of behavioral health. Specifically, it identifies the groups and organizations that have
conducted and supported this work, summarizes their progress in defining and assessing
competencies, and discusses both the obstacles and future directions for such initiatives. A
major purpose of this article is to provide a compendium of current competency efforts so
that these might inform and enhance ongoing competency development in the varied
behavioral health disciplines and specialties. These varied resources may also be useful in
identifying the core competencies that are common to the multiple disciplines and
specialties.

KEY WORDS: assessment; behavioral health; competencies; training.

There have been growing concerns about the quality of heath care in
America. As the Institute of Medicine (2001) has focused its attention on
potential strategies for improving the safety and effectiveness of services,
it has called for a vigorous effort to develop a workforce that possesses a
well-defined set of core competencies (Institute of Medicine, 2003a). In a
similar vein, the organization that accredits medical residency programs
has mandated that such programs demonstrate the knowledge and skill
of their students on a specific set of common competencies (Accredita-
tion Council for Graduate Medical Education (ACGME), 1999).

There are parallels to these trends in the field of behavioral health.
For example, in its report to the President, the New Freedom Commis-
sion on Mental Health (2003) raised major concerns about the quality of
mental health care in the United States. It identified a ‘‘workforce crisis”
and called on training and education programs to offer a curriculum
that ““incorporates the competencies that are essential to practice in con-
temporary health systems.”” With respect to substance use disorders, the
Strategic Plan for Interdisciplinary Faculty Development (Haack & Adger,
2002) noted the historic lack of attention on addictions issues in the
training of the healthcare workforce, and called for four core compe-
tencies on substance use disorders to be incorporated into all health pro-
fessions education.

Over the past decade, major efforts to identify and assess competencies
in behavioral health have, in fact, begun. This article provides a review of
the current status of those efforts. A total of 13 topic areas or initiatives
in competency development are examined. These are organized into
four categories: (1) substance use disorders (addiction counseling, inter-
disciplinary health professionals), (2) disciplines (marriage and family
therapy, professional psychology, Psychiatric-Mental Health Nurse Practi-
tioners (PMHNP), psychiatric rehabilitation, psychiatry, social work), (3)
populations (children, serious and persistent mental illness); and (4)
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special approaches to care (recovery, cultural competency, peer special-
ists). While not an exhaustive summary of all activities, this review captures
some of the most prominent initiatives in the field.

Competency development in behavioral health can be described as a
patchwork quilt of initiatives that have been conducted independently.
We have asked a series of experts who have played a major role in these
initiatives to each contribute an overview, identifying the segment of the
workforce for which their competencies were intended, the organiza-
tion(s) that sponsored the work, the progress that has been made in
both competency development and assessment, future directions for the
initiative, and instructions on how to access the competency models that
were produced. While the resulting sections of this article each provide
such information, if available, the sections are somewhat variable in con-
tent, reflecting the unique history, purpose, and processes employed in
these diverse efforts.

SUBSTANCE USE DISORDERS

Addiction Counseling, Linda Kaplan

Addiction counseling is relatively young as professions go. Certification
processes started in the late 1970s, and in 1981 three states in the Mid-
west established a small consortium to develop some common standards
for certification. A report by Birch and Davis (1984) delineated the first
set of national competencies for alcoholism and drug abuse counselors,
which laid the foundation for the 12 core functions that were then used
as the basis for certification standards.

The number of state credentialing boards for alcoholism and drug
abuse counselors increased rapidly, and by 1989 almost all states had vol-
untary certification boards. The National Certification Reciprocity Con-
sortium (today known as the International Certification and Reciprocity
Consortium/Alcohol and Other Drug Abuse, or IC and RC) had about
43 member states by the late 1980s. Common standards were developed
that included both written and oral exams, supervised work experience,
and a set number of education/training hours. In 1990, the National
Association of Alcoholism and Drug Abuse Counselors (NAADAC), con-
cerned about the lack of a national standard and the multitude of acro-
nyms used by the many state certification boards, developed a national
certification process that required applicants to be state certified, pass a
national exam, and have an academic degree. This was the first time in
the addiction treatment field that academic degrees were paired with
competencies as a basis for certification. Traditionally, the addiction
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counseling field, which was developed by recovering counselors, had
relied on assessing competencies as a basis for certification, rather than
on academic preparation.

Over the past decade, major efforts to identify and assess competencies in
behavioral health have begun.

In 1993, the Addiction Technology Transfer Center (ATTC) network
was created by the Center for Substance Abuse Treatment (CSAT) of the
Substance Abuse and Mental Health Services Administration (SAMHSA)
to improve the preparation of addiction treatment professionals. Soon,
the ATTC National Curriculum Committee (Curriculum Committee) was
formed to evaluate curricula and establish priorities for curriculum devel-
opment. The Curriculum Committee developed the Addiction Counseling
Competencies (ATTC, 1995), which contained 121 competencies. A na-
tional study was conducted validating the competencies that were neces-
sary for addiction counseling (Adams & Gallon, 1997), which were
developed without regard to education level.

The next step in the process was to articulate the knowledge, skills,
and attitudes (KSA) under each of the competencies. Input from many
stakeholder groups in the field was sought, and the competencies
were sent to addiction experts for a field review. In 1996, a National
Steering Committee was formed, which crosswalked the Addiction Coun-
seling Competencies: The Knowledge, Skills and Attitudes of Professional Practice
(ACC; ATTGC, 1995) and the International Certification and Reciprocity
Consortium (IC and RC) Role Delineation Study (IC and RC, 1996). This
Steering Committee found that the ACC included the KSA that were
required for effective practice, and endorsed the ACC as the basis for
education and training of staff that treat people with substance use
disorders.

In 1998 SAMHSA published the ACC as a Technical Assistance Publica-
tion (U.S. Department of Health and Human Services, 1998). The ACC
is divided into two sections. The first contains the Transdisciplinary Foun-
dations, organized in four dimensions, which cover the basic knowledge
and attitudes for all disciplines working in the addiction field:

e Understanding addictions. Current models and theories; the context
within which addiction exists; behavioral, psychological, physical
health and social effects of psychoactive substances.

o Treatment knowledge. Continuum of care; importance of social, family,
and other support systems; understanding and application of research;
interdisciplinary approach to treatment.
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e Application to practice. Understanding diagnostic and placement crite-
ria; understanding a variety of helping strategies.

o Professional readiness. Understanding diverse cultures and people with
disabilities; importance of self-awareness; professional ethics and
standards of behavior; the need for clinical supervision and ongoing
education.

There are eight dimensions in the second section, which focus on The
Professional Practice of Addiction Counseling:

e Clinical evaluation. Screening to determine the most appropriate initial
course of action; and Assessment, the ongoing process of gathering
and interpreting all necessary information to evaluate the client and
make treatment recommendations.

o Treatment planning. A collaborative process whereby the counselor
and client develop treatment outcomes and strategies.

® Referral. A process that facilitates the client’s use of needed support
systems and community resources.

e Service coordination. Encompasses case management, client advocacy,
and implementing the treatment plan.

e Counseling. A collaborative process that facilitates the client’s progress
toward mutually determined treatment goals and objectives through
individual, group, couples, and family counseling.

o Client, family and community education. Process of providing clients,
families, and community groups information on the risks related to
psychoactive substance use, as well as treatment, prevention, and
recovery resources.

e Documentation. Recording intake, treatment, and clinical reports, clin-
ical progress notes, and discharge notes in an acceptable, accurate
manner.

e Professional and ethical responsibilities. Includes responsibilities to ad-
here to accepted ethical standards and professional code of conduct
and for continuing professional development; knowing and adhering
to all federal and state confidentiality regulations, abiding by the
code of ethics for addiction counselors, and obtaining clinical super-
vision and developing methods for personal wellness.

The addiction counseling competencies are in the process of being
revised by the ATTC. In addition, competencies are being developed for
clinical supervisors in addiction treatment.

The development of the ACC followed many of the seven steps out-
lined by Marrelli, Tondora, and Hoge (2005). However, there were les-
sons learned along the way:
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e Communication and Education Plan. An important lesson learned was
that involving key stakeholders in the process did not lead to the
adoption of the competencies as the basis for certification, educa-
tion, or staff development. Though stakeholders were involved and
key groups did endorse the competencies, this did not lead to
changes in practice. Only a few state certification boards are using
the ACC as the basis for their education and training requirements.
Many certification boards have not yet realigned their processes to
conform to the ACC, and most academic institutions have not based
their curricula on the ACC. A thorough plan that includes educating
the field about the competencies and how they are to be used is nec-
essary for them to be adopted.

e Fvaluate the Competency Model and Plan for Updates. Though the intent
has always been to make the competencies dynamic and incorporate
new technologies, regular updates are difficult to plan and conduct.
They are time-consuming and expensive.

Though old processes and traditions are hard to supplant, the addic-
tion field is making significant progress toward the implementation of
the addiction counseling competencies as the basis for professional KSA.

Interdisciplinary Health Professionals, Hoover Adger, Jr.

There have been numerous federal and non-federal initiatives to
define alcohol and other drug-specific knowledge, attitudes, and skills, as
well as core competencies for health professionals encountering individu-
als with substance use disorders (Davis, Cotter, & Czechowicz, 1988;
Fleming, Barry, Davis, Kahn, & Rivo, 1994; Lewis, Niven, Czechowicz, &
Trumble, 1987). These programs have played a major role in bringing
about change in the curricula in schools of medicine, nursing, social
work, psychology, and other disciplines. While many of the initial faculty
development and educational efforts included primarily discipline-spe-
cific activities, a recent focus has been expanded to a much broader and
richer interdisciplinary approach. This shift away from discipline-specific
education and training has been facilitated by the growing interdisciplin-
ary membership and influence of the Association for Medical Education
and Research in Substance Abuse (AMERSA).

Since 1976, AMERSA has been working to expand education in sub-
stance use disorders for health care professionals. AMERSA has achieved
national recognition for its role in supporting faculty development, curric-
ulum design, implementation and evaluation, and the promulgation of an
interdisciplinary approach to substance use disorder education and clini-
cal services. Moreover, the organization has played an important role in
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providing leadership in improved training for health care professionals
in the management of problems related to alcohol, tobacco, and other

drugs.

The addiction field 1s making significant progress towards the implemen-
tation of competencies as the basis for professional knowledge, skills, and
attitudes.

In 1999, AMERSA entered into a cooperative agreement with the
Health Resources and Services Administration’s Bureau of Health Profes-
sions and the SAMHSA’s Center for Substance Abuse Treatment. This
agreement supported the initiation of a national interdisciplinary train-
ing program to improve health professionals’ education in substance use
disorders. This interdisciplinary project has three objectives, which include
publishing a strategic plan on ways to improve health profession education
in substance abuse, establishing a faculty development program to enhance
curricula on this topic in professional schools and universities, and building
an infrastructure to support expansion of faculty development across health
professions.

A Strategic Planning Advisory Committee was convened with nationally
recognized experts representing each of the disciplines involved in the
project: dentists, dietitians, nurse-midwives, nurses, nurse practitioners,
occupational therapists, pharmacists, physical therapists, physicians, physi-
cian assistants, psychologists, public health professionals, rehabilitation
counselors, social workers, speech pathologists, and audiologists. Using a
modified consensus development approach, the committee defined a set
of core competencies for health professionals, irrespective of discipline.
A resulting statement, ‘‘Core KSA in Substance Use Disorders for Health
Professionals,”” broadly describes the minimum knowledge and skills
related to substance use disorders for all health professionals. Its four
elements are as follows:

e All health professionals should receive education in their basic core
curricula to enable them to understand and accept alcohol and
other drug abuse and dependence as disorders that, if appropriately
treated, can lead to improved health and well-being.

e All health professionals should have a basic knowledge of substance
use disorders and an understanding of their effect on the patient,
family, and community. Each practitioner should have an under-
standing of the evidence-based principles of universal, selected, and
indicated substance abuse prevention as defined by the Institute of
Medicine.
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e All health professionals should be aware of the benefits of screening
for potential or existing substance-related problems, as well as of appro-
priate methods for intervention.

e All health professionals should have core knowledge of treatment, and
be able to initiate treatment or refer patients for further evaluation
and management. At a minimum, all health professionals should have
the ability to communicate an appropriate level of concern and the
requisite skills to offer information, support, follow-up, or referral to
an appropriate level of services.

In addition, cross-disciplinary core knowledge, skill, and attitude compe-
tencies for health professionals in substance use disorders were identified
by the Strategic Planning Advisory Committee. As one example, the skill
competencies are as follows. All health care professionals should be able to

e Recognize early the signs and symptoms of substance use disorders.

e Screen effectively for substance use disorders in the patient or family.

e Provide prevention and motivational enhancement to assist the patient
in moving toward a healthier lifestyle, or referral for further evaluation
or treatment.

The entire report (Haack & Adger, 2002), which details the Strategic Plan
Sfor Interdisciplinary Faculty Development recommendations and supporting evi-
dence, is available online at www.amersa.org or www.projectmainstream.net.
In addition to the interdisciplinary core competencies for all health pro-
fessionals, each of the disciplines involved has outlined prior activities
and competencies that are specific to that discipline. Project curriculum
and resource materials are also available from the website.

DISCIPLINE-SPECIFIC COMPETENCIES

Marriage and Family Therapy, William F. Northey, Jr.

The American Association for Marriage and Family Therapy (AAMFT)
began its development of core competencies for the field of MFT in
January 2003. The AAMFT Board of Directors charged the executive
director with convening a task force that would define the domains of
knowledge and requisite skills in each domain that comprise the practice
of MFT. The product needed to be relevant to accreditors, trainers, and
regulators (Northey, 2004). The model outlining these competencies
would define knowledge and skill levels, the areas where such knowledge
and skills would be obtained, and characteristics that might predispose
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one for success as a marriage and family therapist. Competencies as
defined would be based, to the extent possible, on a task analysis of clinical
practice, clinical research, evidence-based family therapies, and emerging
trends in family therapy. Attention would also be paid to the interface
between MFT and the broader mental health delivery system, including
the bridge between biological and/or genetic issues and pharmacological
treatment, and the knowledge and skills MFTs would acquire and maintain
in relation to these domains.

The AAMFT created a 50-member taskforce, a five-member steering
committee, and assigned one primary staff member to develop the
competencies. All of the members of the taskforce had published or pre-
sented on MFT education, training, or supervision. The steering commit-
tee was made up of progenitors of MFT evidence-based models, as well as
regulators, educators, and researchers. The steering committee began its
process by discussing ways to structure the core competencies. The com-
mittee reviewed extant models of competencies developed in a variety of
fields (e.g., substance abuse, psychiatry, mediation, nursing) and reviewed
research related to the development of exams used by regulatory bodies.

Workgroups highlighted the importance of close mentoring relationships as
key to high level professional training.

The structure decided upon by the committee had two levels. The pri-
mary domains identified focused on the practice of MFT:

o Admission to treatment. All interactions between client and therapist
up to the point when a therapeutic contract is established.

e Clinical assessment and diagnosis. Activities focused on the identifica-
tion of the issues to be addressed in therapy.

o Treatment planning and case management. All activities focused on
directing the course of therapy and extra-therapeutic activities.

o Therapeutic interventions. All activities designed to ameliorate the clini-
cal issues identified.

o Legal Issues, Ethics, and Standards. All aspects of therapy that involve
statutes, regulations, principles, values, and the mores of MFTs.

® Research and program evaluation. All aspects of therapy that involve the
systematic analysis of therapy and how it is conducted effectively.

The subsidiary domains focused on types of skills or knowledge. These
were: (1) conceptual, (2) perceptual, (3) executive, (4) evaluative, and
(5) professional.
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After the domains were defined, the steering committee and AAMFT
senior staff vetted them, and each member of the steering committee was
charged with developing competencies in each domain. The contribu-
tions of each were then collated, and the first draft was developed in April
2003, yielding 273 potential competencies. These 273 were then distilled
and organized into the domains, resulting in 126 competencies. These
126 were then mapped upon the existing domains of knowledge used by
accreditors and regulators to ensure that the current draft captured what
was currently being used as the body of knowledge in the field.

The competencies were then sent to the entire 50-member taskforce,
and each was asked to provide feedback on the 126 competencies.
Refinement of and additions to the competencies resulted from the feed-
back, resulting in 136 total. This version was sent to other interested par-
ties, including the major mental health professions, federal agencies in
behavioral health, consumer and advocacy groups, and was made avail-
able to all members of the AAMFT via our website. The feedback from
these groups resulted in the current version that contains 139 core com-
petencies (AAMFT, 2004).

Throughout the development process, a concerted effort was made to
capture aspects of competence that were unique to the profession of
MFT and those competencies that were shared with other mental health
professionals. In fact, a tripartite model was used to evaluate specific
competencies on whether they were (1) common to all/most mental
health professions; (2) common, but had MFTs added something unique
to the competency; and (3) unique to MFTs. One of the competencies
common to all mental health professions from the Legal Issues, Ethics,
and Standards domain is: ‘“MFTs develop safety plans for clients who
present with potential self-harm, suicide, abuse, or violence.”” In contrast,
a competency that is considered unique to MFTs is: “MFTs develop
hypotheses regarding relationship patterns, their bearing on the present-
ing problem, and the influence of extra-therapeutic factors on client sys-
tems.” Finally, an example of a competency that most mental health
professionals do, but the profession believes MFTs add something unique
is: “MFTs establish and maintain appropriate and productive therapeutic
alliances with the clients.”” Since a significant portion of the services pro-
vided by MFTs involve couples and families, the competency takes on a
slightly more complex meaning.

The final version was viewed through several lenses to ensure its valid-
ity. In addition to comparing it to the Validation Report for Marriage and
Family Therapists conducted by the California Office of Examination
Resources (2002) and the Association for Marriage and Family Therapy
Regulatory Boards practice domains (Association of Marital and Family
Therapy Regulatory Boards, 2004), the core competencies were also



M.A. Hoge et al. 603

mapped against the Commission on Accreditation for Marriage and Fam-
ily Therapy Education Programs (2003) training standards, the IOM
Crossing the Quality Chasm Report (Daniels & Adams, 2004; Institute of
Medicine, 2001), and the report of the President’s New Freedom Com-
mission on Mental Health (2003).

The next major step in the development of the core competencies was
an educators’ summit that took place in July 2004. This meeting brought
together educators, regulators, and accreditors to consider how to best
implement the adoption and assessment of these core competencies for
the field. It is expected that at least two publications will be produced
from the project, one in the Journal of Marital and Family Therapy, and
one in the Family Therapy Magazine. Future meetings with accreditors and
regulators are also planned.

Professional Psychology, Frank L. Collins, Jr.

Over the past few years, a number of developments have occurred with
respect to the identification, training, and assessment of competencies for
health and human service providers in psychology. These efforts include
conferences, workgroups, organizational projects, and commissions
throughout North America and Europe. Recent books have focused on
defining and selecting key competencies (Rychen & Salganik, 2001) and on
competency-based education and training in psychology (Sumerall, Lopez,
& Oehlert, 2000). In November 2002, a conference was held to bring to-
gether representatives from diverse education, training, practice, public in-
terest, research, credentialing, and regulatory constituency groups to focus
on competencies in professional psychology (Kaslow et al., 2004). Organi-
zers of this conference hoped that this meeting might lead to the develop-
ment of more specific definitions and descriptions of competency areas.

In an effort to build on what had already been done, and to ensure
maximum buy-in from various constituency groups, the organizers of this
conference developed an extensive survey and sought guidance from the
field in identifying core competencies. Eight core competency domains
were identified through the survey: (1) scientific foundations of psychol-
ogy and research; (2) ethical, legal, public policy/advocacy, and profes-
sional issues; (3) supervision; (4) psychological assessment; (5) individual
and cultural diversity; (6) intervention; (7) consultation and interdisci-
plinary relationships; and (8) professional development. The conference
assigned delegates to workgroups addressing each of these topics, and
to workgroups that focused on the assessment of competence and the
specialty (non-core) competencies. Each workgroup had members with
substantial knowledge about the competency area, as well as individuals
with other complimentary expertise.
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Psychiatry has embarked on a new competency movement that has resulted
Jfrom internal dissatisfaction with variability and from external pressures.

Products from these workgroups included several papers, which were
recently published in the jJournal of Clinical Psychology (July 2004). Four
additional papers will appear in the Journal of Clinical Psychology and
Professional Psychology: Research and Practice within the next year. While it is
beyond the scope of this paper to summarize all of the discussions, sev-
eral cross-cutting concepts emerged. For example, workgroups reaffirmed
the conceptualization of competence as including knowledge, skills, and
attitudes. Several workgroups used this conceptualization to organize
their efforts to identify critical subcompetencies within their competency
domain. Equally important was the acknowledgement among the groups
that there are cross-cutting competencies relevant to all aspects of com-
petence at all levels of professional development. These included, for
example, individual and cultural diversity, ethical practice, interpersonal
and relationship skills, critical thinking, and knowledge of self. Clearly,
some competencies (such as cultural diversity and ethics) are viewed as
both core and subcompetencies. While this may seem inconsistent, it
merely reflects the belief that these competencies are core, but must be
incorporated within other core competency areas.

All groups placed a strong value on developmentally informed educa-
tion and training. Several groups laid out a developmentally appropriate
training sequence by describing progressively more complex and sophisti-
cated content and methods for teaching the subcompetencies in their
domain. Workgroups underscored the value of modeling, role-playing,
vignettes, in vivo experiences, supervised experience, and other applied
real world experiences as critical instructional strategies for teaching the
competencies. The crucial role of establishing and maintaining a respect-
ful and facilitative learning environment was affirmed. Workgroups also
highlighted the importance of close mentoring relationships as key to
high level professional training. Every workgroup endorsed the central
role of integrating science and practice into all aspects of education and
training, teaching evidence-based and informed practice, and the impor-
tance of establishing during training an internalized commitment to
life-long continuous learning.

There was consensus that, as a profession, it is important to develop
strategies to become equally effective at assessing knowledge, skills, and
attitudes for each competency domain. To date, assessment of knowledge
has been more successful than assessment of skills and attitudes (e.g.,
course examinations and the national Examination for Professional
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Practice in Psychology). Therefore, the assessment of overall competence
in both integrated and competency-by-competency formats is an area
ripe for growth in education, training, and credentialing. Assessment
techniques employed for licensure and other credentialing (e.g., board
certification) might begin during education and training at developmen-
tally appropriate times. This could result in a *“‘culture shift” in psychol-
ogy, so that methods of assessment are used continuously throughout a
psychologist’s training and career.

This conference was supported by more than 30 professional organiza-
tions, with the Association of Psychology Postdoctoral and Internship Cen-
ters serving as the host and conference organizer. While this conference
was an important starting point, it is critical that multiple and diverse con-
stituency groups work together to struggle with the challenging and vexing
questions that remain. In particular, agreement on the definitions and
components of specific competencies are needed, along with methods for
assessing such competencies through a developmental framework. For
example, what behaviors should demonstrate competency in psychological
assessment at the pre-internship level and post-doctoral level? As progress
is made, it will help the field better communicate to the public and to pol-
icymakers the contributions that professional psychologists can make.

Psychiatric-Mental Health Nurse Practitioners, Judith Haber

Advanced Practice Psychiatric-Mental Health Nurses graduate from Mas-
ter’s or Post-Master’s programs that, since 1954, have prepared graduates for
the role of Psychiatric-Mental Health Clinical Nurse Specialist (PMHCNS),
or more recently in the past 10 years, the role of PMHNP. The nursing field
most recently completed entry-level competencies for graduates of PMHNP
programs who focus their clinical practice on individuals, families, or popu-
lations that are at risk for developing mental health problems or have a psy-
chiatric disorder. The PMHNP is a specialist who provides primary mental
health care to patients seeking services in a wide range of settings. This in-
volves the continuous and comprehensive assessment and treatment services
necessary for the promotion of (1) mental health, (2) prevention, (3) treat-
ment of psychiatric disorders, and (4) health maintenance.

The PMHNP Competencies reflect the work of a multi-organizational
National Panel, co-chaired by Judith Haber and Kathleen Wheeler. The
National Organization of Nurse Practitioner Faculties (NONPF) facili-
tated the work of the National Panel through two distinct phases that
encompassed development and external validation of the PMHNP
competencies (2002-2003). The process utilized models that were used
for developing the Nurse Practitioner Primary Care Competencies in Specialty
Areas: Adult, Family, Gerontological, Pediatric, and Women’s Health (U.S.
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DHHS, 2002b). The National Panel included representatives from six
national nursing organizations whose foci include advanced practice
nursing education, psychiatric-mental health practice, and certification of
the PMHNP. A subgroup of the NONPF Psychiatric-Mental Health Special
Interest Group participated as NONPF representatives.

Initiated in 2002, Phase I of the project focused on the domains and
competencies of PMHNP practice, which were developed from a role
delineation study that was completed using an observational data collection
method observing nurse practitioners in a range of situational contexts.
Competence among the nurses ranged from novice to expert (interpretive
situational base), and the results were intended to be used in conjunction
with the Dreyfus model of skill acquisition (1980, 1986). This model depicts
human acquisition of psychomotor, perceptual, and judgment skills as a
generic progression through stages from novice to expert, and has been
applied to nursing by Benner (1984) and Brykcznski (1999).

Domain is defined as a cluster of competencies that have similar inten-
tions, functions, and meanings. They are used as an organizing frame-
work. A competency is an interpretively defined area of skilled knowledge,
identified and described by its intent, function, and meaning. Competen-
cies are domain-specific. Seven domains provide the organizing frame-
work for the PMHNP Competencies:

1. Health Promotion, Health Protection, Disease Prevention, and
Treatment

1A. Assessment

1B. Diagnosis of Health Status

1C. Plan of Care and Implementation of Treatment

Nurse Practitioner—Patient Relationship

Teaching-Coaching Function

Professional Role

Managing and Negotiating Health Care Delivery Systems
Monitoring and Ensuring the Quality of Health Care Practice
Cultural Competence

A

The domain-related competencies were developed to reflect the cur-
rent knowledge base and scope of practice for PMHNPs. For example,
domain 1A, Assessment, emphasizes that integral to the PMHNP role is
the performance of a comprehensive physical and mental health assess-
ment, including a psychiatric evaluation. Domain 1B, Diagnosis of Health
Status, reinforces that PMHNPs are engaged in the diagnostic process,
including critical thinking involved in formulating a differential diagnosis
and the integration and interpretation of various forms of data. Domain
1C, Plan of Care and Implementation of Treatment, highlights that the
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PMHNP plan of care is biopsychosocial in nature, and ranges from pre-
scribing psychotropic and related medications to the conduct of individ-
ual, group, and family psychotherapy.

Phase II of the project focused on external validation of the PMHNP
competencies. The Validation Panel involved 21 individuals who had not
served on the National Panel and had expertise relevant to advanced
practice psychiatriccmental health nursing. These areas of expertise
included education, clinical practice, credentialing, regulation, accredita-
tion, and employment of advanced practice psychiatriccmental health
nurses. Using an evaluation tool, the Validation Panel systematically
reviewed each PMHNP competency for relevancy (is the competency neces-
sary) and specificity (is the competency stated clearly and precisely).
Comment was also provided on the comprehensiveness of the competen-
cies (is there any aspect of PMHNP knowledge, skill or personal attributes
missing). The validation process demonstrated overwhelming consensus.
Over 96% of the competencies remained after it was completed. Over 53%
of the competencies underwent revision to enhance their specificity, and
several competencies were added, resulting in a final set of 68 competen-
cies. Completed in 2003, the PMHNP Competencies have been endorsed
by 12 national nursing organizations and can be downloaded online at:
www.nonpf.com (Wheeler & Haber, 2004).

Progress in competency assessment is underway and reflected in the
work of the NONPF Educational Standards and Guidelines Committee,
as well as in curriculum and practice demonstration projects nationwide.
The objective of these projects is to develop valid and reliable compe-
tency-based evaluation tools that accurately assess PMHNP practice and
outcomes. A variety of intra and interdisciplinary assessment modalities
are being evaluated, including standardized formative and summative
written exams, clinical performance exams, standardized simulations,
interactive case studies, evidence-based practice projects, debates, capstone
projects, electronic portfolios, and credentialing exams. In addition, an
exploration is underway of recognized assessment modalities and tools
effectively used by other mental health disciplines to avoid ‘‘reinventing
the wheel” in the assessment of core mental health competencies. This
may lead to a transcendent set of interdisciplinary assessment tools.

Competence is not only acquired through training, but also requires
personal characteristics such as flexibility, common sense, problem-solving
ability, and compassion.

Future directions include the need for further progress in competency
assessment, and ongoing alignment of PMH Scope and Standards of
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Practice documents with endorsed PMHNP competencies, educational
curricula, program accreditation criteria, and credentialing processes.
The Scope and Standards Committee of the American Psychiatric Nurses
Association is currently revising the Scope and Standards of Practice for
the psychiatric nursing specialty at the Registered Nurse and Advanced
Practice Registered Nurse levels. A challenge for this committee will be
to determine whether the PMHNP competencies developed by the
National Panel also reflect the specialty competencies for the specialty’s
other advanced practice role, that of Psychiatric-Mental Health Clinical
Nurse Specialist, thereby paving the way for adoption of core competen-
cies reflecting the knowledge base and practice of all advanced practice
psychiatric-mental health nurses.

Psychiatric Rehabilitation Practitioners, Kenneth J. Gill

The study of the competence of Psychiatric Rehabilitation Practitioners
is focused on the skills and knowledge of persons who provide rehabilita-
tion and community support services to those with severe and persistent
mental illness. While most of these direct service staff have a bachelor’s
degree education or less, studies of the workforce have actually found a
broad range in their educational preparation (Blankertz & Robinson,
1996). Despite the fact that formal credentials are usually lacking, the
consensus among subject matter experts is that these staff require a fairly
advanced skill and knowledge set (Coursey et al., 2000a, 2000b; Interna-
tional Association of Psychosocial Rehabilitation Services, IAPSRS, 2001;
Pratt, Gill, Barrett, & Roberts, 1999).

There has been significant progress in the efforts to identify psychiatric
rehabilitation competencies, which culminated in a report entitled, Role
Delineation of the Psychiatric Rehabilitation Practitioners (IAPSRS, 2001). Panels
of subject matter experts convened to define the practitioners’ role and
identify tasks and knowledge needed. Over 500 experts from the United
States and Canada eventually had input. More than 70 tasks were identi-
fied, each with several statements about the required knowledge and skills.
These tasks were divided into seven domains ranked in terms of impor-
tance, criticality, and frequency of use. They include: (1) interpersonal
competence; (2) interventions; (3) assessment, planning, and outcomes;
(4) community resources competence; (5) professional roles; (6) systems
competence; and (7) diversity. The domains, tasks, knowledge, and skill
statements, which are the primary findings of the role delineation study, are
available online at: www.iapsrs.org/certification/pdf/role_delineation.pdf.
This study will be updated within the next 2-3 years, and a completely new
role delineation study will take place in approximately 5 years.
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In conjunction with the Psychiatric Rehabilitation Certification pro-
gram developed by IAPSRS and administered by its Commission on
the Certification of Psychiatric Rehabilitation Practitioners, competency
assessment has been primarily conducted by two methods. One method
is ratings by supervisors who have direct knowledge of the practitioners’
work. These ratings include only a sampling of tasks. A more rigorous
and extensive method is a standardized multiple-choice examination.
The exam meets current psychometric standards for reliability and con-
tent validity. Academic programs offering psychiatric rehabilitation cour-
ses and majors are now attempting to incorporate this content into their
curricula, and developed methods for assessing the presence of these
competencies in ‘“‘lab” settings and actual clinical sites. Special issues of
two journals, Psychiatric Rehabilitation Skills (Gill, 2001; Nemec & Pratt,
2001) and Rehabilitation Education (Pratt & Gill, 2001) have been devoted
to these educational issues.

The IAPSRS, recently renamed the United States Psychiatric Rehabilita-
tion Association, is principally responsible for this work. IAPSRS funded
various efforts as early as 1993 to study the psychiatric rehabilitation
workforce, its characteristics and skills, and published the findings from a
similar project in 1996, funded by the National Institute of Disability
Rehabilitation Research (Blankertz & Robinson, 1996). A related effort,
funded by the Center for Mental Health Services (CMHS) at SAMHSA,
studied the competencies of staff who work with persons with severe and
persistent mental illness (Coursey et al., 2000a, 2000b). This project iden-
tified similar competencies to those specified in the IAPSRS role delinea-
tion study.

The IAPSRS role delineation project defined a complex, multi-skilled
role that includes many competencies. Even those with extensive educa-
tion and experience in mental health or other helping professions do
not typically possess this full range of knowledge and skills. While there
is consensus on the complexity of the psychiatric rehabilitation role, the
number of individuals actually prepared to assume it is rather limited.
The IAPSRS study highlights that subject matter experts expect skilled
practitioners who can work with persons who have complex and disabling
disorders, as well as with families, significant others, stakeholders, and
other providers. Yet, there are limited educational and training opportu-
nities to develop such practitioners. This portion of the behavioral health
and rehabilitation field seems particularly lacking in resources. Funding
for workforce development activities and salaries remains very modest.

Direct care staff members from a variety of levels of education have
been evaluated with the IAPSRS-sponsored competency assessment instru-
ment. A fairly large proportion of test takers (28-42%) fail to establish
competence when assessed. While there are now more than 40 institutions
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of higher education that offer some form of psychiatric rehabilitation edu-
cation, there is clearly not enough training in these competencies. Psychi-
atric rehabilitation educators have established a Consortium of Psychiatric
Rehabilitation Educators who meet twice annually. This group also estab-
lished an electronic listserv and website known as PSR-ED. They are tack-
ling the issues of (1) incorporating these competencies within their
courses, (2) developing instructional techniques to develop these com-
petencies, and (3) devising methods for assessing whether students have
acquired these competencies.

Psychiatry, Zebulon Taintor

Psychiatry is a diverse specialty and has displayed the usual American
penchant for a system of checks and balances and separation of powers.
Thus, there are many groups and organizations within the specialty that
have contributed lists of competencies. These include:

e The American Psychiatric Association and its Council on Medical
Education, Career Development committees and task forces on spe-
cific populations (e.g., people with severe mental illness) and services
(e.g., prisoners). The APA setup a work group on competencies,
which realized its most useful role would be to make those develop-
ing competency lists aware of each other’s work and products.

¢ The American Association of Directors of Psychiatry Residency Training
(AADPRT), which has developed competency lists and model curricula
for psychiatry residencies.

e The Association of Directors of Medical Student Education in Psychi-
atry (ADMSEP), which has focused on the competencies to be devel-
oped in medical school.

e The Association for Academic Psychiatry, which has focused on all
levels of psychiatric education.

e The Group for the Advancement of Psychiatry (GAP) with its many
subjectspecific committees, some of which have addressed competencies.

e The American College of Psychiatrists, which gives the Psychiatry Resi-
dents in Training Examination (PRITE) and thereby influences, through
the questions it asks, the competencies focused on during training.

With the work of these groups as background, psychiatry, as part of medi-
cine, has embarked on a new competency movement that has resulted both
from internal dissatisfaction with the variability in skills in the profession
and from external pressures from patients and the public.

The ACGME sets training requirements for all specialties and subspe-
cialties approved by the American Board of Medical Specialties. Twenty-six
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residency review committees within the ACGME structure review and
accredit individual programs using the general requirements for all
physician training and the specific requirements for each specialty. By
1999, the ACGME completed its response to the 1980 U.S. Department
of Education mandate to address educational outcomes, including com-
petencies. The result was a set of general competencies required for all
physicians (Leach, 2001). These are available on the ACGME web site at:
www.acgme.org/outcome/comp/compFull.asp, and include: (1) patient
care, (2) medical knowledge, (3) practice-based learning and improve-
ment, (4) interpersonal and communication skills, (5) professionalism,
and (6) systems-based practice.

The Psychiatry Residency Review Committee (RRC), which sets the
accreditation requirements for psychiatric residencies, has added to the
six required general competencies an additional requirement of demon-
strated competency in five types of psychotherapy. These include: (1) brief,
(2) cognitive-behavioral, (3) psychotherapy and psychopharmacology in
combination, (4) psychodynamic, and (6) supportive.

The workforce is poorly prepared to address the needs of children with SED.

These requirements became effective in January 2001, but the process
really is just beginning. For example, the RRC offers no specification or
detail on the psychotherapy competencies. It simply states that residency
programs must now be able to provide details during accreditation visits
as to how they verify that their graduates attain the general and specific
competencies. The RRC is currently reluctant to add greater specificity,
exemplified by its response to the family assessment and treatment com-
petencies submitted for consideration by the GAP Committee on the Family.
The RRC deemed these competencies exemplary, but too detailed for
inclusion in the accreditation requirements for psychiatry. There is, how-
ever, a growing literature on the psychotherapy competencies (Andrews
& Burruss, 2004; Dewan, Steenbarger, & Greenberg, 2004; Gabbard,
2004; Winston, Rosenthal, & Pinsker, 2004).

The RRC special requirements for psychiatry can be viewed on the
ACGME web site at: www.acgme.org. There remains a strong emphasis in
these accreditation guidelines on the use of timed rotations to assure
development of skills in various areas, such as emergency psychiatry, con-
sultation/liaison, and the treatment of children and adolescents. It is
attractive to think that training programs could be freed from these time
constraints and offer flexibility while residents developed specific compe-
tencies at a self-paced rate of learning. However, the science of measuring
competencies in psychiatry is just developing, and is untested in psychiatry
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residency training. AADPRT, the training directors association, has written
to the RRC asking that the next revision of the special requirements for
psychiatry not substitute competencies for timed rotations.

It is critical to note that the American Board of Psychiatry and Neurol-
ogy (ABPN) is the only organization that actually certifies individual
psychiatrists. It has a list of competencies, which can be found at
www.abpn.com/geninfo/competencies.html, and in two books that ABPN
produced (Scheiber, Kramer, & Adamowski, 2003a, 2003b). The ABPN
competency list, which incorporates the six core competencies from
ACGME, carries great weight in the field, as it is the basis for the board
certification exam. A general consensus is developing against generating
multiple conflicting lists of competencies, and for support of the core ABPN
list. However, inconsistencies exist, exemplified by the fact that the ABPN
has not incorporated the psychotherapy competencies required by the RRC.

In the future, the RRC expects to revise the specific requirements for
general psychiatry, having just completed the requirements for subspe-
cialty training in addiction, forensic, geriatric, psychosomatic medicine,
and sleep psychiatry. It is also focusing on child psychiatry, for which
competencies have been suggested (Sexson et al., 2001). Work on compe-
tency development and assessment is expected to get increasing attention
due to the ongoing ACMGE competency initiative, and further fueled by
concerns about the 48% failure rate among psychiatrists on Part II of the
ABPN examination in 2003.

Social Work, Anita L. Rosen

The task of summarizing the work related to competencies for the
social work profession is somewhat daunting. No single organization is
responsible for competency promulgation. In fact, a multiplicity of orga-
nizations is involved in examining and promoting competency in social
work practice. In addition, a distinctive aspect of the social work profes-
sion is the wide range of settings, organizations, and populations where
social workers practice. Compounding the issue is the psychosocial orien-
tation of social work training and practice, which does not focus solely
on mental health, but rather on a broad conceptualization of health,
mental health, and the social and economic aspects of the lives of indi-
viduals, groups, and communities.

Social work in its various forms addresses the multiple, complex trans-
actions between people and their environments. Its mission is to enable
all people to develop their full potential, enrich their lives, and prevent
dysfunction, through problem-solving and change. The profession is an
interrelated system of values, theory, and practice. This orientation, com-
bined with a broad range of service delivery settings and populations served,
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means that there is often no one group or organization that ‘““owns’ social
work or defines competent practice for the profession. In addition, there
are differing views of how to define ‘‘competency’’ within the profession.

Given this disclaimer, there are a number of organizations that have
attempted to define competencies and develop standards for competent
psychosocial practice in social work. Three important organizations are: the
National Association of Social Workers (NASW, www.naswdc.org), the major
membership organization of the profession; the Association of Social Work
Boards (ASWB, www.aswb.org), a coalition of boards that regulates social
work and develops and maintains the social work licensing examination
used across the country; and the Council on Social Work Education
(CSWE, www.cswe.org), the accrediting body for the over 600 social work
education programs in the United States.

NASW has developed practice standards in 12 areas such as palliative
care, cultural competency, and clinical practice (www.naswdc.org/practice/
default.asp). These standards generally refer to knowledge, skills, and ethics,
and have been developed by cadres of experts, with input from practitioners.
The standards are not competencies, but do provide guidelines for further
explication, and are used by members, educators, and licensing bodies for
defining the role and function of social work.

ASWB, in its role as developer of national licensing examinations,
including one for clinical practice, conducts a thorough job analysis on a
periodic basis through a rigorous, national sampling process that is then
used by experts to develop examination questions. Four levels of exami-
nation to test competency have been developed, each covering a variety
of content areas (e.g., human behavior, diversity, diagnosis and assess-
ment, the therapeutic relationship).

CSWE has created the Educational Policy and Accreditation Standards
for social work education, and requires the use of evidence and outcome
measures by training programs, with the goal of helping assure that
social work education prepares students for competent practice. The
current standards were developed through a multi-year process with a
diverse, expert committee, and substantial input from members. These
standards are used as guidelines and are translated into competencies by
individual social work education programs and faculty.

CSWE also has a project, funded by the John A. Hartford Foundation,
called Strengthening Aging and Gerontology Education for Social Work (SAGE-SW,
www.cswe.org/sage-sw/). SAGE-SW has developed a set of social work
gerontology/geriatric competencies for education and practice, using a
unique methodology (www.cswe.org/sage-sw/resrep/competenciesrep.htm).
After developing a list of 65 competencies related to knowledge, skills, and
professional ethics through a search of the literature and feedback from
a panel of experts, a survey was mailed to a national sample of social



614 Administration and Policy in Mental Health

work practitioners and academics, both with and without interest in aging.
Survey participants were asked to identify the competencies that all social
workers needed, those needed only by advanced practitioners, and those
needed by geriatric specialists. This list of competencies and the guidance
given by the survey participants have been used and adapted by educators,
practitioners, trainers, and national curriculum projects.

Other social work organizations, institutions, and coalitions have devel-
oped competencies or practice standards for specific areas of practice.
For example, individual social work education programs that have U.S.
Children’s Bureau funding for Title IV-E Child Welfare Training have
developed outcomes-based competencies for training students. A coalition
of national organizations related to health care has developed standards
for social work best practices in healthcare case management that incorpo-
rate outcome/practice evaluation. Social work competencies for interdisci-
plinary settings have also been developed. One such endeavor in palliative
care from the Center to Advance Palliative Care can be found at: http://
64.85.16.230/ educate/content/elements/socialworkercompetencies.html.

The American Board of Examiners (ABE) in clinical social work
(www.abecsw.org) provides the Board Certified Diplomate in Clinical
Social Work credential. This organization has developed practice compe-
tencies in clinical social work, and has available online a position paper
and bibliography related to competencies and clinical social work. Finally,
the Institute for the Advancement of Social Work Research (IASWR,
www.iaswresearch.org) has undertaken efforts to help promote the trans-
lation of research findings into education and practice, examine the
availability of evidence as it relates to practice competence, and engage
social work researchers in this process (see: www.charityadvantage.com/
iaswr/images/iaswr%20aug%2003%20newsletter.pdf).

More than three-quarters of providers in the United States...have a
bachelor’s degree or less education, with little training about severe mental
illness or its treatment.

Currently, the interest in and activities related to competent profes-
sional practice are gaining currency in social work. As the profession
moves forward, there is need to foster collaboration of practice and aca-
demic organizations to develop and implement social work competen-
cies, link evidence and outcome measures to the concept of competency,
and attract federal funding to help social work assess the state of
research knowledge for practice, and to conduct translational activities
that help define competent education and practice.
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POPULATION-FOCUSED COMPETENCIES

Children’s Mental Health, Marsali Hansen

It is widely recognized that we need a workforce skilled in both quality
clinical practice and a systems-of-care approach for children (Hansen,
2002; Tharinger et al., 1998). In 1999, the Child, Adolescent, and Family
Branch of the CMHS in the SAMHSA published a series of monographs
on Promising Practices in Children’s Mental Health. Volume V of the
series addressed training strategies, including core competencies (Meyers,
Kaufman, & Goldman, 1999). The monograph highlighted the notion of
competence with various definitions, but generally meaning a shared per-
spective of doing the right thing for the right reason at the right time.
The authors emphasized the view that competence is not only acquired
through training, but also requires personal characteristics such as flex-
ibility, common sense, problem-solving ability, and compassion. Two sets
of competencies that address these workforce concerns are cited in this
SAMHSA monograph.

The first set of competencies was developed by Trinity College in
Vermont for its master’s program in Community Mental Health. The core
competencies were developed by experts in the field and reviewed
nationally. The materials highlight the specific knowledge, skills, and
values required to function within a community-based system of care for
children and adolescents with serious emotional disorders (SED). The
skills incorporate the fundamental best practice of community mental
health with the values and expectations articulated in systems-of-care
documents (Hansen, 2002).

The following is an example:

V. Demonstrates ability to design, deliver, and ensure highly individ-
ualized services and supports.

A. Routinely solicits personal goals and preferences.

B. Designs personal growth/service plans that fit the needs and pref-
erences of the child/adolescent and family.

C. Encourages and facilitates personal growth and development to-
ward maturation and wellness.

D. Facilitates and supports natural support networks.

The Commonwealth of Pennsylvania fostered the creation of the sec-
ond set of core competencies identified in the SAMHSA monograph.
The Pennsylvania Child and Adolescent Service System Program (CASSP)
Training and Technical Assistance Institute (1995) that developed the
competencies is funded by the Commonwealth and is part of Penn State
University. As part of the development process, these competencies were
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reviewed by academics, professional associations, policy experts, practitio-
ners, family members, and others (Hansen et al., 1999).

These competencies serve as the foundation for all training efforts
throughout Pennsylvania, and have been shared with other states. They
are also used among family advocates as a set of performance expecta-
tions for professionals. Pennsylvania has a certification process for family
therapists involved in a 3-year in-service training program. The compe-
tencies serve as a foundation for the certification. A statewide assessment
of children’s mental health providers is underway to identify gaps in
workforce competence based on this document.

This competency set was designed to be relevant for all mental health
professionals working with children, regardless of discipline. It is more
clinically focused than the set of competencies developed in Vermont.
The core competencies include both fundamental clinical expectations
and the skills needed for practitioners’ expanded roles within systems of
care. The three sections focus on children (in developmental context),
families, and communities. Examples include:

Child/young adult/assessment (100-VII-G):

1. Professionals will be able to demonstrate general knowledge of
the types of assessments likely to be used with teens, including
familiar tests, standards of current practice, and the pitfalls in
interpretation and how to involve parents and families.

Family/intervention skills (200-11-B):

1. Professionals will be able to demonstrate the following specific
skills in conducting the initial contact:

A. Ability to start where the family is and acknowledge the family’s
central role.

B. Ability to obtain an initial definition of the problem.

C. Ability to setup the initial session and establish a time, place, and
who will be present.

These core competencies are designed to address the specific integra-
tion of system-of-care values, professional standards of practice, and mod-
els of clinical best practice across mental health disciplines. As the
professions cry out for models of core competencies, Pennsylvania’s doc-
ument serves as an example of a comprehensive effort to present the
expectations for best practice for children and adolescents with SED and
their families. Such a model can serve as a foundation for other efforts
within disciplines, professions, and child-serving systems, and for other
statewide approaches.

At the national level, current efforts focus on the widely recognized cri-
sis in children’s mental health, a crisis that includes concerns about
recruitment and retention, as well as the recognition that the workforce
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is poorly prepared to address the needs of children with SED. These
efforts embrace core competencies as a foundation for future develop-
ments. Training initiatives on many fronts are increasingly starting with
sets of specific clinical expectations for individuals who work with chil-
dren who have SED. These competency expectations, when combined
and integrated with professional standards, will serve as a foundation for
curriculum revisions that will better prepare students for entry into the
workforce and, through continuing education, better prepare those indi-
viduals already in the workforce.

Serious and Persistent Mental lliness, Alexander S. Young

During the past decade, there have been remarkable advances in our
understanding of how to provide care to people with SPMI. Clinical
research has demonstrated that a wide range of well-defined pharmaco-
logic and psychosocial interventions substantially improve outcomes in
people with these disorders (Young & Magnabosco, 2004). Multi-disci-
plinary, team-based approaches have become widely accepted as an opti-
mal structure for care. There is increasing agreement that care should be
consumer-centered, and include attention to recovery, rehabilitation and
consumer empowerment.

Researchers (Young & Magnabosco, 2004) have compared care in rou-
tine treatment settings with treatment practices that are known to be
effective, and have found large discrepancies. Effective pharmacologic
and psychotherapeutic interventions are used with only one-third of the
individuals with depression and anxiety who could benefit from these
treatments (Young, Klap, Sherbourne, & Wells, 2001). Evidence-based
psychotherapies are often not delivered outside of academic and
research settings. Among individuals with schizophrenia, many do not re-
ceive medications, such as clozapine, that could substantially improve
their symptoms (Lehman, 1999). Effective psychosocial treatments, such
as supported employment and family interventions, are provided to a
small proportion of eligible individuals.

Projects have been conducted to improve care for people with severe
and persistent mental illness, and have found that a substantial propor-
tion of current providers and provider organizations do not possess
necessary competencies (Corrigan, Steiner, McCracken, Blaser, & Barr,
2001; Drake et al., 2001; McFarlane, McNary, Dixon, Hornby, & Cimett,
2001; Young, Forquer, Tran, Starzynski, & Shatkin, 2000). For example,
professionals often have negative attitudes toward rehabilitation, mutual
support, and recovery, which can hinder the provision of client-centered
care (Chinman, Kloos, O’Connell, & Davidson, 2002; Corrigan, McCracken,
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Edwards, Kommana, & Simpatico, 1997). It has been estimated that more
than three-quarters of providers in the United States caring for individuals
in the public sector have a bachelor’s degree or less education, with little
training about severe mental illness or its treatment (CMHS, 2004). Even
among the small proportion of doctoral-level professionals who work with
this population, many have not been exposed to curricula or practicum
experiences that are relevant to the care of people with serious mental
illness (Hoge, Stayner, & Davidson, 2000).

In the United States, two projects have used a national consensus pro-
cess to define core competencies. One was funded by the SAMHSA,
and coordinated by the Center for Mental Health Policy and Services
Research at the University of Pennsylvania. This project convened a na-
tional panel of 28 experts from a broad range of stakeholder groups,
including academia, clinicians, consumers, family members, state mental
health agencies, and managed care corporations. They reviewed empiri-
cal research, standards of care, and clinical guidelines. A set of 12 core
clinical competencies and 52 subcompetencies was developed (Coursey
et al.,, 2000a, 2000b), and is available at: www.uphs.upenn.edu/cmhpsr/
cmhs_reports.htm.

A second project was funded by the Robert Wood Johnson Foundation
through the Center for Healthcare Strategies, and coordinated by the
UCLA-RAND Health Services Research Center and the Department of
Veterans Affairs Desert Pacific Mental Illness Research, Education, and
Clinical Center. The project reviewed existing literature and competency
statements, and conducted focus groups and interviews with similar stake-
holder groups as in the SAMHSA project. A national panel was con-
vened, and a structured process led to the identification of 37 core
competencies in seven domains that are critical for providing recovery-
oriented care (Young, Forquer, Tran, Starzynski, & Shatkin, 2000). The
competencies are available at: www.mirecc.org/product-frames.html. Both
the UCLA-RAND and SAMHSA projects produced competency sets that
cover a comprehensive range of important clinical domains such as the
clinician—client relationship, assessment, rehabilitation, consumer empower-
ment, and caregiver support.

In the United Kingdom, a national competency development effort
that focuses on severe mental illness was coordinated by the Sainsbury
Centre for Mental Health, in conjunction with the National Health Ser-
vice (U.K. Department of Health, 1999). This project was based on the
concept of the ‘“‘capable practitioner,” defined as clinicians who can
adapt to change and new knowledge, and continuously improve their
practice (Fraser & Greenhalgh, 2001). The project defined a set of com-
petencies that enables clinicians to care for individuals with severe men-
tal illness within the context of the National Service Framework for
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Mental Health, which defines national care models, standards, and plans
for service provision in the UK. The resulting competency set, which
includes 67 competencies clustered in seven domains, is designed to
inform training and curricula within the field (Lindley, O’Halloran, &
Juriansz, 2001). It is available at: www.scmh.org.uk.

Many of the competencies identified have not been adopted or incorporated
by training programs, licensing agencies, and certification boards.

Other work is relevant to this field of competency development. The
work on psychosocial rehabilitation, described in an earlier section of
this article, focused largely on caring for individuals with severe and per-
sistent mental illness. Similarly, SAMHSA has supported the development
of a number of “‘Evidence-Based Practice Implementation Resource Kits”
(toolkits) designed to help providers and agencies implement evidence-
based practices for this population (CMHS, 2003). These toolkits focus
on illness management and recovery, medication management, assertive
community treatment, family psychoeducation, supported employment,
and management of co-occurring substance abuse. By offering standard-
ized training for various types of personnel, these toolkits focus on com-
petencies deemed essential for this work.

Now that several comprehensive competency sets have been developed,
the focus of work has moved to development of interventions that
improve the competency of providers. While there have been some suc-
cesses (Young et al., in press), substantially more work is needed to evalu-
ate the effectiveness of novel interventions and approaches to improving
competency. When evaluating the quality of mental health care, provider
competencies are one aspect of the structure of care. Therefore, compe-
tencies have a direct effect on health care processes—the care that con-
sumers actually receive. As such, the value and accuracy of competency
sets and models will be best understood by determining the extent to
which provider performance can be improved, and evaluating how this
improvement can lead to better care for consumers.

SPECIAL APPROACHES TO CARE

Work on competencies has begun in three critical areas that involve
special approaches to care. These include the provision of recovery-
oriented treatment, culturally competent care, and the delivery of services
by trained peer specialists.
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Recovery-Oriented Competencies, Janis Tondora and Maria J. 0’Connell

Improving our understanding about the process and possibilities of
recovery from severe mental illness, fueled by consumer advocacy efforts,
has contributed to a recent national focus on improving the capacity of
individual providers and the systems where they work to deliver recovery-
oriented care (New Freedom Commission on Mental Health, 2003).
However, with the many and varied definitions of recovery (Ralph,
Kidder, & Phillips, 2000) and few models of care that operationalize
principles of recovery into concrete, objective practices (Anthony, 2000),
the development of recovery-oriented capacities has been challenging at best.

In the past few years, several organizations have attempted to clarify
the meaning of recovery and recovery-oriented care through research,
training, and dissemination efforts. This work has placed considerable
emphasis on the competency of systems versus individuals. In June
2000, the Evaluation Center@HSRI published a compendium of recov-
eryrelated instruments that assess important aspects of the recovery
process and recoveryrelated outcomes (Ralph, Kidder, & Phillips,
2000). In 2002, the National Association of State Mental Health Pro-
gram Directors (NASMHPD) and the National Technical Assistance
Center for state mental health planning (NTAC) published what is
commonly known as the ‘“What Helps, What Hinders’’ report on recov-
ery (Onken, Dumont, Ridgway, Dornan, & Ralph, 2002). Drawing on
1000 pages of focus group transcripts from 115 consumers, this work-
group conceptualized an ‘‘emerging recovery paradigm’ that focuses
on the individual’s unique identity, hope, strengths, and self-determina-
tion, while emphasizing holistic approaches to care, self-help, empower-
ment, choice, natural supports, community integration, active growth,
normative roles, asset building, and self-efficacy. The second phase of
this ‘““What Helps, What Hinders’ project involved the development of
a 42-item selfreport measure of recovery-oriented supports and an
administrative-data profile containing 16 system performance indicators
and 23 associated measures (Recovery Oriented System Indicators,
ROSI; Onken, Dumont, Ridgway, Dornan, & Ralph, 2004). The ROSI is
currently undergoing pilot testing and will be used to inform the devel-
opment of a ‘“‘report card” to assess recovery-oriented supports across
state mental health systems.

A state-based effort has been conducted by the Connecticut Depart-
ment of Mental Health and Addiction Services, in conjunction with
the Yale Program for Recovery and Community Health. Drawn from an
analysis of recovery elements identified through an extensive review of
the literature and focus groups with consumers, the goals of this project
have been to conceptualize the elusive construct of recovery, identify
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measurable indicators of a recovery-oriented environment and recovery-
oriented care, and provide competency-based training to behavioral health
service providers, managers, and administrators (Davidson, O’Connell,
Tondora, Kangas, & Evans, 2004; Davidson, O’Connell, Tondora, Stacheli,
& Evans, 2004; www.dmbhas.state.ct.us/recovery.htm).

Common principles of recovery and recovery-oriented systems of care
were first identified (Davidson, O’Connell, Sells, & Staeheli, 2003). These
were followed by identifying separate models of recovery pertaining to
mental health and/or addictions, which helped practitioners learn to dif-
ferentiate recovery-oriented practices from non-recovery oriented prac-
tices. The assessment of recovery-oriented competencies was conducted
through the creation of the Recovery Self-Assessment (O’Connell,
Tondora, Croog, Evans, & Davidson, in press). Based on the literature
reviews and information gathered from the focus groups, this tool was
developed to provide state programs with a method of gauging the
degree to which constituents believed that their programs implement prac-
tices that are consistent with the principles of recovery. Efforts are now
underway to train individual providers statewide in recovery practices
through a Recovery Institute. International efforts have been underway to
identify recovery-oriented competencies. For example, the New Zealand
Mental Health Commission developed such a competency set through a
project that was led by consumers, and gathered data through focus
groups with consumers and written comments submitted by providers
and government employees (O’Hagan, 2001). The final product includes
39 competencies in 10 domains, and can be accessed at: www.mhc.govt.nz/
pages/publications.htm.

Work has also begun on formally assessing the recovery-oriented com-
petencies of individual providers. Investigators at UCLA-RAND developed
a paper-and-pencil instrument to measure 15 competencies that are criti-
cal to recovery-oriented care. The psychometric properties of this Com-
petency Assessment Instrument (CAI) were evaluated in 341 clinicians at
38 clinical sites in two western states. The 15 scales were generally found
to have good internal consistency, test-retest reliability, and validity
(Chinman et al., 2003). The CAI and instructions for scoring are avail-
able at: www.mirecc.org/education-frames.html.

Cultural Competency, D. J. Ida

Quality services must, by definition, be culturally competent. In other
words, it is not possible to provide competent services if one fails to ade-
quately address the cultural and linguistic needs of diverse populations.
The President’s New Freedom Commission Report (2003) identified the
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lack of quality services for African Americans, Asian-American/Pacific
Islanders, Latinos, and Native Americans, and stated that:

The current mental health system has neglected to incorporate, respect, or understand
the histories, traditions, beliefs, languages, and value systems of culturally diverse
groups. Misunderstanding and misinterpreting behaviors have led to tragic conse-
quences, including inappropriately placing individuals in the criminal and juvenile
justice systems. There is a need to improve access to quality care that is culturally
competent (p. 49).

Similar conclusions have been reached in the Institute of Medicine’s
report Unequal Treatment: Confronting Racial and Ethnic Disparities in Health
Care (2003b) and the Surgeon General’s Report on Culture, Race, and Eth-
nicity (U.S. DHHS, 2001).

The need to increase the number of bicultural and bilingual service
providers is reflected in the glaring discrepancy between the growing
number of Latinos, African Americans, Asian-American/Pacific Islanders,
and Native Americans, and the number of service providers from each of
these communities. According to the 2000 Census, the four major ethnic
groups comprised 30% of the population, and by the year 2025 will rep-
resent almost 40% of the U.S. population. They are, however, greatly
underrepresented in the number of available providers. Ninety-four per-
cent of psychologists, 88% of social workers, 92% of psychiatric nurses,
93% of marriage and family therapists, and 95% of school psychologists
are white (not Hispanic; Center for Mental Health Services, 2004).

The solution to making the workforce responsive to the needs of com-
munities of color is complex, multifaceted, and goes beyond efforts to
hire culturally diverse and bilingual individuals. It occurs at all levels and
involves training paraprofessionals as well as professionals and consum-
ers. It involves changing not only who we train, but also the ‘“‘what’ and
“how” of our training. It is teaching how culture defines the problem,
and the way language influences how the problem is articulated.

In 2002, the U.S. Department of Health and Human Services,
SAMHSA, and the CMHS awarded four grants as part of the Reducing
Racial and Ethnic Disparities through Workforce Training initiative. The four
award sites are Drexel University, the National Asian American Pacific
Islander Mental Health Association (NAAPIMHA); Our Lady of the Lake
University, and the University of Medicine & Dentistry of New Jersey/
Robert Wood Johnson Medical School. Each site is implementing a training
program designed to improve the quality of service to diverse populations.
Drexel University and the Robert Wood Johnson Medical School provide
training to service providers currently working with multi-ethnic popula-
tions in the Philadelphia and New Jersey communities, respectively. Our
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Lady of the Lake University trains interns to provide bilingual and bicultural
services to the Spanish speaking Latino population in San Antonio, Texas.

The focus of NAAPIMHA’s training is to improve the quality of ser-
vices for Asian-American and Pacific Islander consumers. It brought
together experts from a range of groups to write the first national training
curriculum to improve services for Asian-American and Pacific Islanders.
The groups included the Asian Counseling and Referral Services in Seattle,
the Asian Pacific Development Center in Denver, Hamilton Madison
House in New York City, Hale Na’au Pono of the Wai’ane Community
Mental Health Center on Oahu and RAMS, Inc., and the Asian American
Psychiatric Inpatient Unit of the University of San Francisco General
Hospital in San Francisco. The result was the Growing Our Own curricu-
lum (NAAPIMHA, 2002), which is designed to train interns at the mas-
ter’s and doctoral level in psychology, counseling, and social work, as
well as psychiatric residents. In addition, an effort is underway to train
consumers to assist in teaching Module II of the curriculum, which is
called Connecting with the Consumer.

At the state level, California is in the process of completing the California
Brief Multicultural Competency Training Program to increase the cultural
competency of their mental health workforce. The project was funded
partially by the California Department of Mental Health and also by an
unrestricted educational grant from Eli Lilly and Company. It is a collab-
orative effort that brought together the California Department of Mental
Health, the California Institute for Mental Health/Center for Multicul-
tural Development, the Tri-City Mental Health Center, the University of
La Verne, and Portland State University to write a curriculum based on
the California Brief Multicultural Competence Scale developed by Richard
Dana of Portland State University. This scale is a 2l-item self-report
instrument to determine the training needs of service providers. This
curriculum will be piloted in several counties this fall to assess the need for
making any modifications before rolling it out to other parts of the state.

Two additional resources that are useful in identifying and teaching
competencies are worthy of note. The SAMHSA Center for Mental
Health Services Cultural Competence Standards (SAMHSA, 1998) iden-
tify the KSA that comprise the basic elements of cultural competence.
Information on these competencies can be accessed at: www.uphs.upenn.
edu/cmhpsr/. The DSM-IV Outline for a Cultural Formulation and a
related training video (U.S. DHHS, 2002a) provides the practical frame-
work for teaching the impact and role of culture in the assessment, diag-
nosis, and treatment of diverse populations, and is used in both the
California and NAAPIMHA training programs to help clinicians accu-
rately assess, diagnosis, and treat consumers.
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Finally, as a special issue, the need to train interpreters is another
important workforce competency issue, as the growing number of indi-
viduals with limited English proficiency far outweigh the availability of
bilingual service providers. Frequently, family members, including chil-
dren, or other untrained individuals are inappropriately used to provide
interpreting services, seriously compromising the quality of services. The
National Alliance of Multi-Ethnic Behavioral Health Associations (NAM-
BHA), located in Washington, DC, recently completed the development
of a curriculum to train interpreters to work specifically in the mental
health arena. The training will be piloted in California and Texas, which
have high concentrations of bilingual or monolingual non-English speak-
ing populations.

No single organization is responsible for competency promulgation in social
work.

Future efforts must continue to develop integrated models that train
service providers across all disciplines of mental health, primary health,
and addictions. Services must be culturally, linguistically, and develop-
mentally appropriate to meet the needs across the lifespan of an individ-
ual. More research is also required to measure the core competencies,
such as the ability to complete a cultural formulation and establish a
therapeutic alliance with linguistically and culturally diverse populations.

Peer Specialists, Larry Fricks and Cherryl V. Finn

The President’s New Freedom Commission Report (2003) on trans-
forming mental health care in America proclaims a vision that all mental
health consumers can recover. Recommendation 2.2 of the Report states:

Recovery-oriented services and supports are often successfully provided by consumers
through consumer-run organizations and by consumers who work as providers in a variety
of settings, such as peer-support and psycho-social rehabilitation programs... Because of
their experiences, consumer-providers bring different attitudes, motivations, insights, and
behavioral qualities to the treatment encounter... In particular, consumer-operated services
for which an evidence base is emerging should be promoted (p. 37).

In pioneering Medicaid-billable consumer-operated services, Georgia
has utilized consumer-providers, demonstrating both cost effectiveness
and recovery outcomes that are transforming the system. In order to
accomplish such a service implementation, it was critical to identify and
foster the development of specific competencies for the consumer-
provider workforce. In 2002, the Georgia Mental Health Consumer
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Network (GMHCN) was awarded a 3-year CMHS State Networking Grant,
which provided the initial funding to develop and implement the training
and certification of peers for the new Medicaid-funded peer support
services. To implement proposed consumer-directed services, there had
to be assurances that the consumer ‘‘providers” had adequate training
to perform job responsibilities as set forth in developing guidelines, and
to establish a base of professionalism recognized within the system
among consumers, professionals, administrators, and funding authorities.
Partnering with the state Division of Mental Health, Developmental Dis-
abilities and Addictive Disease (DMHDDAD; www2.state.ga.us/departments/
dhr/mhmrsa/index.html), through its Office of Consumer Relations, a
training and certification program for a consumer ‘“‘provider’” was estab-
lished.

Initial qualifications and competencies were established to identify con-
sumers eligible for admission into the training program. Focus groups
were held to determine specific competencies that were necessary for
peer specialists to be successful in these new roles. Included in the focus
groups were representatives of the GMHCN, the DMHDDAD, and service
provider organizations. Consideration was given to the categories of ser-
vice where peer specialists could be employed, and from that discussion,
more specific peer specialist roles and duties in each service were identi-
fied. With a fuller understanding of desired roles and duties, the group
began to identify specific competencies that peer specialists must either
possess or be trained to develop. The identified competencies were then
incorporated in the Certified Peer Specialist (CPS) job description that is
utilized for recruiting peers for employment and their performance eval-
uation as staff members.

First and foremost, candidates must be willing to self-identify as former
or current consumers of mental health or co-occurring MI/SA services.
They must be well grounded in their own recovery experience, with at
least 1 year between initial diagnosis and application for training. They
must possess a high school diploma or a GED, and be able to demon-
strate basic reading comprehension and effective written communication
skills. Finally, they must have demonstrated experience with leadership,
including advocacy or implementation of peer-to-peer services.

Competencies taught and developed through the training program can
be grouped into several distinct categories: (1) understanding mental ill-
nesses, (2) recognizing the possibility of change, (3) developing commit-
ment to change, (4) fostering action for change, (5) the Georgia Mental
Health System, and finally (6) professional ethics. Peer specialists learn
about the development of mental illness and the phases through which
an individual progresses from despair to hope. They are taught princi-
ples of recovery and elements necessary to foster a ‘‘recovery
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environment.”” Group process and facilitation as well as effective listening
and the art of asking questions are critical competencies that are empha-
sized throughout the training program. The importance of spirituality
and cultural competence are also vital components of the program. Per-
haps the most important skills to be developed through the training pro-
gram are problem-solving and goalsetting, and the ability to articulate
the difference between the two.

Forty hours of training is conducted in two 4-day sessions. Approximately
1 month after the training, these peers sit for their 1-day certification
exam, which is both written and oral. Finally, upon successful comple-
tion of training and passing the exam, the newly CPS is asked to sign
the Professional Code of Ethics for CPSs. Understanding the importance
of professional ethics is the foundation for quality performance in the
role of CPS.

Continuing education is held quarterly to reinforce specific skills or
tools and to address issues that emerge from daily practice experience.
Some emerging issues lead to the development of additional training
modules that strengthen the training curriculum. Recently, the Office of
Consumer Relations held a week-long training in mediation for the
CPSs, to further develop their communication skills. This was followed
by the employment of two full-time staff trained in mediation, to pro-
vide onsite technical assistance to any CPS needing help with conflict
resolution.

A work force of approximately 200 CPSs is currently employed in
Georgia’s public mental health system, promoting outcomes of indepen-
dence and illness selfmanagement by teaching recovery skills that can be
replicated and evaluated. Approximately 2500 consumers will receive peer
support services in the states’ 2004 fiscal year, with an expected Medicaid
billing of $6 million for their services. Training and certification activities
continue, with the costs now fully supported by DMHDDAD through
Mental Health Block Grant funds. Further information pertaining to the
CPS Project can be obtained at: www.gacps.org.

The utilization of peers in service provision is growing rapidly across
the country. South Carolina is already well underway with its own train-
ing and certification program modeled on the Georgia initiative. Hawaii
is also moving in this direction, with staff from Georgia conducting initial
training classes and providing technical assistance for developing a
consumer-provider staff cohort. To further expand the growth of consumer-
providers nationwide, a ‘“Toolkit Manual” for replicating Medicaidfunded
peer support services, and the training and certification of peer special-
ists was commissioned by CMHS and written by Georgia staff and other
contractors.
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The professions cry out for models of core competencies.

Another exciting new initiative is the Peer-to-Peer Resource Center, a
National Consumer Self-Help Technical Assistance Center (TAC) spon-
sored by the Depression and Bipolar Support Alliance (DBSA; www.
dbsalliance.org) and funded by the federal Center for Mental Health
Services. The DBSA TAC considers peers a key workforce to promote self-
directed recovery, independence and community integration for mental
health consumers. In a newly piloted training and certification program,
25 consumers from around the country were taught skills to promote
both illness self-management and supported employment in the summer of
2004. Specific competencies for supporting consumers seeking to return to
or gain employment were included in this training program. Participants
took both a pre-test and a post-test to determine the effectiveness of the
training. The long-range goal of this training and certification program is
replication nationwide and creation of a national network of trained and
certified peer supporters working side-by-side with other mental health
service providers. DBSA is also working with its Scientific Advisory Board to
develop further evidence for the effectiveness of using CPSs.

DISCUSSION

A review of these highly varied efforts to identify and assess competen-
cies in behavioral health yields an array of general conclusions. It appears
that most of the work on this topic is relatively recent and remains in an
early stage of development. The major focus in most initiatives has been
on identifying the knowledge, skills, and attitudes required for practice,
with some efforts to organize these requirements into manageable clusters
or competency domains. To date, significantly less attention has been
focused on developing and implementing strategies to assess the identified
competencies among students and current members of the workforce.

There appear to be rather striking similarities in the content of compe-
tencies identified, at least in terms of the more general competency
domains. Yet the work of the groups and organizations described above
is occurring independently. Recognizing that inter-professional rivalries
may impede collaboration, the question remains as to whether some level
of collaboration around identifying, defining, and assessing common or
core competencies would increase the resulting reliability, validity, and
research base.
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Several critical issues emerge from this review. First, it appears that
consumer and family involvement in the process of identifying and
assessing competencies needs to be significantly increased, as they do not
appear to have played a major role in most of the work that has been
done to date. Second, many of the competencies identified have not
been adopted or incorporated by training programs, licensing agencies,
and certification boards. Until this occurs, the work on competencies is
likely to have limited impact on the field. Finally, there remains a ques-
tion about whether the emerging competency sets, which have typically
been identified by experts, are so comprehensive and idealistic as to be
unachievable by the typical student or practitioner. To examine this
question, the field must complement expert opinion with other data
sources, such as observation of capable practitioners, to better define the
competencies required to practice effectively.

These issues aside, the work that is underway in defining and assessing
competencies is extraordinarily important. This work will be critical in
guiding efforts to reshape and reform training and education for the
diverse groups that comprise the behavioral health workforce. We must
strive continually to define, with increasing precision, the knowledge,
skills, and abilities that effective practice requires. Through the process
of assessment, we must also ensure that those competencies are, in fact,

developed.
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ABSTRACT: The need for mechanisms to assess the competence and performance of the
behavioral health workforce has received increasing attention. This article reviews strategies
used in general medicine and other disciplines for assessing trainees and practitioners. The
possibilities and limitations of various approaches are reviewed, and the implications for
behavioral health are addressed. A conceptual model of competence is presented, and
practical applications of this model are reviewed. Finally, guidelines are proposed for
building competency assessment protocols for behavioral health.
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Assessment of health care providers’ competencies occurs throughout
the continuum of training and practice. Patients and clients, clinical
experts, supervisors, and other health care providers informally evaluate
these individuals every day. The expected competence of behavioral health
care providers can be summarized in the phrase: he/she should know his/her
own limits of expertise, and should know what to do when those limits are reached.
Articulation of defined competencies by the Annapolis Coalition (Hoge,
Tondora, & Marrelli, in press) translates knowing ‘‘one’s own limits of
expertise’’ as knowledge of the science of behavioral health care and how
to use that knowledge in a caring and appropriate manner. One should
also keep in mind that assessment of competence before entry into prac-
tice is quite different from assessment of performance in practice.
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A general schema has been proposed to assess competence of physi-
cians and other health care practitioners (Newble et al., 1994). Using
this schema assessment of competence in the behavioral health work-
force should begin by defining how the assessments will be used and
what assessment results will be needed. Keeping this bigger picture in
mind, an assessment plan might unfold by addressing each of these ques-
tions: who is to be assessed? What should be in the blueprint of compe-
tencies to be assessed along career paths (during training, pre-practice
for certification/licensure, and during practice/employment)? What
combination of assessment methods can provide the best measures for
each of the competencies to be evaluated (Norman, Swanson, & Case,
1996), given the available resources and the intended uses of the assess-
ments? The paper is organized into sections that follow this approach to
the assessment planning process. It concludes with recommended best
practices for assessment of competencies illustrated by examples for
selected members of the behavioral health workforce.

THE BEHAVIORAL HEALTH WORKFORCE

The assessment challenge is to develop and use valid and reliable
assessment methods that measure the competencies relevant to the set-
ting and roles where each member of the behavioral health workforce
functions. It is impractical in this paper to recommend an assessment
plan for the more than 20 different types of behavioral health specialty
disciplines, not to mention customizing the applications to the hundreds
of settings where they practice. The elements of the behavioral health
workforce have been described in previous work of the Annapolis Coali-
tion and the Institute of Medicine (Hoge & Morris, 2002, 2004; Morris,
Goplerud, & Hoge, 2004). This article reflects the broad breakdown of
the workforce into those with graduate training, those with baccalaureate
training, frontline providers, and consumers and families. Within these
broad categories of course, extensive variation exists among the types of
licensure and certification standards along the dimensions of educational
level, credentialing authority, and state regulation. At present, very few
formal structures exist for credentialing consumers and family members,
who are increasingly acknowledged as significant parts of the workforce.
The most significant exception to this observation is the emergence of
peer support specialists. The peer support specialists are newly defined
members of the behavioral health workforce who are current and/or for-
mer mental health consumers. They are trained to fulfill key roles in
advocacy and consumer support of Medicaidfunded mental health
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services. The certified peer specialists, originally only in the state of Geor-
gia, complete competency-based training modules, and written and oral
examinations (Sabin & Daniels, 2003). Since assessment principles de-
scribed here for non-degreed staff most closely apply to this group of
behavioral health providers, these individuals will not be discussed fur-
ther here (see the website of the Georgia Certified Peer Specialist, 2004
Project for more details at http://www.gacps.org.

Assessment Technology

When considering which assessment technology to use, a significant
challenge is judging the quality of the possible assessment methods. The
goal is to generate as many quality measurements as possible about a trai-
nee or practitioner across as many examples as possible of the trainee/
practitioners knowledge, skills, abilities, and practice performances.
Assessments for high-stakes decisions like graduation, certification, and
licensure, for example, must be credible. This requires proof and docu-
mentation of the reliability and validity of the assessment results. The pri-
ority for assessments during training is to select the most feasible
methods (i.e., the least expensive in terms of direct costs and labor) to
obtain useful data for giving constructive feedback to trainees, and for
making decisions about continuing or advancing the trainee in the
program.

It is helpful to know the assessment jargon when weighing the value of
one assessment method over another. Commonly used concepts for judg-
ing assessment methods are the psychometric requirements of reliability
and validity, feasibility, and credibility. Each concept will be discussed
briefly, followed by descriptions of commonly used assessment methods
and the competencies each can best measure.

Psychometric Requirements. These are the estimates of the reliability and
validity of an assessment method for a specific purpose. When measuring
the competencies of an individual during training or in practice, the goal
is for each assessment to be an accurate measure of the person’s knowl-
edge, skills, abilities, or performance. Accuracy means that the scores
from the assessment are reliable and a valid measure of that person’s per-
formance. It is important to recognize that validity does not mean a
method is valid per se, but refers to the validity of what the score means
when used for a specific purpose with a specific group of people. Experts
in psychometrics have developed statistical tests and procedures for cal-
culating reliability estimates. They have also devised procedures for sum-
marizing and interpreting an accumulation of studies necessary to
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establish the validity of scores derived from an assessment method (Joint
Committee on Testing Practices, 1999; Linn, 1994).

The research evidence suggests these instructor-made tests are rarely
reliable, and may not cover the content adequately.

Reliability. Technically, reliability means an estimate of the measure-
ment error for an assessment score (Brennan, 2001; Joint Committee on
Testing Practices, 1999). The most useful reliability statistic in assessment
is a calculation of the measurement error if the same assessment were
repeated under similar conditions. This estimate of measurement error is
called score reproducibility (Lunz, Stahl, & Wright, 1994). A highly reli-
able test of knowledge, for example in a standardized test format, would
have a very low error rate and be expressed as having a reliability of 0.90
or greater (i.e., good score reproducibility). The reliability scale uses 0 as
unreliable and 1.0 as perfect reliability. In performance assessments and
assessments of skills for high-stakes decisions, acceptable reliabilities are
above 0.85. Explanations for estimating reliability of written examinations
can be found in Case and Swanson (2003). For performance assessments,
see Lunz (1995) or Swanson, Norman, and Linn (1995).

In complex assessments like simulations, or when combining multiple
assessment methods, it is necessary to separate out the estimated reliabil-
ity of the score for each person from variations due to the method used,
the difficulty of the clinical cases or situations presented, the severity or
easy grading by assessors/raters, and different administrations of the
assessment over time and location. These variables are referred to as fac-
ets when calculating reliability with the Rasch statistical model (Andrich,
1988; Lunz et al., 1994) or components when using generalizability
theory (Shavelson & Webb, 1991).

Validity. The concept of validity refers to the accumulated evidence
about how well an assessment of competencies measures what it is
intended to measure (Joint Committee on Testing Practices, 1999).
Validity is not a single statistical calculation, but rather a construct com-
bining statistics, observations, and logical arguments to explain the qual-
ity of the validity evidence. In psychometric terms, validity refers to the
consistency of scores on an assessment with a preconceived ‘‘psychologi-
cal construct’ that defines a person’s abilities or explains performance in
practice. In the modern concept of validity, even statistical estimates of
reliability are subsumed under construct validity, because reliability
influences judgments about the veracity of assessment scores.
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Content validity refers to selecting the appropriate range of topics and
situations for the assessment. Content validity usually involves creating a
blueprint for an examination or assessment and determining that the
administered assessment items match the distribution of content defined
in the blueprint. In performance assessments, content validity is estab-
lished by experts selecting the situations or client cases to be used in an
assessment, and confirming that the sample of cases is representative of
the practice (LaDuca, 1994). Evidence for concurrent validity compares
performance by the same people on one assessment (e.g., a simulated
case problem) with a well-established score from another assessment
(e.g., ratings from training supervisors), both administered contempora-
neously as much as possible. A predictive validity study about simulated
client cases, for example, might establish that a measurement of a per-
son’s abilities managing simulated client cases while in training has a
high correlation with performance in actual practice.

Feasibility. Feasibility can be divided into the theoretical and practical
problems of design, development, and production of an assessment
method, as well as the administration, data analysis, reporting, and ongo-
ing revisions and use of the method. In nearly all situations, feasibility
becomes a question of available money, expertise, opportunity, resources,
and time. The most efficient approach is to borrow a proven existing
method, make minor changes to adapt it for use in the new setting, and
hope that the method is as valid for the new setting and the different
type of health provider as it was previously. This is the least costly
approach, but leaves in question the validity of the results. There is
extensive literature describing the transportability of assessment methods,
which pivots on one question: will doing the assessments in a new setting
or with different stimulus cases/items or raters still provide reproducible
and valid measures of competencies the assessment was intended to mea-
sure? (Joint Committee on Testing Practices, 1999; Linn, 1994).

Practical concerns with using any assessment method, as noted above,
are the time, expertise, and resources needed to use it properly and get
useful results. Most clinical settings lack one or more of these. Training
settings can often customize survey or rating forms by making minor
changes to existing ones. This is quite easy and can be done at minimal
cost. Creating custom forms should be sufficient to document a supervi-
sor’s ratings of trainees and give trainees feedback, but may not be credi-
ble or defensible for pass/fail decisions without additional corroborative
evidence of reliability and validity.

In contrast, when resources are more plentiful, as with certifying
boards, it is possible to produce a full battery of methods and even have
a pool of test questions that can be used year to year. Practical concerns
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are cost and sustaining the quality of the assessment method to assure
credible results. A complete written examination for board certification
(150 high-quality test questions per half-day exam) typically takes
12-18 months for initial planning to administration. The average cost is
between $1000 and $1500 per item for development alone ($225,000 per
test), excluding test administration and the time of voluntary experts
writing test questions. A practical examination like case-based orals takes
less time because fewer cases are needed, but costs slightly more, since
administration of the exam requires live expert examiners ($1500 per
case, or $500-$1000 per candidate). Budgeting for either assessment
method needs to include experts meeting to construct and review items,
consultants or staff with test construction expertise, editing and revising
questions, pilot testing questions, and statistical analysis to document reli-
ability and validity, obtain statistics about the quality of each test ques-
tion, and administer the assessment to candidates (Browning, Bugbee, &
Mullins, 1996).

Another practical matter is administering the assessment. Written exams,
for example, are shifting from paper-and-pencil, to computer-based or
web-enabled delivery of exams (Mancall, Bashook, & Dockery, 1996). Com-
puters can vividly and accurately display pictures, video clips of clients, and
actual clinical findings, allowing the user to zoom in on images, repeat
video clips, and move easily from question to question. There are thou-
sands of commercially run computer testing centers in all large cities and
many smaller ones (e.g., http://www.prometric.com, http://www.vue.-
com). For-profit and nonprofit vendors also provide exam development
expertise, candidate scheduling and registration, and verification of candi-
dates during administration. Feedback from users reflects greater satisfac-
tion with computer-delivered tests than paper-and-pencil administrations
for high-stakes tests, and they appreciate the reduced time and cost, and
added convenience of local travel to test sites. On the other hand, the costs
are high for administration. A half-day to one-day exam can cost over $80
per candidate seat at a commercial testing site. Clearly, this mode of test
delivery is potentially feasible for large-scale testing by certifying or licen-
sure boards. The candidates pay the testing cost through certification fees.
In contrast, paper-and-pencil test delivery is most common during training.

Succesful simulations force the trainee or practitioner to sort through a wide
variety of options to clarify the important clinical problems and challenges.

Credibility. Credibility refers to the veracity of assessment results from
the perspective of those who will use the results (e.g., the behavioral
health community, colleagues in the same discipline, the public, govern-
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ment regulatory agencies, and clients). A straightforward rule of thumb
for judging credibility is deciding if the assessment results are a good
measure of whether the person ‘“‘knows their own limits and what to do
when those limits are reached.” Credibility indicates how well the assess-
ment results are supported by affirmative answers to the following
questions:

e Are the content and competencies being assessed appropriate for
the providers’ expected roles and responsibilities?

e What is the appropriate use of the assessment results? Training feed-
back? Training promotion? Employment? Certification? Licensure?
Practice privileges?

e Was appropriate scientific rigor used in the design and execution of
the assessment methods and the assessment process?

e Are the assessment methods appropriate for the type of provider?

e Were any adjustments made to accommodate the providers’ disabili-
ties?

e [s the assessment fair to all those who take it?

e Are the raw findings in the assessment results kept confidential, as
appropriate?

Assessment Methods

The commonly used assessment methodology can be classified into
four categories according to what each is intended to measure. Table 1
describes each method and recommended uses for assessing competen-
cies of behavioral health providers. Some of these descriptions build on
the ACGME Toolbox of Assessment Methods© that is now a guide used
in assessment of physicians in training (Bashook & Swing, 2000) and
other sources (Bashook, 1994). Additionally, the methods can be
grouped into four assessment categories according to what each is best
at measuring: (1) assessment of knowledge, (2) assessment of decision-
making, (3) assessment of practice performance and personal attributes,
and (4) assessment of skills and tasks.

Assessment of Knowledge

This usually refers to assessing recall of facts, concepts, principles, and
basic application in a standard examination format. There are three com-
mon exam formats: multiple choice questions (MCQs), essay questions,
and short-answer questions.
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Multiple Choice Questions (MCQ). The typical standardized test that con-
tains hundreds of questions often presents a brief synopsis of a client situ-
ation. The candidate is to select the best answer among four or five
options. The individual taking the exam is judged by how many of the pre-
ferred responses are chosen. Questions are scored as correct or incorrect
and tallied to decide a pass/fail decision or rank the person among peers.
The questions are selected from a pool of questions based on a test blue-
print that defines the content to be assessed. Experts on the content pre-
select the correct answers. When properly designed, this type of written
exam is considered the gold standard in knowledge assessment. Nearly all
members of the behavioral health workforce are expected to pass stan-
dardized written examinations in the multiple-choice format at some
point in their career.

These written exams are typically developed and administered by a cer-
tifying or licensure board. The MC(Q exams are administered on paper
or delivered on a computer as one or more half-day sessions, with
around 150-200 questions per session. Some boards have one or
even two full days of exams (300-600 test questions per exam). Well-
constructed exams comply with accepted psychometric standards for reli-
ability and validity (reliability can be as high as 0.98 for a diverse group
of candidates). Credibility of results is high by all who rely upon test
scores as evidence of the candidate’s knowledge. Although expensive to
create and administer, it is quite feasible to use this format for large-scale
national testing of candidates.

Training instructors often assumes that constructing quality written
exam questions will be easy. The research evidence suggests these
instructor-made tests are rarely reliable (e.g., too few questions), and may
not cover the content adequately (e.g., questionable validity). Also,
design flaws with the MCQ technology contribute to unreliable scores.
For example, one question gives hints to help the less capable answer
other questions, or the questions contain grammatical errors that guide
more astute test-takers (Case & Swanson, 2003; Joint Committee on
Testing Practices, 1999).

Essay Questions. Essay questions present the test-taker with a challeng-
ing problem or scenario and ask him/her to explain how s/he would
address the problem or scenario in a written essay response. Lengths of
allowable responses can vary, and scoring is completed by content
experts. The grading may be pass/fail or use various rating scales. Issues
of reliability surface when multiple graders judge performance or one
person must grade many essays. Reliability can be improved by training
and monitoring the graders. The Educational Testing Service has
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developed software to automate grading of essays and short-answer ques-
tions (Educational Testing Service, 2004).

Continuous quality improvement is a newer technology that some suggest
could be used to measure practice performance.

Short Answer Questions. When using a short-answer question format, a
brief synopsis of a client situation or problem is presented and the per-
son responds with a phrase or one-sentence answer. Experts on the topic
score answers. Grading answers can be automated using computer soft-
ware (Educational Testing Service, 2004), which limits problems of inter-
judge reliability. Short-answer questions are often used in written exams
for limited numbers of trainees in place of the MCQ format because they
are much easier to construct and do not require sophisticated technology
to score.

Assessment of Decision-Making

At every stage in care, the practitioner must make judgments about
critical actions that can affect a client. Decision-making and judgment
cannot be assessed with standardized MCQs. They require assessing the
use of knowledge in realistic practice situations (Page, 1995). The follow-
ing assessment methods are effective for assessing decision-making if
designed and used appropriately: case-based oral exams and key features
cases.

Case-Based Oral Exams. This technology is used extensively in certifica-
tion examinations for psychiatry (Juul & Scheiber, 1994), psychology,
including specialties in psychology (see American Board of Professional
Psychology, http://www.abpp.org), and other behavioral health dis-
ciplines requiring a professional degree. The candidate can be presented
with case material in a variety of formats: written vignettes, images, their
own client case reports, or live client situations. As the case unfolds, the
candidates must explain their decisions about assessment, diagnoses,
treatment planning, and/or managing the case. Examiners can question
candidates on reasons for their decisions. Adding hypothetical variations
to the presenting case tests the candidate’s limits of expertise and actions
they would take once those limits are reached (Mancall & Bashook,
1995). A typical examination lasts 30-60 min per session, with four to
eight sessions. In this time frame, a well-constructed exam can question a
candidate on 12-36 cases, and obtain from 50 to 100 measures of clinical
decision-making. Estimated score reproducibility (reliability) has been
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consistently above 0.90 for well designed and administered oral exams
for certification (Lunz, 1995; Lunz et al., 1994).

Quality oral exams require extensive training of examiners (Des
Marchais & Jean, 1993; McDermott et al., 1991), standardization of cases,
pre-established scoring schema, and careful monitoring of administration
to obtain reliable and valid results (Bashook, 2003; Mancall & Bashook,
1995). When designed properly, the case-based oral examination is a
good predictor of practice performance (Solomon, Reinhart, Bridgham,
Munger, & Starnaman, 1990).

Key Features Cases. 'This approach is a written examination where the
person must make decisions for critical actions (key features) occurring
at various stages in the case. Experts score responses based upon previ-
ously established criteria. Each case is counted as a single score (Page,
Bordage, & Allen, 1995). Key features cases are currently used in physi-
cian licensure examinations in Canada (Page et al., 1995). This method
has not been used in assessments of clinicians in the behavioral health
workforce, but certainly could be incorporated into written exams during
training and practice.

Assessment of Practice Performance and Personal Attributes

Assessing the performance of trainees involves assessments of observed
behavior with clients over time, or in specific observed client encounters.
Most commonly used methods are: global rating forms, supervisor’s sum-
mary reports, client surveys, client record audits, portfolios, and 360-de-
gree evaluations.

Global Rating Forms. A rater uses a form with multiple categories of per-
formance to provide retrospective impressions/judgments about a
person’s performance. The rater can not only incorporate observed per-
formance over time, but often include a synthesis of second-hand informa-
tion from multiple sources. The rating scales usually include a place for
judgments about overall competence and space for written comments.
Scoring global rating forms includes separate tallies of rating scales with
averages, frequency counts, the ratings by multiple raters, and qualitative
evaluation of comments. There is some evidence that global ratings are
superior for assessing performance compared to checklists (Regehr, Mac-
Rae, Reznick, & Szalay, 1998). This assessment method is used frequently
in supervised clinical care situations, with supervisors or more senior
practitioners rating junior practitioners or trainees. It is used in all beha-
vioral health training programs leading to professional degrees and for
behavioral health specialists.
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Supervisor’s Summary Reports. These reports are summaries produced
biannually or annually (for employment), and provide documentation of
a supervisor’s evaluation of trainees or practitioners employed in a behav-
ioral health facility. They serve as a compilation of the supervisor’s judg-
ments about the competencies of the person accumulated over months
or a year. Often the reports are confidential. This report is ubiquitous,
and used in both training and practice for all levels of the behavioral
health workforce.

Client Surveys. Clients complete a questionnaire about specific encoun-
ters with a practitioner, the setting, and related care issues. Typical assess-
ments include satisfaction with care, overall quality of care, competencies
in interpersonal relations, therapeutic relationships, perceived expert
knowledge, and professional practices. Accumulated across a number of
clients, the summary of results and highlighted incidents (positive and
negative reports from clients) can provide insight into how clients per-
ceive a practitioner’s professional demeanor, attitudes, and care (Weaver,
Ow, Walker, & Degenhardt, 1993). Scoring is done by experts comparing
findings against expected performance at the level of training and cir-
cumstances of practice situation.

Client Record Audits. This approach is customarily used to assess per-
formance in practice with trained auditors performing a confidential re-
view of case records and judging findings based on previously defined
protocols and criteria. Audit information from multiple cases is easily
converted into statistical descriptions to measure compliance with ex-
pected practices. Scores are useful for identifying strengths and weak-
nesses in practice performance when compared to similar practitioners.
Some medical specialty certifying boards have introduced client record
audits as part of the re-certification for their specialty (Bashook, 1994).

Roe points out, “A high level of competence is a prerequisite for good
performance; it does not guarentee adequate performance.”

Portfolios. The portfolio is a defined collection of products prepared
by the student or practitioner that demonstrates progress in learning
about or mastery of a competency. Products can be from training or
practice experiences (e.g., clients encountered, ethical situations). For
each product required in the portfolio, there are specifications based on
what competencies will be assessed. In addition, the trainee or practi-
tioner might be required to prepare a statement reflecting upon quality
of the product, what was learned, and assessment of current competency.
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Portfolios have been used to assess psychiatrists during residency training
on attitudes, professionalism, and experience-related competencies that
are not easily and systematically measured by other means (O’Sullivan,
Cogpbill, McClain, Reckase, & Clardy, 2002). Supervisors and instructors
can score the portfolio against pre-determined standards. When properly
designed, portfolios can be a reliable method to assess the more
intangible attributes of competence, even in high-stakes assessments
(Roberts, Newble, & O’Rourke, 2002).

360-Degree Fvaluations. Often used in business, 360-degree evaluations
are multiple ratings done retrospectively, concurrently, and separately by
people in the sphere of influence of the person being evaluated (e.g.,
supervisors, colleagues, subordinates, clients, referring clinicians). All rat-
ers receive the same written survey containing rating scales and request-
ing judgments about a person’s performance for a specific time period.
The raters are strongly encouraged to add comments that illustrate the
reasons for the ratings. Competencies often assessed include the person’s
clinical performance, interpersonal relationships, teamwork, knowledge
application, communication skills, attitudes, and professionalism (Hall et
al.,, 1999). The rating scales can be tabulated to produce a numeric
score, and comments are organized to provide insight into the raters’
perceptions about the person. A variation on the 360-degree evaluation is
multiple peer ratings of performance that emphasize only the attributes
that each peer is best at rating (Ramsey et al., 1993).

Using the 360-degree report requires caution in keeping information
confidential, because comments are often sensitive, and exposure can be
detrimental. This assessment method is used most effectively during
employment situations for individuals who have some supervisory respon-
sibilities, or training situations where the person has a significant role in
team care.

Assessment of Skills and Tasks

Competencies involving specific skills or actions in client assessment,
treatment, or care management can be assessed individually both in the
context of care and during training. In order to give the skills or tasks a
context, the assessment requires the presentation of a clinical case situa-
tion, even if only a brief description of the patient’s characteristics. More
elaborate case situations are used when the assessment attempts to mimic
the realities of clinical practice as much as possible, and these commonly
use role-playing simulations with live interactions or computers to create
virtual reality environments. Typical assessment methods are: rating scales
and checklists, role-playing computer simulations, and role-playing stan-
dardized patient examinations.
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Rating Scales and Checklists. Rating scales and checklists are used dur-
ing live or videotaped observations of a trainee or practitioner as a
means of guiding the evaluation, and as documentation of what was ob-
served. These assessment methods are very similar in how they are used,
but differ in one respect. For checklists, the rater decides if the person
being evaluated has or has not performed a specific action. If performed,
the rater then checks the appropriate box on the form. With rating
scales, the rater may judge not only completing a task, but also how well
it was performed along a spectrum of excellent to poor or other range of
quality performances. The additional step of judging the quality of a per-
formance introduces greater variability in the ratings due to differences
in interpreting the meaning of scale descriptions (e.g., what exactly does
excellent or average mean). Personal biases about what behaviors should
count more or less also influence the consistency of ratings across raters
are, along with a tendency of raters to differ about how severe or easy
they are when grading another’s performance (rater severity). These vari-
ations in judgment are one reason rating scales may have a lower reliabil-
ity than checklists, unless the rater is trained how to use the scales. There
are statistical methods to correct for rater severity (Lunz et al., 1994).
Also, training of raters improves consistency and validity of the raters’
judgments (Winckel, Reznick, Cohen, & Taylor, 1994). It appears that
global rating scales may provide more reliable measures of performance
compared to checklists when the tasks are complex (Regehr et al., 1998).
Typical uses include: completing a series of steps in a client workup such
as mini-mental health status, or assessing completion of steps in a proto-
col for planning a client’s discharge from a restricted care unit.

Role-playing Computer Simulations. Simulations used in assessment clo-
sely resemble reality. The focus is on the essential realistic clinical prob-
lems to be solved, while stripping away irrelevant distractions (Clyman,
Melnick, & Clauser, 1995). Successful simulations, whether on computer,
paper-and-pencil, or through role-playing, force the trainee or practi-
tioner to sort through a wide variety of options as they clarify the impor-
tant clinical problems and challenges to address and attempt to solve the
problems. Simulations on computer have been developed to train sur-
geons, anesthesiologists, and other procedure-oriented doctors to
manage new invasive technology like arthroscopy (Taffinder, Sutton,
Fishwick, McManus, & Darzi, 1998).

Life-sized computerized adult and child mannequins have been used
in an operating room simulation to train anesthesiologists in basic and
advanced anesthesia treatments, including crisis situations (Gaba et al.,
1998). These technologically advanced simulations, referred to as virtual
reality (VR) environments, are commercially available at a cost of around
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$50,000 each, and include case-based software. There are additional
expenses for creating tailor-made case scenarios, maintaining equipment
and space, and employing technical staff to run the simulations. Some
medical schools and hospitals have purchased VR equipment to train
clinical staff, medical students, residents, and physicians. It is anticipated
this technology will be widely adopted in medical curricula, because
there are fewer opportunities to learn directly from patients and clients.

Role-playing Standardized Patient Examinations. During a standardized
patient examination (SP), a trainee or practitioner is presented with a
realistic scenario and must interact with a live person (the SP) in a role-
playing simulation, as if the SP were a real client. The SP is an actor who
has been previously trained to simulate a client with a realistic condition
and appropriate emotional state. The trainee or practitioner’s perfor-
mance during the encounter can be evaluated against expected compe-
tencies defined in advance, and documented either by the SP or an
observer. The SP encounter can last 10-30 min, followed by at least
10 min for the SP or an observer to rate the performance. Frequently,
the encounters are observed and videotaped to protect the SP and the
person being evaluated. SPs are widely used in training medical students
and physicians in training, and for continuing medical education experi-
ences (Guagnano, Merlitti, Manigrasso, Pace-Palitti, & Sensi, 2002). The
SP examinations are most effective to evaluate the following compe-
tencies: workup/assessment of a client (medical, social, emotional, or
other history, physical examination skills); communication skills, includ-
ing giving bad news and counseling patients; and managing complex
situations that could harm patients or staff when mishandled (e.g.,
suicidal patient, aggressive client behavior, paranoia).

Conceptual Frameworks for Assessment in Training and Practice

A distinction needs to be made between assessing competence and
assessing performance in practice. Competence to practice is measured
during training in controlled situations, at the time credentials or
licenses are obtained, through objective examinations (written and oral).
Assessment of performance during actual practice is measured either
with assessments that are a snapshot of client care, or accumulated assess-
ments over time (somewhat like video clips of practice with annotated
ratings of the performance quality). Statistical analyses discern useful
trends and outlying behaviors for improving quality of care, and look for
patterns in the setting that need quality assurance interventions. In
either the snapshot or video format, they are direct measures of practice,
not implied capacities based on exams. Roe (2002) described a tradi-
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FIGURE 1
Competence Architecture Model (Roe, 2002)

tional approach for assessment of psychologists’ competencies prior to
practice (during training) that is applicable to any occupation. Roe’s
model, the ‘“‘competence architecture model” (2002), was intended as a
guide for incorporating defined competencies for curricular design and
program accreditation, but it works equally well for assessing competen-
cies of anyone in the behavioral health workforce.

The model proposed by Roe can be visualized as a Greek temple (see
Figure 1). He depicts expected competencies capping a building that has
foundation layers of abilities, personality traits, and other personal attri-
butes, all potentially measurable by assessment methods. Pillars of ac-
quired learning are the traditional KSAs (knowledge, skills, and
attitudes) where depth and breadth of learning are assessed. Practical
learning supports the roof during supervised training. The knowing how
and when that integrates the KSAs with the foundation layers become
subcompetencies. Subspecialties combine KSAs with other abilities and
personal attributes, all of which work together when performing a spe-
cific and demonstrable part of the clinical care. Typical subcompetencies
include the evaluation of a client or the articulation of a treatment plan
for a client. The roof of the model is made up of the competencies
essential to practice. By combining assessments for the architectural ele-
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ments below the roof of competence, one can infer whether a person
has the appropriate competencies essential to practice.

The individual competencies defined by the Annapolis Coalition
(Hoge et al., in press) are equivalent to subcompetencies in Roe’s com-
petence architecture model. In assessment, the preference is to measure
each subcompetency separately and accumulate the results to make judg-
ments about a person’s overall competence. For example, a subcompe-
tency is the ability to perform an appropriate and focused intake
interview with a client and/or family.

A variety of assessment methods could be used to generate an aggre-
gate score composed of multiple measurements of this ability. A system-
atic assessment could include a knowledge test about essential steps and
theory in history taking, live or simulated observations of the student or
practitioner interviewing a client, documented accumulated ratings on
intake interviewing skills observed and judged by faculty, supervisors or
senior trainees over weeks or months of supervised practice, and mea-
sures of the person’s attitudes about clients’ cultural differences assessed
using validated attitude scales. An aggregate score that combines these
measures would require adjustments for statistical reliability of each mea-
sure. Interpreting the score must be tempered by qualitative adjustments
for the person’s communication style, personality attributes, assumed
relative validity of each measure, and limits and circumstances when each
measure was taken.

Accumulating valid measures for each subcompetency is essential, but
as Roe points out, ““A high level of competence is a prerequisite for good
performance; it does not guarantee adequate performance.”” This model
provides the framework used in this paper when explaining how to
design assessment of competencies for entry into practice.

Miller’s Triangle (1990) provides a useful framework for structuring
assessment of performance in practice. The triangle is like an inverted
pyramid, with four progressive stages of assessment: ‘‘knows,” ‘‘knows
how,” ‘“‘shows how,” and ‘“‘does” (see Figure 2). All four stages clearly
define progressive capabilities, and build on abilities in the lower stages.
Also, Miller’s Triangle visualizes the well-established principle that assess-
ment of a person’s knowledge is important, but not sufficient to predict
they will apply the knowledge in practice (Kennedy, Regehr, Rosenfield,
Roberts, & Lingard, 2003).

Considering the roles, responsibilities, and settings of behavioral
health practice requires adding two more components to the Miller Tri-
angle: (1) systems-related influences on practice (e.g., facilityspecific
regulations, policies, patient expectations, governmental regulations, and
access to other health professionals), and (2) individual-related influ-
ences (e.g., mental and physical health of the practitioner, relationships
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FIGURE 2
Miller’s Triangle of Competence Assessment (Miller, 1990)

Miller’s Triangle of Competence

|Does| | Performance |

| Shows how | |Competence |

Knows how

Knows

(Miller, 1990. Acad Med 65, S63)

with others like patients, other practitioners, and their family, and state
of mind at time of performance practice assessment). Rethans and col-
leagues (2002) refer to this more complex model of assessment and com-
petence as the ‘““‘Cambridge Model,” after the conference where it was
proposed (see Figure 3).

Measurement of practice performance is complex because of variability
in forces external to the individual. The Institute of Medicine (2000,
2001) reported about safe health care, and emphasized that quality per-
formance by individual practitioners depends directly upon the health
care systems where they work. The following is a short list of the com-
mon systems-related factors that can influence practice performance, and
must be considered when interpreting results from an assessment pro-
gram for behavioral health providers:

Case mix and quantity of clients

Dierences in priority setting by individuals

Institutional policies and regulations

Legal, ethical, and other limits in how one can practice
Expertise and teamwork of available clinical team members
Options for referral to practitioners with greater expertise

How care will be paid for and limitations in insurance coverage

Also, the validity of predicting quality of practice performance from
objective assessments like exams for re-licensure or renewal of certifica-
tion (the “knowing how” in the Miller model) depends to a large extent
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FIGURE 3
The Cambridge Model for Assessment of Performance

(Rethans et al., 2002)
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upon how well these assessment methods are adjusted to account for the
variabilities inherent in daily practice.

Looked at from the perspective of the practitioner, maintenance of
competence in practice requires a purposeful self-directed learning agen-
da that combines opportunities to participate in continuing education
activities and on-the-job learning. Often, client needs and expectations,
as well as a wish to manage care situations most effectively, drive most
practitioners’ learning agendas (Bashook, 1993). A method to assess this
competence in practice has not been well developed.

Another product of the Cambridge Conference meeting was a frame-
work for implementing a practice performance assessment program (Lew
et al., 2002). The proposed framework outlines three broad domains to
address in planning, and specifies the questions and decisions to con-
sider. It offers guidance for creating defensible procedures that should
address the concerns of all stakeholders. The domains are:
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1. Purposes and Outcomes. What are the purposes of the assessment?
Whose purposes are being met? Are they unambiguously stated and
made available prior to implementing the program?

2. Planning the Practice Assessment Program. What steps are taken to
assure fairness and defensibility of the process and results? Is the
plan clearly described, including who are the assessors, what meth-
ods are used, what is known about the technical characteristics of
the methods?

3. Processes. How will the program be administered and communicated
to the stakeholders and assessors? How will methods be developed
and used? What are the security issues? What are the policies and
rules regarding the amount of time for the assessments and appeals
procedures? What are the feasibility issues like cost and resource
needs to produce credible and useful performance data?

The framework is partly based upon the extensive experience of the
United Kingdom’s General Medical Council peer review program, which
assessed physicians’ practice performance. The UK program withstood
court litigation to remove doctors’ licenses (Southgate et al., 2001), and
uses a portfolio method combining interviews, tests of competence, and
self-reports, which generates more than 700 judgments about the doc-
tor’s practice performance.

A less ambitious suggestion for assessing performance practice is to
provide tools for the individual practitioner to create a self-directed
learning portfolio (Roberts et al., 2002) and report progress to certifying
and licensure boards using web-based software (Bashook & Parboosingh,
1998). This approach would fit into one component of the maintenance
of certification programs by the physician specialty boards in the U.S.
and Canada (American Board of Medical Specialties, 2003; Royal College
of Physicians and Surgeons of Canada, 2004). It also takes into consider-
ation on-thejob learning directly related to personal and institutional
influences the practitioner brings to the workplace (see Figure 2). It is
important to realize that some practice roles cannot be assessed with any
assurance until the person has begun working in a practice setting and
has opportunities to demonstrate their capabilities over time, under real
conditions (Cunnington & Southgate, 2002).

Accumulation of continuing education credits in place of direct performance
assessments has no value when assessing practitioners maintenance of
competence.
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Continuous quality improvement is a newer technology that some sug-
gest could be used to measure practice performance (see Institute for
Healthcare Improvement, http://www.ihi.org). It is based on the
principles of quality control used in engineering systems as adapted to
human behavior and health systems. Most recently, quality improvement
initiatives have focused on patient safety themes, which supports the
Institute of Medicine report about ‘“‘errors in medicine”” and health care
system deficiencies (Institute of Medicine, 2000, 2001). The assessment
pays direct attention to individual behaviors that are influenced by the
systems where they work, which in turn influence quality. It seems to
work in medical settings with defined expectations for patient care deci-
sion-making and outcomes.

Once in practice, the person may have the competence and know-how
and perform admirably when the opportunities arise, yet still have few sit-
uations to perform all they can do. Demonstrating pre-practice compe-
tence does not necessarily mean the person will find him or herself in a
practice environment designed to support competence, and so may not
function competently in practice. The reality of practice places con-
straints on how competencies are routinely used, and the practice setting
adds additional restrictions that necessitate conformity to team prefer-
ences or institutional policies and practices, whether or not these prefer-
ences, policies, or practices have as a basis empirical knowledge.

These variations in settings, roles, and responsibilities will influence
the individual practitioner’s abilities to maintain the initial competencies
assessed at entry into practice. Complicating the equation are the grow-
ing trends that require practitioners to demonstrate continuing or main-
tenance of competence by periodic reassessments for re-registration of a
license or renewal of certification (Bashook & Parboosingh, 1998). These
reassessments often occur at intervals of two or three years for licensure,
and 5-10 years for renewal of certification. It’s important to recognize
that accumulation of continuing education credits in place of direct per-
formance assessments has no value when assessing practitioners’ mainte-
nance of competence (Cunnington & Southgate, 2002). An alternative is
to adopt the maintenance of certification programs being implemented
in Canada and the United States (American Board of Medical Specialties,
2003; Royal College of Physicians and Surgeons of Canada, 2004).

Some behavioral health providers without professional degrees, or
advanced certified training do not have these re-registration and renewal
requirements. However, all groups are reassessed for continuing compe-
tence through employment evaluations, practice opportunities, and
attempts to advance through adding specialized expertise with additional
certifications.
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Recommended Best Practices in Assessment of Providers

In considering which methods to adopt, it is important to realize that
no single assessment method can evaluate all competencies, and more
than one method may measure the same competencies (see Table 1).
Ideally, the best approach is to develop an assessment blueprint that
identifies multiple assessment methods tailored to the competencies to
be measured, and accounts for feasibility of using the methods when
considering the career stage of a practitioner (year in training, or prac-
tice roles in clinical settings). An example is a peer assessment program
for family physicians in Canada that uses written exams, case-based and
chartstimulated oral exams, and standardized patient cases (Norman
et al., 1993).

Schuwirth and colleagues (2002) proposed guiding principles that
would combine practice performance assessment methods into results
that all stakeholders would consider coherent, credible, and defensible.
In their view, the combination of assessment methods should provide a
whole portrait of the practitioner. The essential ingredients include: hav-
ing large samples of behavior to assess, irrespective of the assessment
methods used; organizing the sequence and intensity of assessments into
a structure, but not an overly regimented or prescriptive structure; and
using multiple assessment methods to reduce risk of bias due to any one
method. Also, it’s important to keep in mind that ways of assessing com-
petencies are not static, and need to be revised to be consistent with cur-
rent priorities in the discipline, public expectations, current scientific
knowledge, and improvements in assessment methodology.

With these caveats noted, the following are some suggested best prac-
tices citations that build upon the published literature (see American
Board of Professional Psychology, http://www.abpp.org; Bashook, 1994).
For examples of assessment practices with other health care providers,
see Landon, Normand, Blumenthal, and Daley (2003); Browning et al.
(1996); Swanson et al. (1995); and Foulkes et al. (1993). These recom-
mended best practices are grounded in the conceptual framework for
assessments in training, the ‘“‘competence architecture model” (Roe,
2002); and the framework for assessment in practice, the ‘“‘Cambridge
Model of Assessment’” (Rethans et al., 2002). All suggestions are tem-
pered by considerations of the reliability, validity, feasibility, and credibil-
ity of the assessment methods.

Within each of the traditional behavioral health disciplines, there are
templates for assessment practices, some much more detailed than oth-
ers. This is also true for some practice areas that have traditionally put
less emphasis on academic credentials and more on life experiences,
such as addictions counseling and the newly created peer support spe-
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cialist category. There are also educational programs being developed
targeted towards families and primary consumers, for which assessment
strategies are in their earliest stages of development. Readers seeking
detailed information should access professional association websites or
seek information related to intervention strategies with specific popula-
tion targets (e.g., assertive community treatment for persons with serious
and persistent mental illnesses).

Best Assessment Practices: Professional Degreed Practitioners

The Example of Psychiatrists. The medical student who plans to enter
psychiatry after completing the M.D. degree is continuously evaluated
over the four-year medical school curriculum in a carefully constructed
and progressive assessment process that resembles the competence archi-
tecture model. All accredited medical schools in the U.S. and Canada
must have defined graduation competencies and a comprehensive system
of evaluating medical students (see http://www.lcme.org/standard.htm).
After graduating medical school, assessments for residents in psychiatry
for four years (general psychiatry) or five to six years (child and adoles-
cent psychiatry) shift emphasis from evaluating knowledge and basic clin-
ical skills and tasks to evaluation of core psychiatric competencies
(Scheiber, Kramer, & Adamowski, 2003). The accumulated results of
these assessments during residency determine whether the graduate is
qualified to become a candidate for certification by the American Board
of Psychiatry and Neurology. Advanced certification after training in
child and adolescent psychiatry and other psychiatric specialties involves
a similar two-stage assessment process.

Best Assessment Practices: Trained Therapists with College Degrees

The Example of Creative Arts Specialists. The Art Therapy Credentials
Board (2004) has developed a certifying process for art therapists that in-
cludes training requirements and a written case-based knowledge exami-
nation. The exam uses MCQ items with cases to cover the six major
content domains of the discipline: (1) psychological and psychotherapeu-
tic theories and practice, (2) art therapy assessment, (3) art therapy the-
ory and practice, (4) recipient populations, (5) art therapy media, and
(6) professionalism and ethics. Assessments of performance in practice
would greatly enhance the credibility of the certificates. These assess-
ments could be obtained at reasonable cost and effort through systematic
reports using a portfolio assessment method.
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Best Assessment Practices: Non-Degreed Staff

Example of Certification in Alcohol and Other Drug Abuse. The Interna-
tional Certification and Reciprocity Consortium/Alcohol and Other Drug
Abuse (2004) has established certification standards for alcohol and
other drug abuse counselors. Most American states and more than a
dozen countries have adopted these standards. The training require-
ments include 240 h of formal didactic instruction in workshops, courses,
institutes, in-service, and distance education. Supervised practical training
requires 300 h, covering 12 core functions with assessment of targeted
skill development and demonstrated application of knowledge within an
alcohol or drug counseling setting.

In addition, entry to certification requires 6000 h (three years) of
supervised experience in providing alcohol or other drug abuse counsel-
ing services. An associate’s degree and other behavioral science course
work can substitute for some of these training and course requirements.
Besides the reports of successfully completing the supervisor’s evalua-
tions, the candidate must pass a written examination (MCQ format)
designed by a team of international experts in alcohol and substance use.
Finally, a case-based oral examination (write-up of a single client that the
candidate has managed) must be passed. Peers who have advanced certi-
fication evaluate this case in a structured oral examination.

Clearly, this certification program closely follows the ‘“‘competence
architecture model,”” having the counselor build competency with didac-
tic foundational course work, plus extensive focused and supervised skill
and practice development, in addition to supervised training in practice.

CONCLUSION

The recommended best practices for assessment of the behavioral
health workforce can be summarized in the following guidelines:

1. Define the content and competencies to be assessed in an assess-
ment plan or blueprint as the first step in creating a valid assess-
ment program.

2. Provide evidence that the implemented assessment methods mea-
sure what was intended in the plan with supporting data, statistical
analysis, and logical explanations. The assessment evidence should:

e Assure that the assessment is reliable, showing the amount of error
or variability that could occur if the same assessment were repeated
with the same group of trainees or practitioners.
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Present accumulated evidence of the validity of assessment results for
a specific group of people in specific circumstances to demonstrate
that the results can be interpreted to measure what they are pur-
ported to measure. It is the scores on the assessment, not the meth-
od, that is valid.

Demonstrate the feasibility of an assessment method with realistic
estimates of cost in time and eort to develop, test, implement, and
obtain valid results when using the method.

Demonstrate the credibility of an assessment where all stakeholders
who rely upon the assessment results consider the methods and the
findings plausible, consistent, and useful for the intended purposes.

3. Use the ‘“‘competence architecture model’” (Roe, 2002) as a guide

for combining assessment methods appropriate for evaluating train-
ees during training or at the completion of training (e.g., initial
certification or licensure).

Assessments used during training for purposes of feedback for train-
ees do not need the same high reliability and rigorous validity stan-
dards as in high-stakes assessments such as those involving
credentialing and licensure.

Assessments for licensure and certification (initial and renewal)
should include a well-engineered blueprint and evidence of validity
and reliability that is credible to defend against challenges.

4. Use the ‘““Cambridge Model” (Rethans et al., 2002) as a guide for

combining assessment methods appropriate for evaluating perfor-
mance in practice (e.g., continuing quality improvement of prac-
tice, renewal/maintenance of certification, re-registration of
license).

Sample multiple behaviors and practice events using a variety of
assessment methods.

Avoid overly structured assessment program that trivialize what is to
be assessed (Schuwirth et al., 2002).

5. Construct new assessment methods using the following sequence:

(1) content and testing experts work together to develop the new
method to assure content accuracy and technical integrity, (2) pilot
test and revise assessment cases or test items as needed, and (3)
perform psychometric analyses of results every time the methods
are used (Browning et al., 1996).

There is a growing global emphasis on assessing the competence of all
health care providers, especially physicians, as reflected in standards for
accreditation requiring assessment of competencies (World Federation
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for Medical Education, 1998). This trend continues into initial specialty
certification, with time-limited certification that requires physicians to
renew their certification through a process called ‘‘maintenance of certi-
fication/competence”” (Bashook & Parboosingh, 1998; Cunnington &
Southgate, 2002). This practice is the norm in medicine throughout
North America (American Board of Medical Specialties, 2003; Royal Col-
lege of Physicians and Surgeons of Canada, 2004), and is rapidly taking
hold in Europe and other regions of the world (see European Union of
Medical Specialists, http://www.uems.net). It is common for trends that
start in medicine to influence other health care disciplines. Therefore,
assessment plans, which demonstrate maintenance of competence, are
soon likely to be an important priority for all behavioral health disci-
plines. The medical model of competence and performance assessment
is one option, but the behavioral health workforce should consider alter-
natives tailored to their specialized roles, responsibilities, and settings.

A start could be periodic cross-disciplinary meetings to exchange infor-
mation and experience about assessment programs. Also valuable would
be a grant funding mechanism to foster creating better assessment tools
and methodology specific to common competencies in behavioral health
care. No matter how this effort is achieved, building and using quality
assessment methods will not occur without significant planning, support,
and cooperation among all who have a stake in behavioral health care.
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STRATEGIES FOR DEVELOPING COMPETENCY
MODELS

Anne F. Marrelli, Janis Tondora, and Michael A. Hoge

ABSTRACT: There is an emerging trend within healthcare to introduce competency-based
approaches in the training, assessment, and development of the workforce. The trend is
evident in various disciplines and specialty areas within the field of behavioral health. This
article is designed to inform those eorts by presenting a step-by-step process for developing
a competency model. An introductory overview of competencies, competency models,
and the legal implications of competency development is followed by a description of
the seven steps involved in creating a competency model for a specific function, role, or
position. This modeling process is drawn from advanced work on competencies in business
and industry.
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There have been growing questions about the competency of the
healthcare workforce in the United States. The pace of change within
the healthcare field has raised concerns about whether providers have
the necessary knowledge, skills, and abilities to navigate current systems
of care. These concerns have been exacerbated by data on the frequency
of patient injuries and deaths as a result of errors in care (Institute of
Medicine, 2000, 2001).

Competency-based approaches to training, assessment, and staff devel-
opment are increasingly viewed as a central strategy for improving the
effectiveness of those who provide care (Institute of Medicine, 2003).
The adoption of such approaches is occurring in behavioral health, as
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evidenced by the release of numerous reports that identify competencies
for various segments of the mental health and addictions treatment work-
force (Coursey et al., 2000; National Panel for Psychiatric Mental Health
Nurse Practitioner Competencies, 2003; U.S. Department of Health and
Human Services, 1998).

The identification and application of the competencies required for
effective job performance has become a complex and sophisticated en-
deavor as experience with this approach has furthered in business and
industry. The purpose of this article is to draw on that reservoir of knowl-
edge and describe a seven-step process for competency modeling. It is in-
tended to offer a conceptual introduction to competency modeling by
briefly explaining each step in the process. It is not possible, given space
constraints, to provide sufficient guidance for readers to undertake com-
petency modeling without further instruction or support. However, this
article should serve as a useful orientation to the process, as well as a
beginning guide for efforts to plan further development of competency
models within the field of behavioral health. We begin with a brief review
of key concepts, discuss relevant legal issues, and then describe the seven
strategies.

OVERVIEW OF COMPETENCY CONCEPTS

A competency is a measurable human capability that is required for
effective performance. A competency may be comprised of knowledge, a
single skill or ability, a personal characteristic, or a cluster of two or more
of these attributes. Competencies are the building blocks of work
performance. The performance of most tasks requires the simulta-
neous or sequenced demonstration of multiple competencies (Hoge,
Tondora, & Marrelli, in press). An example of a competency appears
in Table 1.

Knowledge is awareness, information, or understanding about facts,
rules, principles, guidelines, concepts, theories, or processes needed to
successfully perform a task (Marrelli, 2001; Mirabile, 1997). The knowl-
edge may be concrete, specific, and easily measurable, or more complex,
abstract, and difficult to assess (Lucia & Lepsinger, 1999). Knowledge is
acquired through learning and experience.

A skill is a capacity to perform mental or physical tasks with a specified
outcome (Marrelli, 1998). Similar to knowledge, skills can range from
highly concrete and easily identifiable tasks, such as filing documents al-
phabetically, to those that are less tangible and more abstract, such as



A.F. Marrelli, |. Tondora, and M.A. Hoge 535

TABLE 1

Example of a Competency: Managing Performance

Definition

Descriptors

Low Proficiency

Using effective selection procedures to hire suc-
cessful employees. Setting clear performance
goals and expectations for employees and reg-
ularly monitoring their progress. Providing
coaching and feedback to employees to maxi-
mize their performance. Analyzing the underly-
ing causes of performance problems and taking
action to resolve the problems.

Moderate Proficiency

e Makes sound hiring decisions based on the

requirements of the job.

Clearly defines performance expectations for
employees.

Provides employees with the resources they
need to accomplish their goals.

Regularly monitors employee work and goal
achievement.

Promptly addresses performance problems.
Recognizes the achievements of employees on
a regular basis.

Applies the organization’s
management process.
Provides employees with regular feedback to
improve their performance.

High Proficiency

performance

Selects employees based
on initial impressions
developed from read-
ing the resume and
an interview.

Distributes assignments
without providing
adequate information
to employees to
uccessfully complete
the tasks.

Explains assignments
clearly to employees.

Identifies the compe- Selects employees based
tencies required to
perform the job and
uses the competen-
cies as a guide in
selecting employees.

on a careful analysis of
the competencies re-
quired for the job.
Bases interview ques-
tions (or other selec-
tion techniques) on the
required competencies.

Clearly defines all assign-
ments and associated
performance expecta-
tions and checks to en-
sure the employee has
understood.
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TABLE 1 (Continued)

When giving
ments, does not con-
sider the resources the
employee will need.

Infrequently meets
individually with
employees to monitor
progress and provide
feedback.

Delays addressing
performance problems
until they have
escalated.

Does not recognize
employee accomplish-
ments.

Promptly

assign- When giving assign-

ments, asks employ-
ees if they have the
resources they need.

Meets individually with

employees at least ev-
ery month to monitor
progress and provide
feedback.

addresses
performance  prob-
lems. Provides feed-
back to the employee
and develops an ac-

tion plan for
improvement.
Recognizes and re-

wards employees for
good performance.

Fails to match assign- Organizes and assigns

ments with employee
strengths or develop-
ment needs.

Implements some but
not all components of
the organization’s
performance
management process.

Consistently

work to  achieve
objectives, and uses
the strengths of each
team member.

imple-
ments the organiza-
tion’s performance
management  pro-
cess.

When  giving  assign-
ments, reviews with
employees the re-

sources they will need
and ensures the re-
sources are available or
provided.

Meets individually with
employees at least every
two weeks to monitor
progress and provide
feedback.

Looks beneath symp-
toms to identify the
root causes of perfor-
mance problems and
works with the employ-
ee to develop an effec-
tive solution.

Continuously recognizes
and rewards employees,
both  formally and
informally.

Organizeswork toachieve
objectives, leverage
strengths of employees
and provide develop-
ment opportunities.

Uses the organization’s
performance manage-
ment process to monitor
and maximize perfor-
mance and develop
employees.
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managing a quality improvement project (Hoge, Tondora, & Marrelli, in
press; Lucia & Lepsinger, 1999).

An ability is a demonstrated cognitive or physical capability to success-
fully perform a task with a wide range of possible outcomes (Marrelli, 1998).
An ability is often a constellation of several underlying capacities that
enable us to learn and perform. These are often time-consuming and
difficult to develop, and usually have a strong component of innate capac-
ity. For example, the ability of analytical thinking comes more naturally
to some than to others, and can be quite challenging for many indivi