Interview

Mental Health Policy and Services Five Years
After the Pre51dent s Commission Report:
An Interview With Michael E Hogan

Lloyd I. Sederer, M.D.

Editor’s Note: As the nation awaits a
new administration and as stdtes face
budget cuts and increasing demand
for health and human services, Psy-
chiatric Services asked Dr. Hogan to
offer his thoughts about the past,
present, and futme of mental health
policy and services through a series of
questions posed by Dr. Sederer.—
Howard H. Goldman, M.D., Ph.D.

Dr. Sederer: I'd like to begin by ask-
ing you about the President’s New
Prcedom Commission on Mental
Health, It has been five years since
the commission’s report was pub-
lished. What were the overarching
conclusions of that report?

Dr. Hogan: The report speaks for
itself. T would say that the first thing
we learned was that mental health is
and must be a bipartisan matter. Poli-
cy ideas that emerged in the work of
the Carter Commission 25 years ear-
lier were implemented incrementally
in successive administrations, includ-
ing the conservative Reagan adminis-
tration. Our commission, appointed
by President Bush, built on work
done during the Clinton administra-
tion—largely the efforts of Surgeon
General David Satcher.

A second lesson is that mental
health problems are pervasive and
have profound consequences for peo-
ple’s lives and health and often lead to
disability. The prevalence of untreat-
ed mental health problems leads to

Michael F. Hogan, Ph.D., is commissioner
of the News York State Office of Mental
Health (NYSOMH). He served as the
chair of the President’s New Freedom
Commission on Mental Health. Dr. Seder-
eris the medical director of NYSOMH.
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enormous economic costs—yet sup-
port for mental health care is not
commensurate with this llllpdl.L

Another fundamental lesson is that
recovery from mental illness is a reality
and must be a goal of our mental health
care system. Although the phenome-
non of recovery was mentioned in the
Surgeon Generals report on mental
health in 1999, it was substantially ele-
vated by the work of the New Freedom
Commission. In tum, our understand-
ing of the significance of recovery was
greatlv enhanced by former First Lady
Rosalynn Carter. When she met with
the commission, Mrs. Carter stated
that the greatest change in the field in
the 25 years since the Carter Commis-
sion “is that we now understand that it
is possible for anyone with mental ill-
ness to recover.” The fundamental con-
clusion here is one of hope.

LIS: Is there an enduring message
from the New Freedom Commis-
sion’s work?

MFH: Perhaps it is that for us to
succeed with our mission of recovery
we will need ongoing policy changes
and leadership across a spectrum of
programs and settings—not just in
specialty settings and state mental
health systems. We will need to be
enva%d in health and school reform,
d19ab1htv policy, affordable housing,
criminal justice, and all the other
places where adults and youths with
mental disorders appear in our health
and human services systems. And we
know that advancing this work by hav-
ing a commission every 23 years is not
going to be sufficient.

Recovery and transformation
LIS: Earlier this year my colleagues
and I published in this journal an arti-

cle that aimed to define recovery (1).
How do you understand recovery, and
why has it gained the status that it has?

MFH: There are different ways to
see recovery. There is the reahty now
established in long-term studies, from
Eugen Bleuler to Courtney Harding,
of the outcomes of people with schiz-
ophrenia. Good outcomes are far
more possible than we had imagined.
Following people over decades, not
just years, was what proved this point.
Recovery is also the appreciation that
it is possible to have a good life de-
spite what can often be a crushing
and catastrophic illness. This message
has been articulated by people who
have lived it, like Ed ng_,ht and Pat
Deegan. And finally there is the
meaning of recovery as hope.

LIS: “Transformation” sounds like
a bit of a religious or revolutionary
happening. How do you define it?
What does it take to make it happen?

MFH: Transformation as a concept
emerged organically for the commis-
sion. “Reform” seemed like a stale
idea. Transformation resonated with
members” beliefs that change is deep-
er than what happens from the “top
down” and with structural change.
Transformation reflects a more nu-
anced but also a more realistic view
whereby subtle changes in processes
can over time deeply affect how peo-
ple and organizations behave. It is a
view of change that can begin any-
where and may mitially seem small
and incremental but its effects are,
well, transformative. Because no one is
in charge of the complex and frag-
mented mental health system, we have
no one person or authority to orches-
trate change. In this sense, transfor-
mation as a process of change is like
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recovery; expert guidance and leader-
ship are required, but lasting change is
achieved by the people involved.

LIS: How is it that the United
States spends so much money on
mental health care and yet it seems as
if we have such a low “return on in-
vestment” when we consider the suf-
fering, disability, and death (from sui-
cide and physical illnesses) that men-
tal illnesses produce?

MFH: Drs. Richard Frank and
Sherry Glied published a remarkable
analysis of 50 years of the history of
health economics and mental health,
Better but Not Well (2). They found
that although health care spending
overall has increased two- to threefold
after accounting for inflation, mental
health spending as a proportion of the
gross domestic product has been es-
sentially flat. Yet access has dramati-
cally increased; quality is much im-
proved, as measured by the proportion
of care that is consistent with effec-
tiveness research (though we have still
far to go); and the well-being of people
with mental illness is generally better.
It is important to emphasize that im-
provements in well-being are largely
due to improvements in mainstream
programs: Social Security, Medicaid,
Medicare, and health insurance.
Those with the most severe impair-
ments, however, still face many chal-
lenges. But considering that people
are in sum better off, while mental
health spending is flat, we can say that
mental health care is a great buy!

LIS: Can we do better?

MFH: We are faced with the com-
bined challenges of complexity, frag-
mentation, and absence of a national
health care system or set of policies.
Responsibility for mental health care
has dissipated over time to multiple
federal, state, and local sottmgs This is
especially a result of the “Medicaid-
ing” of services. In terms of access to
and quality of care, the state Medicaid
director is perhaps more important
than the state mental health director,
But the state Medicaid director may
not appreciate the nuances of mental
health and mental illness. Thus we
face the problem of how to organize
and deliver services in a dissipated and
fragmented system of care where no
one is in charge and complex solutions
are not likely to take root.

If we are to meet the needs of our
constituents, we will need action at
community, state, and national levels.
How might we proceed to improve the
integration, continuity, and quality of
care? At the community level we could
adopt the idea of a “clinical home” for
people with mental illnesses. This lo-
cus of responsibility may be in primary
care for some people, especially those
with nonpsychotic illnesses such as de-
pression and anxiety disorders, and in
the mental health specialty sector (for
example, a mental health center) for
people with severe and persistent ill-
nesses. Providing a full range of health
care services over time in one setting
can improve quality, comprehensive-
ness, continuity, and integration of
care. As we know better than ever, co-
occurring conditions are the rule, not
the exception, so health and mental
health services—as well as mental
health and chemical dependency serv-
ices—need to be readily accessible
and integrated.

At the state or regional level we
need to rediscover the core concept
of a system of care. States have lost
that concept with the dominance of
Medicaid and health maintenance or-
ganizations. I don't imagine a singular
model for a system of care, but we
need leadership to root it in mental
health centers, county governments,
and primary care plans.

Finally, leadership is dearly needed
at the federal level. Although the Cen-
ter for Mental Health Services
[CMHS] of SAMHSA has the point
responsibility for programmatic lead-
ership, we have seen the mental health
block grant diminish to 1%-2% of
state mental health expenditures.
CMHS simply does not have enough
leverage or clout. Frank and Glied
suggested in their book that the Presi-
dent nnght try appointing a “mental
health czar”—someone with a White
House office. I dont know what the
solution is, but we need a new ap-
proach. Perhaps we might achieve this
with a new federal administration rep-
resenting either political party.

Change

LIS: Surgeon General Satcher’s work
demonstrated that there are highly
effective treatments but that the
problem is the gap between what we

PSYCHIATRIC SERVICES + ps.psychiatryonline.org '+ November 2008 Vol. 59 No. 11

know and what we do. What do we
need to do to close that gap?

MFH: We know from the change
literature that it takes 15 or more
years for new practices to be incoxpo-
rated into everyday settings. Although
we are getting smarter about how to
support adoption of evidence-based
practices, the message here is to stay
with it. We also know that organiza-
tions that have experience with
change are better able to accommo-
date new change. We need to help
provider 01gamzat10ns achieve some
stability and also have some success
with change so that they can become
self-adapting «;hango organizations.

For change to take root there is a
clear need for leadership at the state
and federal levels. But most change is
change that people initiate them-
selves. Leaders create the circum-
stances that allow for communities
and providers to do the right thing.
Lao Tse, the great Chinese warrior-
philosopher, said you can tell a great
leader from a good one (and a bad
one) because the people say, “We ac-
complished great things together.”

LIS: You have led public services in
four states over three decades. What
observations do you have about lead-
ing processes of change?

MFH: One lesson is to work in
places where people are about to do
great things. T have been fortunate in
that regard. It is also possible to build
the capacity of organizations and even
systems to be what Margaret Wheat-
ley, an expert on organizational be-
havior, has termed “leader-ful.”

What can we do now?

LIS: You have emphasized that frag-
mentation of services with too little
accountability is at the heart of why
good people and the dedication of
precious resources do not succeed.
Where do we begin?

MFH: As I mentioned earlier, the
idea of a clinical home with dedicated
clinicians being accountable to a recip-
jent and family is something we can do
now. As we try to stabilize, improve,
and expand care in mental health clin-
ics in New York State. the quality stan-
dards that you developed for the state
support this approach. We are also fo-
cused on how best to support the
adoption of evidence-based practices
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and have created child and adult EBP
centers at the New York State Psychi-
atric Institute.

LIS: Our good friend and colleague
Dr. Bob Drake has shown that among
people with a severe mental illness and
a co-oceurring substance use disorder,
30% get no care, 45% get poor treat-
ment, and 5% get ewden(,e based
practice. Yet we keep focusing on im-
proving the care of the 5%!

MFH: Exactly. This turns our at-
tention to how we can become more
consumer oriented in order to béetter
engage and retain people in care.
When people stay with treatment,
these treatments have a chance to
work, We must make our clinics and
programs more 1'eceptive in terms of
making people feel comfortable, hav-
ing hours of operation that accom-
modate their needs, and conveying a
sense to the recipient and family that
we are here to help, 24 hours a day.
Settings that include people in recov-
ery as staff and that offer programs
run by consumers also help normal-
ize the experience of coming in for
care. We have also learned that send-
ing people with co-occurring disor-
ders to multiple sites of service does-
n't work very well—“sequential” care
is often futile. If we can engage peo-
ple and provide integrated mental
health and substance use services, a
tall order, that is precisely what peo-
ple need. That is what we are doing
here in New York, in conjunction
with our sister agency the State Of-
fice of Alcoholism and Substance
Abuse Services.

LIS: On a related matter regarding
integrated treatment, the dmturbmq
ug;ht state study by National Associa-
tion of State Mental Health Program
Directors [NASMHPD] demonstrat-
ed that adults in the public mental
health care system get physically ill
sooner and more severely and die 25
years earlier than their age counter-
parts—from chronic diseases like dia-
betes, heart and lung diseases, and
cancer. Where do we start here?

MFH: Everywhere. The SPAN
program developed by our agency is
an example. It is ahout health and
wellness that is consumer focused
and calls for consumers to take re-
sponsibility, with our assistance, for S
{smoking cessation), P (prevention,
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including knowing your numbers
such as BMI, blood pressure, and glu-
cose), A (activity), and N (nutr1t1on)

Doing this in state hospitals will be
dlfﬁcult but where it really needs to
be done (and where it will provide a
bigger lift) is throughout community-
based services, integrating primary
care and mental health services. We
are working on that, and it is now a fo-
cus for the NASMHPD medical di-
rectors. Consumers are our best allies

in this endeavor, because they know
better that we do that getting better
mentally doesn’t help that much if
your body is falling apart.

LIS: P(‘()ple with mental disorders
and substance use disorders can nev-
er stabilize or recover without safe
and secure housing. Yet there is no
way that enough supportive housing
can be funded, built, or rented for the
numbers of disabled people in need
for generations to come. What would
an effective housing policy look like at
the federal and state levels?

MFH: At the federal level today
there is an 80% reduction in invest-
ment in affordable housing com-
pared with 30 years ago. It is as if af-
fordable housing has been deleted
from the federal agenda. Yet great
breakthroughs have oceurred, such
as the Housing Trust Fund. Maybe
we will see some change with the
next administration. At the state lev-
el, mental health agencies need to
partner with other state agencies
charged with housing development
and promote set-asides, increase at-
tention to people with disabilities, as-
sist provider and development organ-
izations to access capital financing
and tax credits, and enlist private-eq-
uity developers into the affordable
housing market.

Howard Goldman, editor of Psy-
chiatric Services, published an article
in 2003 in Health Affairs—How Do
You Pay Your Rent?” He reminds us
of the grassroots effort that is also
needed to make housing part of the
conversation, since a person’s housing
status is a critical—path matter, espe-
cially for people with serious mental
illness.

Closing thoughts
LIS: The economy is tanking, state
and federal budgets are in desperate

conditions, and too many promises
about community mental health have
gone unmet. Yot I know you have
hope and that we all need hope—our
consumers, their families, and we
professionals alike. Where do we find
hope? How do we nurture it?

MFH: It might be said that we are
at the worst of times: fragmentation,
stigma, frozen budgets. But there are
rational reasons for hope. We are still
in the first decade after the Surgeon
Generals report on mental health.
Our scientific understanding of men-
tal illness continues to blossom, and
we can claim substantial effectiveness
for our treatments—when clients get
them. We have cause for rational op-
timism, and we need to carry it into
the next decade.

The next generation of mental
health professionals and the services
they provide need to move well be-
yond the confines of mental health.
Our field and its leaders and practi-
tioners must embrace many other
sectors, such as schools, primary care
(for adults and youths), the courts, ju-
venile and adult correctional systems,
and wherever else our clients” paths
cross. There is a growing awareness
and receptivity in these settings that
we are all working with many of the
same people, only at d1fferent mo-
ments in their hves—and that if we
work together we will surely do better
than we are now. Reflecting this
awareness, the American Journal of
Psychiatry is publishing a series of
papers on mental health in the main-
stream of public policy.

Rational optimism says that there
has not been a better time to be hope-
ful. Change is occurring. Because we
live in the day-to-day we may be
among the last to recognize it. The
ground is shifting toward a new, more
1ecovery—0nented and integrated ap-
proach to mental health care. We are
on the right path and need to stay the
course.

LIS: Thank you for your insights.
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