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ike apple pie and motherhood,
the premise that consumers
should have a strong voice in shaping
managed care policies and practices
will not encounter much opposition.
Unfortunately, with few exceptions
(1), the consumer’s voice is little
heard and rarely effective in current
managed behavioral health practice.
An earlier column (2) and a forth-
coming book (3) argue that a core
challenge for all health care sys-
tems—whether market-based, as in
the United States, or single-payer, as
in Canada—is setting limits that are
clinically informed, ethically justifi-
able, and politically acceptable. This
challenge can be met only if limit-set-
ting programs such as managed be-
havioral health organizations are held
accountable for the reasonableness of
their practices (4). Accountability for
reasonableness requires three ele-
ments: transparency of organizational
policies and decisions, deliberation
that recognizes the needs of both the

Dr. Sabin, who is editor of this column, is
clinical professor of psychiatry at Har-
vard Medical School and director of the
ethics program at Harvard Pilgrim Health
Care, 133 Brookline Avenue, Sixth Floor,
Boston, Massachusetts 02215 (e-mail,
jim_sabin@hphc.org). Dr. O’Brien is di-
rector of quality management at ValueOp-
tions in Dedham, Massachusetts. Dr.
Daniels is Goldthwaite professor in the
department of philosophy of Tufts Univer-
sity in Medford, Massachusetts, and pro-
fessor of medical ethics in the department
of social medicine at Tufts Medical School
in Boston.

individuals and the population served,
and opportunity for appeals and revi-
sion of limit-setting policies.

Without the robust voice of the
consumer, these three conditions are
unachievable. Like truly informed
consent, transparency requires an on-
going dialogue with consumers, not
simply bureaucratic “disclosure.” When
policy deliberation is left to belea-
guered managers, fewer options are
generated than when consumers par-
ticipate. And without real give and
take between managers and con-
sumers, complaints and appeals will
not produce learning and appropriate
policy revision within organizations.

The National Committee for Quali-
ty Assurance (NCQA) sets standards
for managed behavioral health organi-
zations and accredits organizations ac-
cording to those standards. NCQA
standards reflect a vision of good prac-
tice. Although accreditation is volun-
tary, it is, like board certification in
psychiatry, highly desirable and some-
times required. Thus the accreditation
process is a form of enforcement.

In this column we examine the vi-
sion of consumer voice embedded in
NCQA standards. Current standards
(5) provide a good beginning for ach-
ieving legitimacy through accountabil-
ity for reasonableness. We present a
strategy for making the standards even
better.

NCQA standards for

consumer participation

NCQA standards reflect the three
main approaches American psychia-
try has taken to the role of the con-
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sumer since World War Il1—rights,
satisfaction, and empowerment (6).

Rights

The standards’ most explicit approach
to strengthening the consumer’s role
is through emphasis on rights. En-
rollees’ rights and responsibilities con-
stitute one of the six domains of stan-
dards; the other five domains are
quality improvement, utilization man-
agement, credentialing, prevention,
and treatment records. The enrollees’
rights and responsibilities domain ac-
counts for nine of the 100 points in
the scoring process.

The objective of this domain is the
promotion of the organizational equiv-
alent of a therapeutic alliance be-
tween enrollees and the managed be-
havioral health organization: “To pro-
mote effective behavioral health care,
a quality managed behavioral health
organization is committed to main-
taining a mutually respectful relation-
ship with its enrollees. When the
managed behavioral health organiza-
tion makes clear its expectations re-
garding the rights and responsibilities
of enrollees, it creates a structure for
cooperation among enrollees, practi-
tioners, and the managed behavioral
health organization” (5).

The rights and responsibilities do-
main stipulates what enrollees can ex-
pect in terms of written statements of
policies and procedures for important
areas of the organization’s activity.
Thus the fourth rights and responsibil-
ities standard requires the managed
behavioral health organization to pro-
vide “each subscriber with the infor-
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mation needed to understand benefit
coverage, how to obtain behavioral
health care services, and how to obtain
necessary care” (5). Like the other
rights put forward in this domain, stan-
dard 4 is clearly a necessary building
block for effective consumer voice.

The opportunities for improve-
ment in the rights and responsibili-
ties domain come from raising the
bar, by specifying in more detail what
members have a right to expect from
their managed behavioral health or-
ganizations.

Satisfaction

The NCQA standards are comparably
explicit about the role of consumer
satisfaction surveys. The sixth quality
improvement standard, which ac-
counts for 5.3 points of the 100-point
total, requires the managed behav-
ioral health organization to assess and
ensure enrollee satisfaction through a
survey conducted at least annually.
The standard spells out expectations
for what should be surveyed, the sur-
vey methods, analysis of the findings,
corrective action, and monitoring of
results. NCQA encourages managed
behavioral health organizations to be-
gin using the Experience of Care and
Health Outcomes (ECHO) survey
(7), which it is likely to require as of
2003. This survey contains questions
that clinicians are likely to regard as
important and on target for assessing
the performance of managed behav-
ioral health organizations.

The requirements for surveys are
well articulated and focus on clinical-
ly important areas. The opportunities
for improvement lie in better specifi-
cation of the consumer’s role in inter-
preting survey results.

Empowerment

Although “empowerment” is a less
precise concept than “rights” or “sat-
isfaction,” it is especially important to
consumers, because it connotes effec-
tive activism and a capacity to influ-
ence one’s destiny (8). Some of the
NCQA standards require or recom-
mend consumer involvement in the
organization’s management process.
Empowerment is most explicitly re-
quired in the standard related to qual-
ity improvement operations (standard
2.3), which specifies that the organi-
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zation must have “mechanisms to en-
sure that practitioners and enrollees
help to plan, design, implement, or
review the quality improvement pro-
gram” (5).

In the same spirit, the standard that
requires clinical practice guidelines
requires “input from practitioners and
enrollees” (quality improvement stan-
dard 8.2), and the standard that calls
for preventive programs specifies that
the managed behavioral health organ-
ization “enlists the participation of
practitioners, providers, enrollees,
and community agencies” (prevention
standard 1). And, in a casual but im-
portant comment, NCQA gives as an
example of “organizational commit-
ment to improving safe clinical prac-
tice” informing enrollees about “re-
search findings that facilitate deci-
sion-making” (quality improvement
standard 1.1), a practice that would
enhance the consumer’s capacity to
participate effectively in a wide range
of policy-making processes.

The ways in which NCQA stan-
dards promote empowerment are less
fully developed than the require-
ments for rights and responsibilities
or satisfaction surveys. We believe that
empowerment presents the key op-
portunity for near-term improve-
ments in the impact of the standards
on consumer voice.

Strengthening NCQA's

support for consumer voice

As measured by the three compo-
nents of accountability for reason-
ableness—transparency, deliberation,
and appeals and revision—NCQA's
behavioral health standards provide
strong support for transparency and
appeals and revision and represent a
good start for deliberation. The main
changes for strengthening the con-
sumer’s voice involve specifying who
should participate in deliberation
about policy and how that delibera-
tion should be conducted.

With regard to who participates in
policy deliberation, the 2001 standards
already require consumer participa-
tion in the domains of quality improve-
ment and prevention. The next set of
standards should extend that require-
ment to the utilization management
domain, which is where the rubber
meets the road in managing resource

use. Utilization management standard
2.2 currently requires the managed be-
havioral health organization to involve
“appropriate, actively practicing prac-
titioners in its development or adop-
tion of [utilization management] crite-
ria.” In the next set of standards, a
phrase such as “and enrollees” should
be added after “practitioners.”

In the quality improvement domain,
a one-word change could substantially
strengthen support for accountability
for reasonableness. We have observed
programs in which consumers receive
reports of completed quality improve-
ment projects under circumstances
that allow for passive listening but no
meaningful participation. This per-
functory form of show-and-tell would
meet the current requirement “that
practitioners and enrollees help to
plan, design, implement, or review the
quality improvement program” (quali-
ty improvement standard 2.3). Chang-
ing “or” to “and” would be consistent
with best practices for managed be-
havioral health organizations and
would raise the expectation bar in a
meaningful way.

With regard to how policy delibera-
tion should occur, the 2001 standards
convey a clear understanding that
managed behavioral health programs
are responsible for meeting the needs
of both the individual and the popula-
tion in the context of inevitably limited
resources (prevention standard 1).
The essence of managed care is setting
priorities and considering cost-effec-
tiveness (utilization management stan-
dard 3) within the resource pool. Thus
decisions about policies should be
based on considerations that are rele-
vant to meeting individual and popula-
tion needs within resource constraints.
NCQA standards can strengthen and
enforce this expectation.

The strongest expectations about
the rationale for policies are in the
standard for denial notices, which re-
quires that a managed behavioral
health organization “clearly docu-
ments and communicates the reason
for each denial” (utilization manage-
ment standard 6). Commendably, the
NCQA manual gives five examples of
acceptable reasons and three examples
of unacceptable ones.

One example of an acceptable rea-
son listed in the manual is, “The en-
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rollee no longer requires care in a hos-
pital because he/she is not a danger to
self or others and can be appropriately
managed in an intensive outpatient
program” (utilization management stan-
dard 6.2). Although this reason would
be vastly better than “the treatment is
determined to be not medically neces-
sary,” which is listed as an example of
an unacceptable reason, it is not good
enough. Suppose that hospital care is
not clinically contraindicated, and the
patient, the family, and the practition-
er all prefer hospitalization to inten-
sive outpatient treatment. Perhaps a
22-year-old patient’s continued para-
noid utterings are disturbing the
younger children at home, or the pa-
tient, the family, and the practitioner
believe the patient’s medication could
be fine-tuned better in the hospital. In
these circumstances they would not
and should not be satisfied by NCQA's
reason.

What would satisfy these individuals,
other than coverage of the continued
hospital care they desire? In a prepaid
group practice—or in a Canadian prov-
ince (9)—a reason such as the following
might lead them to see the denial as
fair, although disappointing: “In order
to offer the fullest possible range of
services to the insured population with-
in our budget, our clinical policy calls
for the use of alternatives to hospitaliza-
tion whenever possible.” In a self-in-
sured or commercial account, a reason
such as the following might have the
same result: “In order to offer behav-
ioral health coverage to our employees
at an affordable price, our clinical poli-
cy calls for the use of alternatives to
hospitalization whenever possible.”

Of course, the persuasiveness of
these reasons would depend on their
being true. By requiring that explana-
tions of denials include reasons that
would be considered fair by the recip-
ient, NCQA could advance the hon-
esty of the climate in which care is
managed and put pressure on man-
aged behavioral health organizations
to be more accountable for the reason-
ableness of their policies and practices.

Conclusions

NCQA intends to maintain its current
set of standards until June 30, 2003,
which gives consumer advocates am-
ple time to explore ways in which the

next version could further strengthen
the consumer’s voice in managed be-
havioral health care. The suggestions
we have made would promote greater
transparency about the provision of
health care in the context of finite re-
sources and more robust consumer
participation in the policy-making
process.

Although our suggestions involve
small changes in the wording of stan-
dards, if taken seriously they would
produce significant changes in the way
managed behavioral health organiza-
tions conduct themselves. Applying
accountability for reasonableness
would require a substantial societal
learning curve. Promoting such learn-
ing is consistent with NCQA's mission
of supporting progressive quality im-
provement and public education. ¢
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lization (1). We are all now operating
in a more cost-efficient framework,
with even specialty units keeping
their mean length of stay well below
the 30-day ceiling theoretically man-
dated by Medicaid. Nevertheless, pa-
tients’ needs continue to be a reality,
and as managed care attempts to em-
brace the entire spectrum of severe
psychiatric disorders, not just those
typically seen in the commercially
covered population, we find that
there are clinical limits to reducing
length of stay, whether care is man-
aged or unmanaged.

Given these realities, the question
arises as to whether we still need the
added cost and burden of daily uti-
lization review and case management.
This example suggests that physician
practice may have been sufficiently
influenced by the changes of the past
decade and that we can now move on
to a more collaborative, patient-fo-
cused relationship. The dollars di-
verted from expensive managed care
overheads could be redirected toward
more clinically urgent needs. These
needs might include expanding cov-
erage for the uninsured, improving
the quality of services in rehabilita-
tion and residential settings—which
is so critical to preventing relapse and
fostering eventual independence,
both of which could also reduce costs
—or directing additional resources
toward that intractable but very real
group of patients who remain treat-
ment refractory and who consistently
exceed the average length of stay,
even for their particular diagnoses.
There is still much work to be done. ¢
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