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On April 29, 2002, in a speech
in Albuquerque, President
George W. Bush announced

the President’s New Freedom Com-
mission on Mental Health, the first
presidential mental health commission
in 25 years. The President also reaf-
firmed his support for mental health
parity legislation, saying “We need a
health care system which treats mental
illness with the same urgency as phys-
ical illness.” This article describes the
workings and recommendations of the
Commission in the context of current
problems and opportunities. 

An Executive Order (1) signed by
the President outlined the Commis-
sion’s charge: “The mission of the
Commission shall be to conduct a com-
prehensive study of the United States
mental health services delivery system,
including public and private providers,
and make recommendations to the
President.” The Executive Order also
stated: “The goal of the Commission
shall be to recommend improvements
that allow adults with serious mental
illness and children with serious emo-
tional disturbance to live, work, learn,
and participate fully in their communi-
ties.” The order listed five principles
that set parameters for the Commis-
sion (see box on next page).

Background and framework 
for the Commission
During the 2000 presidential cam-
paign, the National Mental Health As-
sociation conducted a survey of the

candidates’ views on several issues rel-
evant to people with mental illness. In
his response to the survey, then-Gov-
ernor Bush announced his intention to
establish a mental health commission
to recommend reforms in the mental
health service delivery system (2). The
first mention of the Commission after
the new administration took office was
in a broad cross-disability action plan
called the New Freedom Initiative,
announced by the White House in
February 2001. The initiative included
ten proposals designed to “tear down
the barriers that face Americans with
disabilities today.” It also included an
announcement that a mental health
commission would be created.

Some New Freedom Initiative pro-
grams were launched in the first
months of the Administration. How-
ever, to initiate the Commission, the
lead federal official responsible for
mental health care—the administra-
tor of the Substance Abuse and Men-
tal Health Services Administration
(SAMHSA)—had to be in place. With
the appointment of Charles Curie to
this post in November 2001, the work
to develop a framework for the Com-
mission could proceed.

National commissions examining
mental health care are a rare occur-
rence; it has been a quarter century
since the Carter Commission on
Mental Health, and more than two
decades before that to the Joint Com-
mission on Mental Health. Thus the
mental health field may not be aware

that presidential commissions are ap-
pointed frequently to study various
problems and make recommenda-
tions. The framework for presidential
commissions has three core elements.
Members and a chair are appointed
by the White House, an Executive
Order is issued by the President to
define the charge to the group, and
an executive director is also appoint-
ed by the White House.

Federal laws and regulations govern
the operation of commissions. The
current key laws are the Federal Advi-
sory Committee Act (FACA) and the
Freedom of Information Act. These
laws ensure that decisions by these
bodies are made in the open, with ap-
propriate public notice, and that
records are public. A commission staff
member is designated as the FACA of-
ficer, who is responsible for ensuring
compliance and who has the authority
to shut down a meeting if the law is be-
ing violated. Once the core elements
of a commission are in place, a federal
agency—in this case SAMHSA—is
designated to provide administrative
support, and a charter establishing a
budget and administrative parameters
for the commission is approved by the
relevant Cabinet Secretary. 

Developing the plan for 
the Commission’s work
Considering these parameters, the
appointed and federal leaders of the
New Freedom Commission on Men-
tal Health reflected on how to pro-
ceed with the daunting task set by the
President, within the mere 12 months
allowed for the task. Several chal-
lenges and opportunities were evi-
dent. First, lessons from the experi-
ences and results of the Carter Com-
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mission were still relevant a quarter
century later. Second, mental health
care has changed dramatically since
the Carter era. Deinstitutionalization
has been accelerated, and specialty
mental health benefits were expand-
ed in Medicare and Medicaid, adding
rehabilitation and other specialty
benefits beyond the basic services of-
fered in hospitals, nursing homes, and
physicians’ offices. In addition, the
past two decades have seen the devo-
lution of public-sector care to locali-
ties, the development of new somatic
and psychosocial treatments, and the
emergence of managed care. Review-
ing their impact would be an essential
task of the Commission. 

Third, the Commission’s work fol-
lowed major scientific and policy
thrusts in mental health, such as the
Decade of the Brain, the White House
Conference on Mental Health, and
the Surgeon General’s reports on men-
tal health, on disparities in care for mi-
norities, and on suicide (3–5). Al-
though these efforts had begun to ele-
vate the significance of mental health
issues—especially the emerging sci-
ence of the brain—they had not ad-
dressed the implications for care sys-
tems. The Commission would need to
consider scientific advances and link
them to the real world of mental
health care. Finally, emerging fiscal
and political realities, such as the exis-
tence of a more mature and diverse
mental health advocacy community,
and the dynamics of the federal budg-

et, including newly projected budget
deficits, would need to be considered.

Describing all these factors in de-
tail is beyond the scope of this paper,
although they all directly shaped the
Commission’s work. However, several
aspects of these issues were central
and strategic. Our early review of the
work of the Carter Commission in-
cluded conversations with its Execu-
tive Director Tom Bryant. It was evi-
dent that the impact of the Carter
Commission went beyond its recom-
mendations and their implementa-
tion. Because Presidential attention to
mental health is rare, use of the New
Freedom Commission’s processes and
report to galvanize change at all lev-
els—not just in the federal govern-
ment—became imperative.

A particularly useful resource for
understanding the impact of the
Carter Commission was a 1991 inven-
tory of the progress made since the re-
lease of the Commission’s report and
the development of the National Plan
for the Chronically Mentally Ill (6).
This review pointed out that much
progress was achieved by staged, in-
cremental, midrange changes in major
federal programs such as Medicaid,
Medicare, and Social Security, rather
than by “big-bang” reform measures
or increased support for specific men-
tal health programs. In fact, the cen-
terpiece of the follow-up to the Carter
Commission report was the Mental
Health Systems Act, which was passed
by Congress in the waning months of

the Carter Administration and then
rolled back in the first budget of the
Reagan Administration. Ironically, the
major recommendation and accom-
plishment of the Carter Commission
was thus ephemeral, whereas “small-
er” recommendations developed after
the Commission had a larger impact.

These experiences of the Carter
Commission shaped our thinking. We
determined that subcommittees of
the New Freedom Commission would
develop detailed reports on compo-
nents of mental health care (see box
below). The reports, which would be
published later as working papers,
would help create an agenda that
could serve the field well in future
years. In addition, the reports would
help the Commission cover many as-
pects of a diverse field efficiently and
would inform the final report to the
President. Engaging experts to advise
the Commission’s subcommittees
would provide a deep level of knowl-
edge on each issue, balancing the
practical and clinical experiences of
Commissioners. The subcommittees
would also provide an opportunity for
leadership by Commission members
on topics important to them.

A common-sense requirement for
the Commission, which was echoed
in conversations with veterans of sim-
ilar efforts, including the Carter
Commission, was to ensure ample in-
put from the public and to maintain a
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♦ The Commission shall focus on the desired outcomes of mental health
care, which are to attain each individual’s maximum level of employment,
self-care, interpersonal relationships, and community participation

♦ The Commission shall focus on community-level models of care that 
efficiently coordinate the multiple health and human service providers
and public and private payers involved in mental health treatment and
delivery of services

♦ The Commission shall focus on those policies that maximize the utility 
of existing resources by increasing cost-effectiveness and reducing 
unnecessary and burdensome regulatory barriers

♦ The Commission shall consider how mental health research findings can
be used most effectively in influencing the delivery of services

♦ The Commission shall follow the principles of Federalism, and ensure
that its recommendations promote innovation, flexibility, and accountabil-
ity at all levels of government and respect the constitutional role of the
States and Indian tribes
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good liaison with advocacy and pro-
fessional organizations. An interactive
Web site was set up to receive public
comments; more than 2,300 individu-
als submitted concerns and ideas via
e-mail. To ensure opportunities for
public input, time was set aside at
every meeting for public comment.
Commission leaders met early with
the Mental Health Liaison Group
(MHLG), which includes representa-
tives of all organizations that have a
public policy or lobbying presence on
mental health in Washington. Regular
informal meetings with core mem-
bers of the MHLG continued for the
life of the Commission. Lead mem-
bers of the MHLG developed shared
recommendations for the Commission
to consider, and as the final report was
being prepared, they took steps to cre-
ate a new advocacy coalition, the Cam-
paign for Mental Health, to “speak
with one voice” on the Commission’s
recommendations and other mental
health advocacy issues. [Editor’s
note: Comments on the Commission’s
report from the Campaign for Mental
Health Reform are presented in an ac-
companying article.]

In addition to the Commission’s
working meetings, which included tes-
timony and presentations from invited
experts, subcommittee deliberations,
and public comment, the Commission
held two meetings “on the road”—one
in Chicago, which focused on chil-
dren’s issues, and one in Los Angeles,
which focused on criminal justice,
housing, and homelessness issues.

The interim report
The Executive Order that established
parameters for the Commission’s over-
all work and final report also required
the Commission to submit an interim
report at six months. The interim re-
port was required to “describe the ex-
tent of unmet needs and barriers to
care within the mental health system
and provide examples of community-
based care models with success in co-
ordination of services and providing
desired outcomes.” The interim report
(7) identified five major barriers to
care (see box on this page).

However, the aspect of the interim
report that seemed to attract the most
attention—and to set the stage for the
final report—was the Commission’s

statement, “The system is in sham-
bles.” This language was criticized by
some as too strong, but generally the
feedback was, “Finally, someone is
telling it like it is.” The strong indict-
ment of a failed system—thwarting the
efforts of many talented and dedicated
clinicians—set the stage for strong rec-
ommendations in the final report.

The hope of recovery
Throughout the Commission’s delib-
erations, the theme of recovery kept
emerging, with multiple meanings
and implications. Although recovery
is often thought of as an end state of
complete wellness and freedom from
illness, a more universal idea of re-
covery emerged from testimony and
input from individuals with mental ill-
ness, who tended to describe recov-
ery as a process of positive adaptation
to illness and disability, linked strong-
ly to self-awareness and a sense of
empowerment. This view of recovery
aligns with a definition developed by
Anthony (8), who wrote that recovery
“is a way of living a satisfying, hopeful,
and contributing life even with the
limitations caused by illness. Recov-
ery involves the development of new
meaning and purpose in one’s life as
one grows beyond the catastrophic ef-
fects of mental illness.”

The Commission grappled with the
multiple meanings of recovery and de-
veloped a shared view that the possi-
bility of improvement and hope should
be available to all individuals who have
a mental illness, that complete remis-
sion would be achieved by some, and
that the spirit of hope implicit in re-
covery is important. A visit with the
Commission by former First Lady
Rosalynn Carter solidified this view.
Mrs. Carter described the work of the
Carter Commission and advised on

approaches that might be useful. She
also commented on what she de-
scribed as “the biggest single differ-
ence in mental health now, compared
with the time of our Commission—to-
day, we know that recovery is possible
for every person with a mental illness.” 

Recovery had been validated in the
1999 Surgeon General’s report on
mental health (3), by President Bush
in his remarks during the Commis-
sion’s launch in Albuquerque, and by a
former First Lady and longtime men-
tal health advocate. The Commission
determined that recovery—too often
thwarted today by a fragmented sys-
tem—should become a defining ex-
pectation of future mental health care.

The final report
The main requirements for the final
report of the New Freedom Commis-
sion—its mission, goals, and princi-
ples—were specified in the Executive
Order. The aspirations of recovery
had emerged as an organizing theme.
Recommendations were advanced by
each of the subcommittees. Then the
Commission turned its attention to
overarching issues and cross-cutting
recommendations to address the
problem of fragmented care identi-
fied by the President. 

The impact and magnitude of frag-
mentation had hit home during the
Commission’s deliberations. Frag-
mentation was the problem most fre-
quently identified by individuals who
sent e-mails to the Commission (9). In
the words of a father who spoke at the
Chicago meeting about his family’s ex-
periences, “The system is opaque.” 

Fragmentation has emerged as an
unintended consequence of earlier re-
forms. The Commission’s review iden-
tified no fewer than 42 different fed-
eral programs that might be used by
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♦ Fragmentation and gaps in care for children with severe emotional 
disturbance

♦ Fragmentation and gaps in care for adults with serious mental illness
♦ High unemployment and disability for adults with severe mental illness
♦ Older adults with mental illness are not receiving care
♦ Mental health and suicide prevention are not yet a national priority



persons with mental illness (10). Many
of these programs are administered
through different state and local agen-
cies, and they often have different eli-
gibility and application requirements.
As a result, access to diverse, neces-
sary elements of care is scattered, and
consumers or families are frequently
responsible for coordinating supports
and services, often at times of crisis
when their ability to accomplish this
task is most compromised. 

Other problems have been caused
by the way in which programs have
evolved over the past generation.
Many of the federal programs that are
most crucial to people with mental ill-
ness—Medicare, Medicaid, Social
Security programs, vocational reha-
bilitation, housing, and special educa-
tion—are mainstream programs in
which mental illness is just one of a
wide range of concerns. Persons with
mental illness often fare poorly in
these programs compared with other
participants, perhaps because of the
unusual combination of the extended
course of mental illness, its episodic
nature, and its significantly disabling
aspects. For example, the number of
people with mental illness–related
disability in Social Security programs
is large and rapidly growing, and
emotionally disturbed children in
special education programs and men-
tally ill adults in vocational rehabilita-
tion programs have poorer outcomes
than other participants. The scope of
many mainstream programs is far
greater than that of the only major
federal program that specifically sup-
ports mental health care—the Mental
Health Block Grant. 

The complexity of these problems,
and the resulting complexity of mak-
ing changes in mental health care, is

daunting. Multiple programs in mul-
tiple federal agencies are involved,
yet most care is managed by states
and localities. The various programs
are governed by different statutes,
shaped by diverse congressional com-
mittees, and guarded by multiple
constituencies. The political dynam-
ics between layers of government are
complicated. It is clear that no single
reform measure is sufficient to pro-
duce needed change, but it is also
clear that simultaneous large-scale re-
form of multiple programs is unlikely
to lead to the desired change, espe-
cially when mental health concerns—
and therefore leverage—are relative-
ly small in the context of major pro-
grams like Social Security, Medicare,
and Medicaid. Faced with this chal-
lenge, the Commission began to
grapple with an approach to change
that would be both aggressive—be-
cause of the scope of the problem—
and realistic—given the inherent
challenges of change in this context.

The quality chasm
The Commission’s thinking was also
shaped by the Institute of Medicine’s
2001 study of quality in health care
(11). The institute’s finding that scien-
tific advances are often not translated
into mainstream health care for 20 to
25 years was disturbing given our new
awareness that recovery is possible.
This problem has particular salience
in the mental health field because we
know from the Surgeon General’s
1999 report that the science underly-
ing diagnosis and treatment has be-
come much better established (3). 

Transforming mental health care
The Commission grappled with the
challenge of how to approach these

problems. Because mental health
care is financed and provided in both
the public and the private sectors, so-
lutions do not rest solely with govern-
ment. In the federal arena, multiple
programs and agencies are involved,
and substantial change cannot be
leveraged in just one place. Finally,
most financing of public-sector men-
tal health care is federal, but services
are managed at the state and local
levels. Therefore, change in public-
sector services requires change at
every level of government. 

As the Commission considered
how to describe and frame needed
changes, a consensus emerged. In the
words of the final report (12), “Tradi-
tional reform measures are not
enough to meet the needs of con-
sumers and families. To improve ac-
cess to quality care and services, the
Commission recommends funda-
mentally transforming how mental
health care is delivered in America.”
By this, the Commission implies that
many changes, linked together and
implemented over time at many lev-
els, are required to achieve the out-
comes established by the President.

National goals and 
recommendations 
Recognizing that it would make many
recommendations for change across
multiple programs, and that years
would be required to effect needed
changes, the Commission sought an
approach to organize and motivate the
work needed to transform the system.
In order to organize the recommenda-
tions and create a shortlist of bench-
marks to be tracked and monitored,
the Commission proposed six national
goals for mental health care (see box on
this page). The goals describe desired
conditions for mental health and men-
tal health care in a transformed, future
mental health system.

Nineteen major recommendations
were proposed by the Commission,
although many other proposals for
change, and action steps to achieve
the recommendations, are included
in the report. The recommendations,
which are described below, address
changes that are needed—and in
many cases achievable—at every lev-
el of the system, from consumers and
families to public and private pro-
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1. Americans understand that mental health is essential to overall health
2. Mental health care is consumer and family driven
3. Disparities in mental health care are eliminated
4. Early mental health screening, assessment, and referral to services are

common practice
5. Excellent mental health care is delivered, and research is accelerated
6. Technology is used to access mental health care and information



viders to government at the local,
state, and national levels. In the fol-
lowing discussion, as in the Commis-
sion’s final report, the recommenda-
tions are organized under the pro-
posed national goal that they support. 

Goal 1: Americans understand
that mental health is essential to
overall health. This goal echoes the
Surgeon General’s report on mental
health and calls for the recognition of
mental health as a crucial component
of personal health—and for mental
health care to be seen as an essential
aspect of health care. 

Two recommendations are pro-
posed to support this goal. First, rec-
ognizing that stigma remains a barrier
to seeking care, the Commission pro-
posed both a series of campaigns to
encourage people to seek treatment if
they suspect that they have a mental
illness and a strengthened and expe-
dited implementation of the National
Strategy for Suicide Prevention (5).
These recommendations acknowl-
edge that stigma is a barrier to seek-
ing help and that stigma results from
personal attitudes and opinions that
are not effectively changed by media
campaigns. On the other hand, expe-
rience in other areas of health sug-
gests that campaigns can influence
health-seeking behavior. The Com-
mission’s logic is that encouraging
people who need treatment to seek it
will be good for their health and will
eventually help erode stigma as more
people experience positive results. 

The recommendation to advance
the National Strategy for Suicide Pre-
vention seeks to accelerate the posi-
tive momentum created by advocates
of suicide prevention. The Commis-
sion also believes that the scope of the
problem of suicide, which, according
to the World Health Organization,
causes more deaths annually world-
wide than homicide or war (13), de-
mands action and presents an oppor-
tunity to demonstrate the relevance
of mental health care to public health.
The remarkable campaign by the U.S.
Air Force to reduce suicide in its
ranks (14) is one of the model pro-
grams cited by the Commission.

The second recommendation under
this goal is to address mental health
with the same urgency as physical
health. This recommendation goes be-

yond personal care-seeking behavior
and addresses mental health care in the
larger context of health care. It calls for
any changes in Medicare and Medic-
aid, the nation’s major health care pro-
grams, to appropriately include provi-
sions for mental health care, including
prescription drug coverage, support for
evidence-based services and supports,
and consumer choice. 

Goal 2. Mental health care is
consumer and family driven. This
goal is perhaps the most complex pro-
posed by the Commission, with rec-
ommendations that affect care from
the clinical level to the national level.
The goal of consumer-driven care, in
the case of adults, and family-driven
care, in the case of children, taps into
general preferences about health care
that are reflected in the movement
away from tightly managed health
maintenance organizations to pre-
ferred provider organizations in
which consumers have more choice
among providers. 

The Commission made five recom-
mendations—many of them com-
plex—to achieve this goal. The recom-
mendation to develop an individual-
ized plan of care for every adult with
serious mental illness and every child
with serious emotional disturbance,
which will require changes at many
levels and in many programs, address-
es two issues. The first is the respon-
siveness of the system, which the
Commission believes can be increased
by ensuring that consumers and fami-
lies have more choices. The second is
the fragmentation of care, which in-
creases with the complexity of needs.
Coordinated care planning, which is
being carried out in wraparound pro-
grams for youths such as the Wrap-
around Milwaukee program identified
as a model by the Commission, attacks
the problem of fragmentation by
bringing multiple caregivers together
to develop a single coordinated plan. A
second recommendation—to involve
consumers and families fully in orient-
ing the mental health system toward
recovery—recognizes the value of self-
help and peer support, consumer and
family education programs, and inclu-
sion of consumers and families at
every level of the system.

The recommendation to align rele-
vant federal programs to improve ac-

cess and accountability for mental
health services is broad and touches
on changes in many programs, includ-
ing Medicaid, vocational rehabilita-
tion, Social Security, and housing pro-
grams. In most cases, specific changes
are recommended, but the Commis-
sion also expects an ongoing effort to
better tailor these programs to the
needs of people with mental illness. 

Changes in federal programs that
finance mental health care are also
required to achieve the next recom-
mendation, which is for each state to
create a comprehensive state mental
health plan. States are now required
to develop mental health plans as a
condition of receiving Mental Health
Block Grant funds. However, the
scope of the plans, like the scope of
block grant funding, is limited. Be-
cause most funding for mental health
care comes from mainstream pro-
grams such as Medicaid, Medicare,
and Social Security that are not con-
trolled by state mental health author-
ities, the scope of state mental health
planning must be elevated to achieve
needed change. However, to assist
states in achieving their goals for
mental health care, flexibility in rele-
vant federal programs should be pro-
vided in return for increased account-
ability. This recommendation is a key
strategy to address mental health
problems outside the boundaries of
mental health agencies—for example,
among homeless persons, in jails and
prisons, and in the juvenile justice
and child welfare systems. Achieving
this recommendation will take con-
certed action over many years.

The final recommendation under
this goal is to protect and enhance the
rights of people with mental illnesses.
Although addressing service delivery
problems was a major focus of the
Commission, feedback from con-
sumers consistently emphasized en-
hancing rights as perhaps their top
priority—and the abrogation of rights
as the ultimate form of stigma. This
recommendation calls for eliminating
institutionalization and the use of
seclusion and restraint when they are
clinically unnecessary. It calls for end-
ing employment discrimination, and
for the federal government to provide
leadership in this area—for example,
by eliminating the use of employment
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questionnaires that inquire about the
applicant’s history of mental health
care. The recommendation also calls
for ending the terrible practice of
“trading custody for care,” in which
parents relinquish custody in order to
obtain Medicaid-paid services that are
available to children in foster care. 

Goal 3: Disparities in mental
health services are eliminated.
Following earlier work such as the
Surgeon General’s report Mental
Health: Race, Culture, and Ethnicity
(4), the Commission found that dis-
parities experienced by minority
groups in both access to and quality of
care remain a persistent problem.
Such disparities are also a problem
for residents of rural areas. One rec-
ommendation for transforming care
to eliminate disparities is to improve
access to high-quality care that is cul-
turally competent. For minority pop-
ulations—and for some residents of
rural areas, such as frontier states and
Appalachia—improving mental health
care means not only improving access
but also improving clinical quality and
ensuring cultural competence—the
ability of treatment and support pro-
grams to meet people on their own
terms and in ways that are culturally
familiar. 

The Commission also noted serious
problems in the education and train-
ing of mental health care providers
that contribute to problems in access
and quality, especially for minority
and rural populations. University
training programs and professional
organizations responsible for continu-
ing education must change to adapt to
the changing face of the country. 

Another recommendation in this
area is to improve access to high-
quality care in rural and geographical-
ly remote areas. The Commission
noted the promise of telemedicine to
bring specialty mental health expert-
ise to rural and frontier areas, where
primary care providers are often the
only practitioners available. 

Goal 4: Early mental health
screening, assessment, and refer-
ral to services are common prac-
tice. The Executive Order that creat-
ed the Commission emphasized that
its focus should be on “children with
serious emotional disturbance and
adults with serious mental disabili-

ties,” which may seem to imply a con-
cern only for those most in need. But
the Executive Order also required the
Commission to “identify unmet needs
and barriers to service.” Balancing
these concerns, the Commission con-
cluded that early screening, assess-
ment, and treatment must become a
national goal. Indeed, many of the
worst problems associated with the
current system result from failing to
detect the development of serious
conditions early—when the prospects
for effective treatment or even pre-
vention are best—and from interven-
ing too late. This pattern clearly con-
tributes to the high rates of school
failure among children and disability
among adults with mental illness. 

The recommendations to advance
this goal emphasize the need for an ex-
panded mental health presence in set-
tings in which mental disorders can be
identified effectively under the right
conditions and for early screening,
identification, and links to care. Four
recommendations attack this objec-
tive. Their common thrust is a focus on
early detection and links to care.

With respect to early childhood, the
Commission recommends a commit-
ment to promoting the mental health
of young children. From Neurons to
Neighborhoods, the recent joint re-
port of the National Research Council
and the Institute of Medicine (15),
noted that “early child development
can be compromised by social, regula-
tory, and emotional impairments. . . .
Given the substantial short- and long-
term risks that accompany early men-
tal health impairments, the incapacity
of early childhood programs to ad-
dress these concerns and the severe
shortage of early childhood profes-
sionals with mental health expertise
are urgent problems.” 

In recommending a stronger focus
on childhood and early-childhood
mental health, the Commission en-
dorsed the emerging concept of “re-
silience,” which is defined in the re-
port as “the personal and community
qualities that enable us to rebound
from adversity, trauma, tragedy,
threats, or other stressors.” The Com-
mission recommended broader adop-
tion of the Nurse-Family Partnership,
a program that has been shown to be
cost-effective in reducing negative

outcomes such as juvenile delinquen-
cy by supporting and training young
mothers who, along with their chil-
dren, are at risk. This program flour-
ishes at the boundaries between child
development and mental health in-
tervention and between prevention
and treatment. The field of early-
childhood mental health is in its in-
fancy, but well-researched efforts,
such as the Nurse-Family Partner-
ship, that integrate sound child devel-
opment principles with education
and support for parents demonstrate
that developing resilience in children
is both possible and effective. 

With respect to children in schools,
where every teacher knows the im-
pact of behavioral problems but
where public policy lags behind, the
Commission recommends that the
nation improve and expand school
mental health programs. Noting that
“no other illnesses damage so many
children so seriously,” the Commis-
sion noted that “schools are in a key
position to identify mental health
problems early and provide appropri-
ate services or links to services.” The
Commission cited the Columbia
Teen Screen program as a model ap-
proach to identifying mental health
needs. This effort is based on the
premise—reasonable but radical—
that an annual mental health checkup
for adolescents is at least equally im-
portant as an annual physical check-
up. By providing screening and links
to care—with assurances of parental
consent and confidentiality—Teen
Screen also takes the aggressive step
of focusing on the “demand side” of
mental health. If the need for care is
demonstrated, the logic goes, public
policy will have to follow.

The third recommendation under
this goal is to screen for co-occurring
mental and substance use disorders
and to provide a link with integrated
treatment strategies. This recommen-
dation attacks two persistent prob-
lems: the frequent failure to recog-
nize substance use disorders among
people with a mental illness—and
vice versa—and the failure to provide
the kind of integrated treatment that
is often most effective as well as more
convenient for the consumer.

The final recommendation under
this goal is to screen for mental disor-
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ders in primary care settings, across
the lifespan, and to connect the indi-
vidual to treatment and supports.
This recommendation recognizes that
primary care settings are a logical
place to detect and treat much men-
tal illness but that this outcome is pos-
sible only if the capacity to assess and
treat is present—and paid for. The re-
port cites the collaborative care mod-
el as an evidence-based, effective ap-
proach. Because older people rely on
primary care and may be less likely to
seek out mental health specialists, the
collaborative care approach pairs
mental health professionals with pri-
mary care physicians in a team ap-
proach to care. As noted in the report,
Medicare and other payers do not
currently reimburse for the specialty
mental health services and consulta-
tion that are critical to collaborative
care. Reimbursement for core com-
ponents of evidence-based collabora-
tive care would cover such services as
case management, disease manage-
ment, supervision of case managers,
and consultations by qualified mental
health specialists that do not neces-
sarily involve face-to-face contact
with clients.

Goal 5: Excellent mental health
care is delivered, and research is
accelerated. This goal provides a
comprehensive approach to linking
science, services, and treatment. It
responds to the gaps between science
and services cited by the Institute of
Medicine and the Surgeon General
with four main strategies, each ad-
dressed by a specific recommenda-
tion. Briefly, the strategies are better-
targeted research, a substantial na-
tional commitment to “installing” evi-
dence-based treatments and supports
in real-world settings, addressing
workforce needs with an emphasis on
evidence-based care, and filling sev-
eral pressing national gaps in research
and data collection.

The first recommendation under
this goal is to accelerate research to
promote recovery and resilience, and
ultimately to cure and prevent mental
illness. Although the Commission
recognized that its mission was to ad-
dress service delivery problems, it felt
strongly that it was time to articulate
a major, long-range commitment to
“go for the cure” of serious mental ill-

ness. A more immediate research-re-
lated recommendation follows—to
advance evidence-based practices by
using dissemination and demonstra-
tion projects and to provide oversight
by a public-private partnership for
their implementation. This recom-
mendation recognizes that most peo-
ple with mental illness do not have ac-
cess to treatments and supports that
are validated by science, in part be-
cause proven interventions have not
been disseminated, in part because
payers may not reimburse evidence-
based approaches, in part because
professional training programs may
not teach these methods, and for oth-
er reasons. The Commission adopted
the Institute of Medicine’s view of ev-
idence-based health care: the integra-
tion of best-researched evidence and
clinical expertise with patients’ values. 

A specific commitment and strate-
gy to accelerate the “science-to-serv-
ices cycle” is one of the Commission’s
most concrete and promising recom-
mendations for improving the quality
of care. The report notes that acceler-
ating this cycle requires more than
better dissemination of research. Also
required is improved research that
tests emerging innovations in field
settings and considers treatments that
are practical. Adjusting reimburse-
ment to cover evidence-based prac-
tices is essential. 

Evidence is emerging about the
mounting workforce crisis affecting
mental health care. The Commission
heard many concerns about this prob-
lem—from the shortage of child psy-
chiatrists to the nursing crisis to the
virtual absence of mental health pro-
fessionals in rural and frontier Amer-
ica. Therefore, one of its recommen-
dations is to improve and expand the
workforce providing evidence-based
mental health services and supports.
This recommendation calls for na-
tional leadership by the federal gov-
ernment and for every mental health
education and training program to ex-
amine its relevance, consistency with
new knowledge, and contributions to
addressing the workforce problem.

The final recommendation under
this goal is to develop the knowledge
to inform policy and practice in four
understudied areas: mental health
disparities, long-term effects of med-

ications, trauma, and acute care. This
recommendation addresses the need
to rebalance the nation’s incomplete
research portfolio by focusing on such
areas as disparities in the mental
health of different groups, the long-
term safety and efficacy of medica-
tions, and the impact of trauma, in-
cluding abuse. Also, the Commission
became aware that several regions of
the country are experiencing a crisis
in access to ambulatory and inpatient
acute care; however, the Commission
found no national tracking system or
data sets that focus on this critical as-
pect of care. The lack of national data
on this problem must be remedied. 

Goal 6: Technology is used to
access mental health care and in-
formation. Although the Commis-
sion’s major focus was on issues, prob-
lems, and opportunities in mental
health care itself, the pace of techno-
logical development in general and in
health care in particular demanded its
attention. Technology, including use
of the Internet to obtain information
and the impact of computers on care
systems, had to be addressed. The
Commission observed that the use of
technology in mental health care has
lagged, and it recommended invest-
ments to address this problem. The
report describes a model program
based in San Diego—the Network of
Care (www.networkofcare.org)—that
is demonstrating the potential of
technology to help consumers cut
through system barriers to get infor-
mation and improve access to care.
Access to health information by use of
the Internet and to clinical expertise
by use of “telehealth” systems is im-
portant both in large, complex urban
systems and in rural areas. Therefore,
the Commission recommended the
use of health technology and tele-
health to improve access to and coor-
dination of mental health care, espe-
cially for Americans in remote areas
or in underserved populations. 

The Commission also sees great
promise in the emerging technology
of integrated, personalized electronic
mental health records, not only to im-
prove the quality of care—for exam-
ple, by reducing medication errors
and enhancing continuity of care—
but also to empower consumers. The
report cites the use of information
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technology in the Department of Vet-
erans Affairs health care system as a
model and recommends a national
commitment to developing and im-
plementing integrated electronic
health records and personal health in-
formation systems. Consumers and
clinicians are legitimately concerned
about personal health information
getting into the wrong hands. The
Commission believes that the
strongest credible assurances must be
provided that the confidentiality and
privacy of information is maintained.
Once privacy is ensured, the promise
that technology has to improve ac-
cess, consumer control, quality, and
efficiency in mental health care
should not be ignored. 

Will the Commission’s 
work make a difference? 
This question must now, and continu-
ally, be asked. The members of the
Commission are under no illusion
that their report, no matter how re-
sponsive and well received, will by it-
self transform a fragmented and often
troubled system. We have hope that
the rare opportunity of having Presi-
dential attention focused on mental
health care, and having follow-
through by the Administration, will
make a difference. 

When the final report was released,
Health and Human Services Secre-
tary Tommy Thompson designated
SAMHSA administrator Charles
Curie to take the lead for the Admin-
istration in developing a plan for fol-
low-through. In August, Kathryn
Power, former mental health director
for the state of Rhode Island, began
work as the director of SAMHSA’s
Center for Mental Health Services
and was charged with taking the lead
in developing the implementation ap-
proach. Having “point responsibility”
firmly established for follow-through
is a good sign.

Members of the Commission are
also encouraged by the shared desire
for change that emerged from con-
sumers, family members, providers,
and advocates—and by the collabora-
tion among advocates and professional
organizations that is occurring. In par-
ticular, creation of the Campaign for
Mental Health Reform, a coalition of
many of the leading advocacy and pro-

fessional organizations in mental
health, is a good sign. The campaign’s
member organizations are committed
not only to working within their organ-
izations—for example, with their state
chapters—but also to advocating at the
national level. Strong action at both
levels will be important.

A concern the Commission heard
frequently during the process was the
hope that “the report must not sit on
a shelf.” Our view is that the Com-
mission’s report is a diagnosis and
treatment plan for a system of care
that is sick in many ways. But the sys-
tem also has many strengths—effec-
tive treatments, dedicated clinicians,
passionate advocates, and the essen-
tial ingredient of hope. Our experi-
ence suggests that developing a good
treatment plan is necessary—but cer-
tainly not sufficient—for progress
and recovery. Implementation activi-
ties must be both “top-down” and
“bottom-up.” On one hand, national
leadership must be provided for ac-
tivities such as antistigma campaigns
and for change in federal programs.
On the other hand, people recovering
from mental illness can demand
greater participation in the develop-
ment of their treatment plans. In ad-
dition, many of the Commission’s rec-
ommendations for change call for ac-
tion at other levels of the system: uni-
versity training programs must exam-
ine their curricula, provider organiza-
tions must take steps to become more
culturally competent, and organiza-
tions and professionals at all levels
must make efforts to adopt evidence-
based interventions. 

Given the complexity of mental
health care, with payers and providers
in multiple sectors at multiple levels,
a simple plan for change is inade-
quate. This realization led the Com-
mission to call for a transformation in
care, not a simple reform. Only time
will tell whether participants in men-
tal health care can establish a shared
commitment to the changes that are
needed and whether the political and
economic environments that we work
in will allow, support, or thwart
change. 

There is no doubt that a transfor-
mation in mental health care is need-
ed. The Commission, having com-
pleted its work, urges elected offi-

cials and all members of the mental
health community to commit to that
goal. ♦
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