Financial Incentives and Accountability
for Integrated Medical Care in Department
of Veterans Affairs Mental Health Programs

Amy M. Kilbourne, Ph.D., M.P.H.
Devra E. Greenwald, M.P.H
Richard C. Hermann, M.D., M.S.
Martin P. Charns, D.B.A.

John F. McCarthy, M.D.

Elizabeth M. Yano, Ph.D., M.S.P.H.

Objective: This study assessed the extent to which mental health leaders
perceive their programs as being primarily accountable for monitoring
general medical conditions among patients with serious mental illness,
and it assessed associations with modifiable health system factors.
Methods: As part of the Department of Veterans Affairs (VA) 2007 na-
tional Mental Health Program Survey, 108 mental health program di-
rectors were queried regarding program characteristics. Perceived ac-
countability was defined as whether their providers, as opposed to ex-
ternal general medical providers, were primarily responsible for specif-
ic clinical tasks related to serious mental illness treatment or high-risk
behaviors. Multivariable logistic regression was used to determine
whether financial incentives or other system factors were associated with
accountability. Results: Thirty-six percent of programs reported primary
accountability for monitoring diabetes and cardiovascular risk after pre-
scription of second-generation antipsychotics, 10% for hepatitis C
screening, and 17% for obesity screening and weight management. In
addition, 18% and 27% of program leaders, respectively, received finan-
cial bonuses for high performance for screening for risk of diabetes and
cardiovascular disease and for alcohol misuse. Financial bonuses for di-
abetes and cardiovascular screening were associated with primary ac-
countability for such screening (odds ratio=5.01, p<.05). Co-location of
general medical providers was associated with greater accountability for
high-risk behavior screening or treatment. Conclusions: Financial incen-
tives to improve quality performance may promote accountability in
monitoring diabetes and cardiovascular risk assessment within mental
health programs. Integrated care strategies (co-location) might be need-
ed to promote management of high-risk behaviors among patients with
serious mental illness. (Psychiatric Services 61:38-44, 2010)
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erious mental illnesses (schizo-
Sphrenia, bipolar disorder, and

recurrent major depressive dis-
order) can affect up to 10% of the
general population and are associat-
ed with substantial functional impair-
ment, health care costs, and prema-
ture mortality (1,2). Poor outcomes
have been partly attributed to co-oc-
curring general medical conditions
such as cardiovascular disease (3), di-
abetes (4,5), and hepatitis C (6),
which disproportionately affect pa-
tients with serious mental illness.
Cardiovascular disease is the most
common condition associated with
premature death among patients
with serious mental illness (3). How-
ever, patients with serious mental ill-
ness are less likely than other pa-
tients to receive adequate quality of
care for cardiovascular disease—relat-
ed conditions and other medical co-
morbidities (7,8).

There are substantial challenges in
the monitoring and management of
co-occurring conditions in general
medicine and specialty mental health
settings. As with other medical spe-
cialties, integrated care for general
medical conditions is considered
critical for enhancing quality of care
and outcomes for individuals with
serious mental illness (9,10). Howev-
er, health services for co-occurring
conditions are often fragmented
across mental health and general
medical care settings, even within
large health systems such as the U.S.
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Department of Veterans Affairs (VA)
health system (10). This is partly at-
tributable to the observation that
many patients with serious mental ill-
ness regard the mental health clinic
as their “home site” for most of their
health care needs and are less in-
clined to seek medical services in
general medical settings (11). De-
spite the VA’s national and regional
integration and its use of a common
electronic medical record, physical,
cultural, and administrative separa-
tion of general medical and mental
health services may lead to fragmen-
tation of care and, ultimately, poor
quality and outcomes related to gen-
eral medical services for patients
with serious mental illness (12).

Fragmentation of general medical
and mental health services may per-
sist because of a lack of perceived
shared responsibility (accountabili-
ty) across different providers (13).
Nonetheless, some of the most com-
mon psychiatric treatments, notably
second-generation antipsychotics,
have general medical consequences,
including increased obesity and ele-
vated diabetes and cardiovascular
disease risks (4). This realization has
subsequently challenged the status
quo for separating out general med-
ical from mental health care services
and has added force to calls for men-
tal health programs to share ac-
countability for monitoring and
managing patients’ medical risks
and for improving quality of care
overall (10,14).

Several system-level strategies to
promote greater accountability for
care across clinical silos have been
proposed, including organizational
changes, such as co-location of med-
ical providers in mental health clinics,
and financial incentives for improving
care processes, including pay for per-
formance (15). Pay for performance
involves financial incentives to pro-
viders or health care systems when
certain target quality-of-care meas-
ures are achieved within providers’
patient panels.

However, to date there have been
no comprehensive studies character-
izing the degree to which mental
health care programs are account-
able for monitoring and managing
general medical conditions or

whether these programs use organi-
zational or financial strategies to pro-
mote accountability. Organizational
strategies such as co-location may
take years to implement fully, espe-
cially in settings with limited access
to qualified providers. Financial in-
centives in turn may more readily en-
courage programs to utilize existing
resources and providers to improve
care. Understanding mutable sys-
tem-level strategies that may facili-
tate greater accountability for provid-
ing general medical services at the
level of the mental health program
leadership may inform efforts to im-
prove integrated care for patients
with serious mental illness. The VA
provides an ideal opportunity to
study system-level factors associated
with accountability across the U.S.
given its national scope, consistency
in financing, and “top-down” man-
agement structure (16).

We determined the extent to which
VA mental health program leaders
perceive their outpatient mental
health programs as being primarily
accountable for the screening and
monitoring of co-occurring general
medical conditions among veterans
with serious mental illness, and we
examined the system-level factors as-
sociated with accountability. Our pri-
mary hypothesis was that the use of fi-
nancial incentives (pay for perform-
ance) would be associated with in-
creased perceptions of accountability
for the screening and monitoring of
general medical conditions.

Methods

Data were from the national VA
Mental Health Program Survey, con-
ducted from October 2007 to De-
cember 2007 for all VA mental
health programs in VA facilities lo-
cated within the 50 United States.
The survey included measures of
health system-level factors and inte-
gration of general medical and men-
tal health care. Mental health pro-
gram leaders from 108 of 133 VA
mental health programs (81%) com-
pleted the survey.

Mental Health Program Survey

Mental Health Program Survey ques-
tions were based on a conceptual
framework (10) developed by Short-
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ell and colleagues (17) that describes
how underlying system-level features
(notably, resources) and organization-
al processes (accountability and per-
formance incentives) are associated
with clinical integration strategies,
such as perceived accountability for
co-occurring conditions, which in
turn can influence patient outcomes.
Using this framework, survey items
were drawn from established VA or-
ganizational surveys, including the
Primary Care Practices Survey (18)
and the Drug and Alcohol Program
Survey (19). The survey’s content va-
lidity was evaluated and confirmed on
the basis of input from VA experts
with extensive knowledge regarding
integrated mental health, substance
use disorder, or general medical serv-
ices for persons with serious mental
illness.

Outpatient mental health program
leaders were identified through a na-
tional list of mental health programs
within VA medical centers, and their
status and contact information was
confirmed with queries to the chiefs
of staff at each medical center. The
leader of each mental health program
was designated as the key informant
for the program survey. As in previous
organizational surveys (18,19), we
chose to have one key informant com-
plete the survey, because the program
leader is chiefly responsible for the
management and implementation of
policy decisions regarding the organi-
zation and delivery of care for pa-
tients with serious mental illness at
his or her facility. Using established
methods for surveying VA program
leaders (18), we sent the survey to the
mental health program leader via ex-
press mail with a personalized cover
letter describing the survey’s purpose
and a prepaid express mail return en-
velope. Once responses were re-
ceived, the surveys were reviewed for
completeness by study personnel and
respondents were contacted if any
section was incomplete or unclear.
This study was reviewed and ap-
proved by the VA Institutional Re-
view Board.

Outcome measures:

primary accountability

The Mental Health Program Survey
included questions on the program’s
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accountability for screening and mon-
itoring of common conditions among
persons with serious mental illness, as
well as on health system factors that
can influence the degree to which
general medical services are integrat-
ed within the mental health program.
Accountability was defined as the ex-
tent to which providers in the mental
health program were primarily re-
sponsible for services related to the
following areas: psychotropic drug lev-
el monitoring—that is, initial order
and follow-up; diabetes and cardiovas-
cular disease risk screening tests (in-
cluding fasting glucose and choles-
terol) for patients given prescriptions
for second-generation antipsychotic
medications; obesity screening and
weight management; hepatitis C
screening; at-risk alcohol use screen-
ing; and tobacco use counseling. For
each service, mental health program
leaders were asked, “In general at your
facility, who is primarily responsible
for the following services for patients
with mental disorders?” Response op-
tions were mental health providers,
general medical providers, both men-
tal health and general medical
providers, or other type of provider.
Primary accountability was defined
as the mental health providers’ being
primarily responsible for the task be-
cause these services represent care
for common conditions experienced
by patients with serious mental illness
that are also closely related to their
psychiatric treatment (7,9). Notably,
second-generation antipsychotics have
been associated with diabetes and
cardiovascular disease risk factors,
and hence screening tests such as
fasting glucose and cholesterol are
recommended (14,20). Moreover, di-
chotomizing primary accountability
with other responses would represent
a more conservative estimate of the
degree of accountability that was ac-
tually perceived across sites, given
potential for response bias (that is,
persons reporting anything other
than primary accountability are likely
not to perceive any accountability).

Explanatory measures

Explanatory system-level factors
thought to influence accountability in-
cluded financial incentives and orga-
nizational characteristics, notably co-
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location of at least one full-time gen-
eral medical provider in the mental
health program, psychiatric nurse
staffing, and academic affiliation. We
chose to examine these mutable fac-
tors in order to inform policies and in-
terventions to improve integrated
care for VA patients with mental dis-
orders. Financial incentives were de-
fined as whether the mental health
program leader received a financial
bonus for achieving the minimum tar-
get for guideline-based performance
measures set by the VA for key clinical
services measured by the VA's Exter-
nal Peer Review program, including
psychotropic drug level monitoring—
initial order and follow-up; diabetes
and cardiovascular disease risk
screening tests for patients given pre-
scriptions for second-generation an-
tipsychotic medications;  obesity
screening and weight management;
hepatitis C screening; at-risk alcohol
use screening; tobacco use counsel-
ing; administering pneumococcal vac-
cination for patients older than 60
years; and colorectal cancer screening
(21). For staffing, mental health pro-
gram leaders were queried regarding
the number of outpatient psychiatric
nurses through a standard question on
staff volume (17). Number of nurses
was treated as a continuous variable
and is a proxy for program size. Nurse
volume (number of nurses) is a proxy
for clinic size and has been found to
be associated with improved chronic
medical care management in prior
studies (22). Academic affiliation was
defined as whether the mental health
program is currently training psychi-
atric residents (yes, or no) (17).

Analysis

All analyses were performed using
SAS, version 9.1. For the accountabil-
ity measure, responses were di-
chotomized as to whether the mental
health provider was primarily ac-
countable versus all other responses
(that is, whether the primary care
provider, both mental health and pri-
mary care provider, or other provider
was primarily responsible). Multivari-
able logistic regression analyses were
used to determine the association be-
tween financial incentives and other
system factors and accountability for
each outcome (for example, psy-

chotropic drug level monitoring and
diabetes and cardiovascular disease
risk assessment). We accounted for
clustering by Veterans Integrated
Service Network (VISN) in our multi-
variable logistic regression analyses
by using the sandwich estimate of
variance (23).

Results

Out of 108 mental health programs,
29 (27%) had a co-located general
medical clinician (=1 full-time equiv-
alent), and the mean+SD number of
nurses was 14.5+25.7. The mean
number of psychiatric residents and
interns that were trained in the men-
tal health program within the past
year was 10.1+12.8.

As shown in Table 1, 78% of mental
health programs reported that they
were primarily responsible for psy-
chotropic drug level monitoring. In
contrast, 36% said that they were pri-
marily responsible for diabetes and
cardiovascular risk screening. In addi-
tion, 12% reported accountability for
obesity screening and weight man-
agement. For screening associated
with high-risk behaviors, only 10% of
mental health programs said they
were primarily accountable for hepa-
titis C screening, whereas a higher
number said they were accountable
for alcohol screening (17%) and to-
bacco counseling (23%).

In addition, a substantial number
of mental health program leaders re-
ported shared accountability be-
tween mental health and other pro-
viders. Notably, 52% of leaders re-
ported shared accountability for dia-
betes and cardiovascular risk screen-
ing, and 54% reported joint account-
ability for obesity screening and
weight management. Shared ac-
countability was also prevalent for
risk factor screenings (screening for
hepatitis C and alcohol misuse) and
tobacco use counseling, but only 8%
of programs reported shared ac-
countability for psychotropic drug
level monitoring (Table 1).

For financial incentives, only 18%
of mental health program leaders
stated that they received financial
bonuses for diabetes and cardiovascu-
lar disease risk screening, 15% re-
ceived bonuses for hepatitis C screen-
ing, and 6% received bonuses for
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Table 1

Responses of 108 mental health program leaders in the Department of Veteran Affairs when questioned about who has

primary responsibility for providing services for patients with serious mental illness

Mental health General medical Both types of Other
provider provider provider provider
Total
Service N N % N % N % N %
Psychotropic drug level monitoring,
initial order and follow-up 106 83 78 0 — 8 8 15 14
Diabetes and cardiovascular disease risk
screening tests for patients prescribed
a second-generation antipsychotic 107 39 36 8 7 56 52 4 4
Obesity screening and weight management 107 13 12 34 32 58 54 2 2
Hepeatitis C screening 106 11 10 30 28 55 52 10 9
At-risk alcohol use screening 106 18 17 5 5 63 59 20 19
Tobacco use counseling 107 25 23 4 4 67 63 11 10

obesity screening and weight man-
agement (Table 2). Financial incen-
tives were most commonly used for
tobacco use counseling and alcohol
screening and least commonly used
for pneumococcal vaccination or col-
orectal cancer screening.

After the analysis controlled for sys-
tem factors (co-location of medical
providers, staffing, and academic af-
filiation), receiving financial bonuses
for diabetes and cardiovascular dis-
ease risk screening was independent-
ly associated with mental health pro-
gram leaders’ perceived accountabili-
ty for diabetes and cardiovascular dis-
ease monitoring (odds ratio [OR]=
5.01, p<.05) (Table 3). In addition,
co-location of general medical pro-
viders was also associated with per-
ceived accountability for screening
and monitoring associated with high-
risk conditions, namely hepatitis C
screening (OR=5.14, p<.01), at-risk
alcohol use screening (OR=6.84, p<
.001), obesity screening and weight
management (OR=3.05, p<.05), and
tobacco counseling (OR=3.57, p<.01)
(Table 3). However, having a co-locat-
ed general medical provider in the
mental health programs was not asso-
ciated with perceived accountability
for diabetes and cardiovascular dis-
ease risk monitoring. Academic affili-
ation and number of nurses were not
independently associated with ac-
countability (Table 3).

Discussion
Until now, no national studies have
characterized the degree of accounta-

bility of mental health providers for
integrating medical care or the use of
financial incentives across practices.
In the national VA Mental Health
Program Survey we found that finan-
cial incentives related to diabetes and
cardiovascular risk assessment were
associated with greater perceived ac-
countability for this service within
mental health programs, consistent
with our hypothesis. However, finan-
cial incentives for other tasks were
not associated with accountability.
Organizational factors, notably co-lo-
cation of a general medical provider,
was associated with increased ac-
countability for the screening for con-
ditions associated with high risk be-
haviors, such as hepatitis C and alco-
hol misuse.

Only one-third of VA mental health
program leaders reported primary ac-
countability for monitoring of dia-

betes and cardiovascular disease risk
factors associated with second-gener-
ation antipsychotics. In contrast, the
majority reported primary accounta-
bility for psychotropic drug level
monitoring. There was even less per-
ception of primary accountability by
mental health program leaders for
screening for conditions that are asso-
ciated with high-risk behaviors, such
as hepatitis C or alcohol misuse, even
though these conditions occur dispro-
portionately among patients with se-
rious mental illness and can have an
adverse effect on outcomes (6,24).
Still, a substantial proportion of pro-
gram leaders reported a high level of
endorsement of shared responsibility
for clinical tasks, including cardiovas-
cular risk factor monitoring when sec-
ond-generation antipsychotics are
prescribed. Given the highly integrat-
ed nature of VA health care, it is not

Table 2

Receipt of financial bonuses by 108 mental health program leaders for achieving
target quality performance for key clinical services

Service Total N N %
Psychotropic drug level monitoring, initial order

and follow-up 98 11 11
Diabetes and cardiovascular disease risk screening tests

for patients prescribed a second-generation antipsychotic 100 18 18
Obesity screening and weight management 99 6 6
Hepatitis C screening 100 15 15
At-risk alcohol use screening 102 28 27
Tobacco use counseling 101 31 31
Administering pneumococcal vaccination to persons older

than 50 96 7 7
Colorectal cancer screening 99 8 8
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Table 3

Multivariable logistic regression results of mental health program system features and accountability for providing key

clinical services

General medical

Financial bonus provider in the Academic Number of
for given service mental health clinic affiliation nurses
Service OR 95% CI OR 95% CI OR 95% CI OR 95% CI
Psychotropic drug level monitoring,
initial order and follow-up 3.43 .10-24.07 2.32 .94-5.76 .26 15-1.42 1.01 .99-1.01
Diabetes and cardiovascular disease risk
monitoring for patients prescribed a
second-generation antipsychotic 5.01 1.12-20.40* 1.10 .39-3.10 .79 .25-2.48 1.00 98-1.02
Obesity screening and weight management 2.09 29-1529  3.05 1.18-7.80* 3.85  .77-19.06 99  .95-1.02
Hepatitis C screening 2.59 .65-10.37 5.14 1.83-14.42** 2.31 .21-25.69 99 .95-1.02
At-risk alcohol use screening .87 .26-2.92 6.84  2.60-18.00** 1.28 .28-5.81 .96 .92-1.01
Tobacco use counseling 2.29 .63-8.39 3.57 1.40-9.15™ 1.12 .29-4.32 97 .93-1.01

“p<.05
“p<.01
p<.001

surprising that these issues might be
addressed by either clinical service. It
is likely that mental health program
leaders in the VA are ahead of other
non-VA health systems in acknowl-
edging accountability for manage-
ment of general medical conditions.
The recent systemwide implementa-
tion of collaborative care models for
depression, posttraumatic stress dis-
order, and substance use manage-
ment in primary care (that is, VA Pri-
mary Care-Mental Health Integra-
tion) may further promote the notion
of shared responsibility between pri-
mary care and mental health pro-
viders (25). Nonetheless, further re-
search on the true meaning of shared
accountability (for example, to what
extent it leads to truly coordinated
care) is necessary to determine
whether shared accountability leads
to improved medical care quality and
ultimately improved outcomes for
veterans with serious mental illness.
Overall, less than 20% of mental
health programs used financial incen-
tives to encourage improved per-
formance measures for diabetes and
cardiovascular disease risk monitor-
ing among patients prescribed sec-
ond-generation antipsychotics, and
even fewer VA mental health pro-
gram leaders received financial bo-
nuses for achieving performance tar-
gets for obesity screening and weight
management, which can also be asso-
ciated with these medications. We
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found that financial incentives for di-
abetes and cardiovascular risk factor
monitoring were associated with a
greater probability of perceived ac-
countability for performing this serv-
ice. However, financial incentives
were not associated with accountabil-
ity for the other clinical services, in-
cluding psychotropic drug level mon-
itoring, obesity screening, at-risk al-
cohol use screening, or tobacco use
counseling. The current focus on the
cardiovascular risk factors of second-
generation antipsychotics might have
contributed to a greater awareness by
mental health providers of the impor-
tance of the medical side effects of
these medications. In addition, guide-
lines were recently published regard-
ing the regular monitoring of cardio-
vascular disease and diabetes risk for
patients given prescriptions for sec-
ond-generation antipsychotic med-
ications (14,19), and the VA has re-
cently taken the lead to improve the
monitoring and management of dia-
betes and cardiovascular risk among
patients taking second-generation an-
tipsychotic medications (26).
Nonetheless, the long-term impact
of financial incentives on quality im-
provement remains to be seen. The
evidence regarding whether financial
incentives such as pay for perform-
ance improve the quality of care in
general medical settings has been
mixed, with some studies achieving
modest success in diabetes care, al-

though overall there is a dearth of
any conclusive empirical evidence re-
garding the effectiveness of pay for
performance in improving quality
(27). Prior research suggests that
larger financial incentives, upwards
of 10%-15% of the providers’ salary,
may be necessary for providers to pay
attention to the incentive (28). There
is also concern that financial incen-
tives might lead to “cherry picking”
by providers, which might lead to
avoidance of patients with more com-
plex health care needs (29), which
could shortchange sicker patients
with multiple comorbidities (30).
Still, before establishing perform-
ance incentives, guidelines regarding
who is accountable for what types of
general medical services, such as di-
abetes and cardiovascular risk factor
monitoring among patients pre-
scribed second-generation antipsy-
chotics, and how accountability should
be shared across different providers
may need to be established so that
providers are more willing to adopt
incentive programs.

In terms of organizational factors,
co-location of general medical pro-
viders increased the likelihood that
conditions associated with high-risk
behaviors (hepatitis C and at-risk al-
cohol use) would be assessed. A pre-
vious randomized controlled trial of
co-located general medical providers
compared with usual care in mental
health settings led to improved quali-
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ty of preventive services among VA
patients with serious mental illness
(31). However, less than one-quarter
of VA mental health programs had a
co-located general medical clinician.
Although this estimate may seem
low, the proportion of VA mental
health programs with co-located gen-
eral medical providers may far ex-
ceed those outside the VA (32). The
VA, with its integrated payer and
provider system, also has greater po-
tential to promote integrated care
services through co-location of pro-
viders. Academic affiliation (availabil-
ity of residents) and staffing (number
of nurses in the mental health pro-
gram) were not independently associ-
ated with accountability. Perhaps
these underlying organizational factors
represent well-established features of
the overall facility, and in contrast, oth-
er factors such as co-location and use
of financial incentives might be more
closely related to accountability.

This study represents an important
and timely assessment of organiza-
tional and financial factors associated
with accountability for general med-
ical services among mental health
programs within one of the largest
U.S. providers of health care services
for persons with serious mental ill-
ness. However, there are limitations
to this study that warrant considera-
tion. First, we recognize that a key
limitation of measuring health system
features based on any survey is the
potential for misclassification bias
arising from key informant responses,
which may or may not represent ac-
tions made by all patient-provider
dyads in their particular site. Particu-
larly, we were unable to distinguish
whether perceived accountability was
attributable to the “top down” setting
of financial bonuses in the VA rather
than providers™ actual perceptions of
accountability (32).

Second, we were unable to distin-
guish whether financial incentives
preceded accountability or vice-versa
(temporal ambiguity), because men-
tal health program directors may
have perceived a clinical task as with-
in their realm of accountability be-
fore incentive programs were imple-
mented. Although survey respon-
dents were asked whether they re-
ceived a bonus, the question did not

delineate between individual versus
group (that is, mental health pro-
gram-wide) bonuses. For VA per-
formance measures, incentives are
typically given to VISN directors, with
varying agreements regarding distri-
bution at the facility level. In a recent
survey of VA chiefs of staff, about half
(49%) reported that bonuses in their
facilities went to individual providers,
24% reported that they went to
groups of providers (for example,
mental health programs), and 28%
reported that bonuses were split be-
tween groups and individual pro-
viders (33).

We were also unable to determine
whether the primary care leader at
the same VA facility received a finan-
cial bonus for these procedures,
which could have been attributed to
lower rates of accountability for these
procedures by mental health program
leaders. To date there are no pub-
lished data on the use of VA financial
incentives among individual primary
care providers. Future research is
needed to determine to what extent
financial incentives are given at the
individual versus group level and how
that influences quality of care in men-
tal health settings. Moreover, for our
key outcomes that represent side ef-
fects of second-generation antipsy-
chotic medications (diabetes and car-
diovascular risk factor monitoring and
obesity screening and weight man-
agement), it is unlikely that primary
care would have financial incentives
for diabetes and cardiovascular risk
monitoring when the mental health
service prescribes the antipsychotic,
because it would be unreasonable for
primary care to be held responsible
for ordering a test within a time frame
initiated by a prescription if it is not a
prescription made within primary
care.

In addition, patient-level factors
that might influence differences in
accountability across sites, such as
psychiatric or medical burden, were
not available. Only co-location was as-
sessed, and information on other inte-
grated care models such as the chron-
ic care model was unavailable, al-
though a more definitive study of in-
tegrated care models is under way.
Finally, we were unable to determine
whether financial incentives or ac-
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countability were actually linked to
improved patient outcomes, because
available data on patient-level quality
of care from the same year were not
available for these particular clinical
services.

Conclusions

Our results suggest that financial in-
centives may potentially promote ac-
countability in VA mental health pro-
grams for cardiovascular risk factor
monitoring among patients given
prescriptions for second-generation
antipsychotic medications. Co-loca-
tion of general medical providers
may also promote perceived account-
ability for conditions associated with
high-risk behaviors. Future research
is necessary to determine whether
these financial incentives improve
medical care quality and outcomes
for patients with serious mental ill-
ness. Co-location of providers as well
as complementary strategies such as
the chronic care model may also pro-
mote accountability for managing co-
occurring conditions and health be-
haviors (34).
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