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s a recent report from the Insti-

tute of Medicine so vividly high-
lights, America’s health care system
has widespread gaps between what
science has proved to be optimal
treatment and the care that is rou-
tinely delivered in most health care
settings (1). Failure to embrace evi-
dence-based practices for persons
who have serious mental disorders is
also a recurring theme in the litera-
ture (2).

Core set of evidence-

based practices

Evidence-based interventions are
grounded in consistent research
findings (3). In fact, a core set of
practices that have been found to be
efficacious, and in many cases also
effective, has been identified (4).
These core practices include med-
ications, training in illness self-man-
agement, assertive community treat-
ment, family psychoeducation, sup-
ported employment, and integrated
treatment for co-occurring sub-
stance use disorders.

In its priority set of evidence-based
practices for adults, New York State
has added self-help and peer-support
education and treatment for posttrau-
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(e-mail, coevsec@omh.state.ny.us). Wil-
liam M. Glazer, M.D., is editor of this
column.

matic stress disorder (PTSD). A close
inspection of the literature indicates
that self-help services may be more
than just promising as an example of
evidence-based practice, albeit in the
domain of complementary care (5,6).
Self-help is a lifelong support that has
been proved beneficial to the sus-
tained management of many health
conditions (7-9). There is a growing
body of evidence in relation to the
treatment of PTSD (10). In response
to the catastrophic events of Septem-
ber 11, New York State has looked to
the research for the most effective
treatments.
Changing the environment
The challenge in implementing evi-
dence-based practices in routine
mental health settings is largely to
create a major shift in how the mental
health industry defines a high-quality
environment. A high-quality system
must be based on research evidence
and must also be consumer-centric,
representing a shift in goals from
community-based systems of care
that treat and shelter or support con-
sumers to community-integrated sys-
tems that deliver high-quality services
to customers who want to design and
manage their own recovery.
Recovery is complex and multidi-
mensional, involving relationships
among symptoms, self-concept, and
social outcomes (5). Adults who have
severe mental illness say that their
most important goals are related to

PSYCHIATRIC SERVICES ¢ February 2002 Vol. 53. No. 2

work, housing, interpersonalird
ships, and education (11). These g8
are all important to the integratiot
individuals into mainstream patters
of social functioning.

Thus recovery can never be viewed
simply as a metaphor for the allevia
tion of symptoms. This fact is central
to understanding and valuing shifts
toward science-based practice in the
creation of an environment of change
for both providers and consumers.
Evidence-based practices support re-
covery by providing practitioners with
proven tools that can help individuals
obtain relief from disabling symp-
toms and achieve the important goals
of recovery.

Facing the challenges
State mental health authorities will

face many challenges in their plan-

ning efforts to systematically imple- -
ment statewide evidence-based prac-
tices. New York state mental health
executives convened a panel of ex3

mentation plan. These expéits
shared their perspectives on sg
challenging areas: communicati
vision, applying research t&
world settings, reaching coy
and increasing the likelihoo#lf
port for evidence-based;
using outcomes data, inteff
tural competence, and i
the perspectives of theirég
his or her family. K¢



?ér enacting change in implementing evidence-based practices (EBPs)
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assertive community treatment and
case management, the provision of
housing, the creation of single points
of access to these services, and the ex-
pansion of flexible, mobile, and wrap-
around services for children.

A second strategy is to embed the
use of evidence-based practices into
regulations and to incorporate meth-
ods for assessing the presence or ab-
sence of evidence-based practices
into protocols for licensing site visits.
The first statewide evidence-based li-
censing protocol is being used for as-
sertive community treatment.

Reaching consensus about evi-
dence-based practices. The con-
sensus of experts plays an essential
role in the promotion of evidence-
based practices. Once guidelines are
recommended for use, evaluative
mechanisms must be developed to as-
sess whether the guidelines actually
lead to better outcomes.

Two further organizational strate-
gies for change include incorporating
knowledge and training in evidence-
based practices into workforce per-
formance standards and into academ-
ic study programs. The systemwide
use of evidence-based practices calls
for modifying the behavior of many

clinicians. Widespread dissemination
of research findings that demonstrate
the effectiveness of interventions is
needed, as is the widespread avail-

ability of technical assistance. Multi-
pronged approaches, particularly
with sustained interaction and hands-
on practice, are most likely to lead to
behavioral change.

Educational efforts directed at and
tailored to service recipients and their
families are also needed. If success-
ful, such efforts will yield demand
from stakeholders for services that
have been proven effective. Having
champions of implementation of evi-
dence-based practices across all
stakeholders is critical.

Demonstrating systemwide ef-
fectiveness. To understand what
services and treatments work best
and for whom, and to build public
support for new investments in serv-
ices, it is essential that data on out-
comes be measured and the results
reported and used to inform decision
making.

New York State’s strategy integrates
an information system infrastructure
that is accessible to state and local
mental health authorities and allows
for rapid ad hoc querying of an ex-
panding array of service use, finan-
cial, planning, and outcomes data; a
modular measurement approach that
incorporates the performance areas
of access to services, support for re-
covery and the impact of service de-
livery, and recipient self-report meas-

ures of wellness and community inte-
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gration; report cards designed to cap-

ture outcomes that are tailored to the

. needs and interests of key stakehold-

* ers; and new protocols for licensing
and certification that document fi-
delity to evidence-based practice
models.

Integrating cultural compe-
tence. Once a person is engaged in
treatment, the system’s ability to
maintain contact through respectful
treatment is critical to the achieve-
ment of positive outcomes. It is nec-
essary to understand the different
service populations and to meet their
various language needs. Linkages
with varied communities must be de-
veloped and nurtured. In addition,
behaviors learned through cultural

_experience are often misinterpreted.
When data are gathered, samples
must be truly representative of the
patients served and must include sig-
nificant numbers of persons from
multicultural communities.

Consumer demand. It is impor-
tant that consumer groups generate a
grassroots demand for evidence-
based services by increasing advocacy
efforts at the state and local levels and
by calling for greater consumer in-
volvement in service delivery.

Recipients and their families have a
powerful motivation to press for
changes that will make mental health
systems truly focused on recovery.
The National Alliance for the Mental-
ly Il hias demonstrated in many states
that family-based advocacy can result
in new programs and funding streams
and has proved that it is possible to
generate demand for evidence-based
services and improved performance.

Strategies for change
State mental health authorities have
the greatest potential and power to
influence change to improve mental
health care so that it routinely offers
the best interventions that have been
proven by scientific research. Assum-
ing that implementing an evidence-
based practice agenda will raise the
quality-of-care bar, mental health
leaders must take this calculated risk.
Focused group discussions with key
stakeholders across the state of New
York have indicated that both cultural
and structural change will be needed.
Cultural change is needed for creat-
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ing an organization that is dedicated
to continuous learning and quality
improvement, creating widespread
belief in the possibility of recovery,
and understanding and valuing shifts
toward science-based practice. Struc-
tural ¢hange is needed to improve
contracting and regulations and
workforce supports for education and
supervision and to develop uniform
standards and procedures for assess-
ment, service planning, and outcomes
management.

New York's model for enacting such
change is outlined in Table 1. Four
primary change strategies have been
identified: awareness building among
stakeholders, education about new
quality initiatives, structural and clin-
ical improvement that results in in-
corporation of quality measures into
practice, and continual improvement
and support that monitors quality
measures while providing for contin-
uous upgrading. These changes will
be implemented in three phases: con-
sensus building, such as building a
champion network; enacting, such as
introducing evidence-based toolkits;
and sustaining, such as instituting
permanent centers of excellence for
ongoing research.

Conclusions

To achieve a better quality of mental
health care, state mental health au-
thorities will have to pursue a multi-
pronged longitudinal strategy that
promotes services that have proven
efficacy and effectiveness. Such a
strategy must incorporate consensus
building, stakeholder education, cli-
nician training, and outcomes meas-
urement as well as financial compo-
nents. Mental health authorities must
look to ensure that the dollars follow
mental health practices that have a
strong evidence base, and they must
be courageous enough to shift re-
sources away from ineffective prac-
tices and toward practices that have
an evidence base.

In addition, clinical practices that
are perceived to be useful but for
which there is no research base must
be studied, and the pace of develop-
ment of new treatments must in-
crease. An informed consumer is our
best customer. Thus consumers and
families need to understand how evi-

dence-based practices can promote
rehabilitation that leads to recovery,
and providers need to understand
how evidence-based practices can
lead to a better quality of mental
health care and to improved out-
comes. ¢
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