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Abstract
Background: Co-occurring mental health and substance use disorders (COD) are the norm
rather than the exception. It is therefore critical that performance measures are developed to
assess the quality of care for individuals with COD irrespective of whether they seek care in mental
health systems or substance abuse systems or both.
Methods: We convened an expert panel and asked them to rate a series of structure, process,
and outcomes measures for COD using a structured evaluation tool with domains for importance,
usefulness, validity, and practicality.
Results: We chose twelve measures that demonstrated promise for future pilot testing and
refinement. The criteria that we applied to select these measures included: balance across
structure, process, and outcome measures, quantitative ratings from the panelists, narrative
comments from the panelists, and evidence the measure had been tested in a similar form
elsewhere.
Conclusion: To be successful performance measures need to be developed in such a way that they
align with needs of administrators and providers. Policymakers need to work with all stakeholders
to establish a concrete agenda for developing, piloting and implementing performance measures
that include COD. Future research could begin to consider strategies that increase our ability to
use administrative coding in mental health and substance use disorder systems to efficiently capture
quality relevant clinical data.

Background
There has been a dramatic growth in recent years in the
development of performance measures to monitor and
evaluate the quality of medical care [1]. Examples include
performance measures developed for the Institute of Medicine's (IOMs) national report card [2], the National Com-

mittee for Quality Assurance's (NCQA) Healthcare
Effectiveness Data and Information Set (HEDIS) [3], the
National Quality Forum's (NQF) "Standardizing Ambulatory Care Performance Measures" project [4], and the
American Medical Association's outpatient chronic care
clinical performance measures [5].
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These measures have been used for everything from internal auditing and quality improvement efforts to benchmarking performance against national averages. Most
recently, performance measures are being used to financially reward performance with pay-for-performance initiatives and to distinguish between high and low
performing health care systems [6-8]. The substance abuse
and mental health fields have long used performance
measures such as length of stay, readmission rates, and
abstinence during drug treatment. Despite this, the
growth of performance measure development in these
fields has not kept pace with some other sectors of medicine [9,10]. As with other fields, this interest has been
motivated by calls to increase transparency and accountability and thereby improve the overall quality of services
delivered [11-13].
The limited numbers of performance measures available
tend to focus on either mental health disorders (MHD)
[14,15] or substance use disorders (SUD) [16,17], despite
the fact that these disorders have a high probability of cooccurrence. This reflects the segmentation of mental
health and substance abuse services into distinct clinical
and organizational "silos" [18].
The idea of developing performance measures for cooccurring conditions that cut across these silos is still in its
infancy [19]. A notable effort by researchers to develop
such measures is the Substance Abuse and Mental Health
Services Administration's (SAMHSA) National Outcome
Measures (NOMs) project [20]. NOMs comprise ten outcome domains conceptualized to apply to a variety of
populations, including persons with COD. Operationalzing NOMs into concrete, measurable performance indicators, however, is still necessary.
SAMSHA contracted with the RAND Corporation in 20062007 to begin to conceptualize and develop performance
measures for COD. This pilot effort was focused on COD
performance measures specifically for SUD settings. However, we discuss how these measures can be easily adapted
to be used in MHD settings. The project was designed to
rely on the advice of an expert panel to aid in the assessment of a set of candidate COD performance measures.
Our goal was to develop a small number of measures that
could serve as examples of the types of measures for COD
that could be pilot tested and refined for future use. Here
we outline the process we used to develop these measures
and describe the final set of measures that were developed.

Methods
We convened an expert panel that included a range of
stakeholders. Our goal was to include the diverse perspectives of different groups involved in performance measurement in substance abuse and mental health. To this
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end, we first identified three broad perspectives to include
on the panel: (1) state and local perspectives (e.g., individuals with leadership roles related to performance measurement at state and local substance abuse and mental
health agencies and national substance abuse and mental
health professional associations); (2) health plan perspectives (e.g., individuals who have a role in performance
measurement at behavioral health plans); and (3) academic perspectives (e.g., experts from leading academic
and research centers who have published on this topic).
We identified a convenience sample of more than thirty
experts with backgrounds in at least one of these perspectives and asked them to participate in our panel. Of those
contacted, 18 agreed to participate. There was an even distribution of panelists from these perspectives. Based on
their career experience, some panelists were able to consider the measures from multiple perspectives. Panelists
were asked to respond to a series of quarterly questionnaires over the course of one year. The first two questionnaires asked participants to evaluate the general
framework we developed. The remaining questionnaires
asked participants to evaluate a three sets of performance
measures (structure, process, and outcome) using a systematic data collection form described below. A majority
of panelists responded to each questionnaire.
At the start of the project, we asked the panelists to evaluate the basic framework we established to conceptualize,
develop, and evaluate our performance measures. The primary conceptual backdrop for the development of the
measures was Donabedian's classic triad of structures,
processes, and outcomes [21]. We proposed using this
framework to categorize our measures.
On the advice of the panelists, we modified this approach
by creating subcategories for each part of the triad: (1)
structure (e.g., clinician characteristics, clinical information systems, service linkages and financial); (2) process
(e.g., detection/identification, assessment, treatment, and
service integration/coordination of care) and (3) outcomes (e.g., reduced morbidity, crime and criminal justice, stability in housing, social connectedness, and
perception of care).
The subcategories for the structure and process measures
were developed from the integration of information
derived from the literature, suggestions from the panelists,
and suggestions we received during a presentation on this
topic at a professional meeting [22]. To ensure consistency with ongoing SAMHSA work in this area, the subcategories for the outcomes measures were derived from
the NOMs project.
In developing the performance measures we considered
existing work in this area including: (1) performance indiPage 2 of 7
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cators being developed for the Performance Partnership
Grants-PPG [23]; (2) local evaluations of individual CoOccurring State Incentive Grant (COSIG) projects [24];
(3) quality indicators for substance abuse services developed by the Washington Circle (WC) Group [25]; (4)
agency for Healthcare Research and Quality (AHRQ)
quality measure clearinghouse [26]; (5) mental health
quality indicators developed for the Healthcare Effectiveness Data and Information Set (HEDIS) [3]; and (6) quality indicators identified and/or developed by the Center
for Quality Assessment and Improvement in Mental
Health (CQAIMH) [27].
Our goal was to develop measures that built on existing
work. We started with the assumption that existing performance measures in the substance abuse and mental
health fields could be modified to apply to COD. Despite
this, we did not want to be constrained to what has
already been done. Therefore in addition to adapting
existing performance measures to COD, we also developed novel measures that we considered to be of potentially high value.
The candidate measures are meant to serve as exemplars of
the types of measures that can be developed. Therefore,
some candidate measures specify a particular setting (e.g.,
inpatient) when they could potentially apply to more
than one setting depending on the circumstance. In addition, despite the fact that the measures developed were
designed to apply to substance abuse settings, they could
easily be adapted to apply to mental health settings.
We asked the panelists to provide feedback on the framework we established for evaluating the measures themselves. We adapted the initial performance measure
evaluation tool from one developed by Hermann and colleagues which was provided to the first author electronically (see [27] for more information on Hermann's work).
The tool was a simple rating form divided along 6
domains ranging from clinical importance to strategic
importance. All of the ratings consisted of 5 point Likert
scales. The descriptions of the domains paralleled NCQAs
list of desirable attributes for HEDIS measures [3].
We adapted this tool by limiting it to five domains and
adapting the descriptions of these domains to apply to
COD. We asked the panelists to evaluate our choice of
domains and our descriptions of them, and they provided
us with feedback on how to improve them. Below we list
the final set of domains that we developed based on the
feedback from our panelists:
• Importance - Does the measure represent a significant part of the overall quality picture? Does the meas-
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ure represent an aspect of COD care that is meaningful
(e.g., does what is being measured represent a significant quality deficit)?
• Usefulness - Will the use of the measure be helpful in
leading to strategies that will result in improvements
in patient care? Is the measure likely to have a significant impact on patient care and have the ability to lead
to real change in patient outcomes (e.g., is the deficit
potentially correctable by an identifiable group)?
• Validity or Scientific Soundness - Is the measure evidence based, is it sensitive to case mix or can it be
adjusted to case mix? Can it be gamed or manipulated? Is the measure something that can quantitatively demonstrate changes over time (e.g., if the
process is corrected, would the measure be sensitive to
detecting this change)?
• Practicality or Feasibility - How practical is it to collect information for the measure (e.g., will data collection require significant costs or be overly burdensome
with existing data systems)?
• Overall - What is your overall impression of this
measure? Should this measure be included in the core
measure set?
When rating the measures, panelists were given detailed
descriptions of each measure and asked to rate the measures on each of the domains listed above using a Likert
scale where 1 represented strongly agree, 3 represented
uncertain, and 5 represented strongly disagree. Space was
also provided for panelists to provide narrative comments
on each of the measures or to propose additional measures. We also encouraged the panelists to use the space for
narrative comments to consider the most appropriate
audience for each of the proposed measures. In our initial
questionnaire to the panelists we provided several potential examples including: purchasers (public and private),
health Plans, agencies/provider organizations, individual
providers, consumers, and policymakers.
We developed a total of 36 performance measures broken
into structures, processes, and outcomes with at least one
measure for each subcategory identified above. We chose
a total of twelve measures (four from each category--structure, process, and outcome) that appeared to have the
most promise to pilot test. The criteria that we applied to
choose the set of twelve measures included: balance across
structure, process, and outcome measures, quantitative
ratings from the panelists, narrative comments from the
panelists, and evidence the measure had been tested in a
similar form elsewhere.
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Results
Structure measures
Structure measures tell us whether or not a health care
agency or organization has the capacity for process or outcomes measurement (e.g., infrastructure in place that enables quality measurement to occur) and in the case of
COD whether or not any integrated or linked services are
offered. To measure the quality of COD care, an agency
must first have the capacity to deliver integrated or linked
services. Structural measures are designed to enable us to
access these capacities. Table 1 presents our final refined
set of structure measures [see Additional file 1].

Measure 1 assesses the proportion of SUD providers in a
SUD specialty care setting who are trained to provide specified mental health care, and who have a certificate,
license or some other documentation to demonstrate proficiency. Data for this measure could be collected with a
facility survey. A similar measure could be created for
MHD providers by assessing the proportion of MHD providers in MHD specialty care settings who have documented proficiency in SUD care.
Measure 2 assesses the proportion of programs in a
defined service area (e.g., county, city or state) that report
having integrated services (e.g., SUD and MHD services in
the same treatment program) or co-located services (e.g.,
SUD and MHD services in the same location). Program
records used to develop this measure could be augmented
by the use of standardized instrument measures of fidelity
to the integrated services program--see [28] for an example.
Measure 3 assesses the proportion of SUD providers in a
defined service area (e.g., county, city or state) reporting
the ability to bill for MHD services provided to patients. A
similar measure could also be developed for MHD providers providing SUD services where there are also challenges
related to billing for COD services.
Measure 4 assesses the proportion of SUD specialty care
settings in a defined service area (e.g., county, city or state)
that have formal documented referral policies for MHD
services. Data for this measure could be collected by a
facility survey that could be auditable by facility records.
Measures 1-4 have the potential to be useful for state and
local SUD and MHD administrators evaluating the level
of integration or the quality of the linkages between SUD
and MHD agencies in their jurisdiction.
Process measures
After we have determined that an agency is capable of
measuring performance and that it has some infrastructure in place to deliver integrated or linked services for
COD, a logical next step is to consider process measures
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that examine how care is being delivered. Process measures are a critical link in the chain between structure measures and outcome measures because they enable us to
determine whether or not care is being delivered using evidence based standards and guidelines. Without knowing
this, it isn't possible to know whether poor outcomes are
the result of inadequate program implementation, poor
program fidelity, or other factors. Table 2 presents our
final refined set of process measures [see Additional file
2].
Measure 5 assesses the proportion of individuals formally
screened for a MHD upon admission to a SUD specialty
care setting. This measure lends itself to be initially
piloted in an inpatient setting where standardized charts
are more likely. Collecting data for the measure may
require the addition of a field to initial patient intake
forms. Importantly, the data collected for this measure
could be used for denominator data for other measures.
Measure 6 assesses the proportion of individuals that
screened positive for COD in a SUD specialty care setting
that received a MHD service (or at least one integrated
service) within 30 days of screening. This measure is
adapted from measures developed by the Washington Circle Group for substance abuse settings [16] which were
pilot tested in six states by state and local substance abuse
and/or mental health agencies [17]. The pilot test revealed
that state agencies could calculate these types of measures
with routinely collected data. A measure such as this
might be useful for state-level SUD agencies and might
encourage them to develop the structural capacity to
measure COD screening.
Measure 7 assesses the proportion of COD with an inpatient or day/night episode (SUD or MHD related) visit
that have at least one SUD and one MHD outpatient clinic
visit (or one integrated treatment visit) within thirty days
of discharge. This measure was adapted from a HEDIS
measure for mental illness [29]. The original HEDIS measure was found to be moderately correlated with some but
not all similar measures of outpatient performance [30].
Data collection for this measure may require chart reviews
in some systems. The denominator data could come from
the total number of positive screens found with Measure
5 above.
Measure 8 assesses the proportion of individuals with
COD that were assessed for housing stability. A measure
such as this could be transitioned into an administrative
dataset. The method of identification, however, needs to
specify whether it is based on positive screens or based on
receipt of both types of services or integrated services. Ultimately it may be possible to develop specific administrative codes to integrate this type of information into
administrative datasets.
Page 4 of 7
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Measures 5-8 have the potential to be useful to specialty
plan administrators to assess the level of integrated or
linked services being offered in their plan.
Outcome measures
Outcomes are the final piece of the performance measurement strategy. Determining what outcomes to measure,
however, is not always easy. Different outcomes are
important to different stakeholders. For example, patients
may be most interested in outcomes that deal with
improvements to their quality of life or that improve their
functionality while policymakers may be interested in
outcomes that reduce crime or inpatient costs. Table 3
presents our final refined set of outcomes measures [see
Additional file 3]. All of these measures were based on
generic outcomes measures included in NOMs.

Measure 9 assesses the proportion of individuals with any
MHD discharged from an inpatient or residential SUD
specialty care setting with abstinence from drugs and/or
alcohol one year after discharge. The data for this measure
could come from patient report and/or laboratory tests.
This measure focuses on inpatient care; however, it is possible for a similar measure to be developed for outpatient
care.
Measure 10 assesses the proportion of individuals with
any MHD diagnosis discharged from an inpatient or residential SUD specialty setting that move from being unemployed to being employed either part-time or full-time
one year after discharge. The data from this measure could
come from patient report and/or employment records. As
with Measure 9, a similar measure could be developed for
outpatient settings.
Measure 11 assesses the proportion of individuals with
any MHD diagnosis discharged from an inpatient or residential SUD specialty care setting who report having an
episode of incarceration within 6 months of discharge.
Data for this measure could come from patient report
and/or criminal justice system data. As with Measures 910, a similar measure for outpatient settings could also be
developed.
Measure 12 assesses the proportion of individuals receiving care in a SUD specialty care setting with any MHD
diagnosis who report improved satisfaction with their care
as measured by a standardized instrument after 6 months
of treatment. Data for this measure could come from satisfaction measures included on patient surveys. The
respondent pool for these surveys could be determined by
claims data or a checkbox for self-report of a MHD.
Measures 9-12 have the potential to be useful to SUD and
MHD providers to assess how well they are providing integrated or linked SUD and MHD services.
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Discussion
Developing reliable and valid performance measures for
COD that are of high value while remaining feasible to
implement is a significant challenge. This project sought
to take a step forward in the development of such measures by developing a framework to conceptualize these
measures and by considering a small set of measures for
substance abuse settings evaluated through expert consensus. The model introduced by this project for initially
developing performance measures for COD is a logical
first step and could be expanded and replicated elsewhere.
Because of the qualitative nature of our analysis, we do
not present the raw data from our analysis of the expert
panelist feedback. This feedback was provided in the form
of ratings using Likert scales in combination with written
qualitative feedback for each measure. It is important to
note, however, that overall our panelists rated outcomes
measures as more important than structure and process
measures. This likely reflects the general belief that outcomes are the ultimate aspect of quality that we are trying
to assess in any performance measurement system.
Despite this, in choosing our final set of measures, we purposely included an equal number of structure, process,
and outcomes. We agree with the importance of outcomes
measures; however, we argue that these measures need to
be part of an integrated package of measures with the
intent for full implementation over time. To interpret outcomes and to use outcomes to improve service, measures
of structure and process are essential.
A tension in performance measurement is the extent to
which measures can be developed using existing administrative data systems versus those that require additional
data collection. Using administrative data is less costly
and involves less effort; however, these measures tend to
be "black box" measures that don't really allow us to
directly assess what we want to measure. Developing new
data systems or additional data collection applets in old
data systems can be costly and if done without proper
foresight can yield limited benefits. It can be argued, however, that without considering new or modified data systems that we will never be able to measure quality
adequately.
For many psychosocial problems (e.g., homelessness,
unemployment, family interventions, legal problems),
without having a simple and efficient way of identifying
them (i.e., identifying who needs help) it is difficult to
develop performance measures that do not require extensive chart reviews. This is less of a problem with developing performance measures so much as it is a problem with
making the data collection for these measures feasible. A
coding system to capture this information that could be
integrated into the clinical record is one way to solve this
problem [31].
Page 5 of 7
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This project has several limitations. In choosing the measures, we tried to achieve a balance between attributes with
a particular emphasis on practicality. There are many
other measures that could be developed. The measures
presented here are intended to serve as exemplars of the
types of measures that could be developed. They also serve
as measures that are potentially promising to pilot test.
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istrative data are less amenable to this format than originally thought. Measures that involve data not contained
in administrative or claims datasets will require additional data collection. These measures can be pilot tested
in practice care settings through surveys of patients, providers, and family members.

Conclusion
The setting in which each measure is most applicable varies (e.g., health plans, SUD organizations, providers). Our
emphasis was to focus on settings that were most likely to
have data. That data for some of these measures could
become unstable for smaller organizations. Nonetheless
the measure sets a clear goal and can aid even these small
organizations in moving towards that goal.
Several of the measures that we developed focused on
inpatient care settings. This emphasis is not meant to suggest that outpatient care is not important. More outpatient
measures will need to be developed over time. Inpatient
measures; however, provide us with an environment
where we have the most control and provide us with a
date to start counting. In addition, appropriate follow-up
after inpatient care is a high priority.
These measures and others that may be developed in the
future will need to be continually refined as we gain an
understanding of their psychometric and statistical properties. Refinements will need to include weighting procedures and other statistical adjustments. For example,
Measure 3 assesses the proportion of SUD providers
within a geographical area that are able to bill for MHD
services. Compared to community based SUD providers,
hospital based SUD providers may be more likely to be
able to bill for MHD services while at the same less likely
to see as many clients. Thus areas with higher proportions
of hospital based providers compared to community
based providers could score higher on this measure while
treating fewer COD clients than areas with the reverse.
Strategies to appropriately adjust for caseload will be
needed to solve these types of problems.
This project raises several avenues for future research in
this area. A logical next step is to pilot test these measures
(or other measures that are developed) in real settings.
These pilot tests could take on one of two forms: pilot tests
of measures that lend themselves to existing administrative datasets versus pilot tests of measures that require
additional data collection. Existing administrative datasets of one or more health care organizations can used to
test the feasibility of the current specifications of the
measures. Modifications can be made to these specifications based on what is learned. It may turn out that some
of the measures that initially seemed feasible with admin-

Having clear processes for developing, vetting and piloting performance measures affords us an opportunity to
think about what we want to measure and contrast that
with what we are able to measure with existing data systems and infrastructure. Policymakers have a vast array of
considerations to take into account when choosing performance measures. They must consider the implementation of new performance measures against the backdrop
of scarce resources and competing priorities. New performance measures are critical but may not be possible
without additional resources. It is important that as this
process moves forward that all stakeholders in the field
have an opportunity to review and comment on new performance measures being considered. To be successful
performance measures need to be developed in such a
way that they align with needs of administrators and providers. Policymakers need to work with all stakeholders to
establish a concrete agenda for developing, piloting and
implementing performance measures that include COD.

Competing interests
The authors declare that they have no competing interests.

Authors' contributions
DJD and HAP developed the measures and conducted the
background research. DJD took primary responsibility for
writing all sections of the paper. JMH supervised the work
and helped to write the background and conclusion sections of the paper. All authors read and approved the final
manuscript.

Additional material
Additional file 1
Table 1: Candidate Structure Measures. This table presents all of the
candidate structure measures.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1747597X-4-18-S1.DOC]

Additional file 2
Table 2: Candidate Process Measures. This table presents all of the candidate process measures.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1747597X-4-18-S2.DOC]

Page 6 of 7
(page number not for citation purposes)

Substance Abuse Treatment, Prevention, and Policy 2009, 4:18

http://www.substanceabusepolicy.com/content/4/1/18

18.

Additional file 3
Table 3: Candidate Outcome Measures. This table presents all of the
candidate outcome measures.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1747597X-4-18-S3.DOC]

19.

20.
21.

Acknowledgements
This work was jointly supported by a contract from the Substance Abuse
and Mental Health Services Administration (SAMHSA)/Center for Substance Abuse Treatment (CSAT) and a grant from the Robert Wood Johnson Foundation Substance Abuse Policy Research Program (SAPRP). We
would like to thank the participants of our expert panel for their comments
that helped to shape this paper.

References
1.
2.
3.
4.
5.

6.
7.
8.
9.
10.

11.
12.
13.

14.

15.
16.

17.

Clancy C: The performance of performance measurement.
Health Serv Res 2007, 42:1797-801.
Hurtado P, Swift EK, Corrigan JM: Envisioning the national health care
quality report Washington, DC: National Academy Press; 2001.
National Committee for Quality Assurance
[http://
web.ncqa.org/tabid/59/Default.aspx]
National Quality Forum
[http://www.ahrq.gov/qual/
aqastart.htm]
Keyser DJ, Dembosky JW, Kmetik K, Antman MS, Sirio C, Farley DO:
Using health information technology-related performance
measures and tools to improve chronic care. Jt Comm J Qual
Patient Saf 2009, 35:248-55.
Kahn CN, Ault T, Isenstein H, Potetz L, Van Gelder S: Snapshot of
hospital quality reporting and pay-for-performance under
Medicare. Health Aff 2006, 25:148-62.
Lee TH: Pay for performance, version 2.0? N Engl J Med 2007,
357:531-3.
Rosenthal MB, Landon BE, Howitt K, Song HR, Epstein AM: Climbing up the pay-for-performance learning curve: where are
the early adopters now? Health Aff 2007, 26:1674-82.
Ganju V: Mental health quality and accountability: the role of
evidence-based practices and performance measurement.
Adm Policy Ment Health 2006, 33:659-65.
Levy Merrick E, Garnick DW, Horgan CM, Hodgkin D: Quality
measurement and accountability for substance abuse and
mental health services in managed care organizations. Med
Care 2002, 40:1238-48.
Hunsicker RJ: Time to be transparent and accountable. Behav
Healthc 2007, 27:48.
McLellan AT, Chalk M, Bartlett J: Outcomes, performance, and
quality: what's the difference? J Substan Abuse Treat 2007,
32:331-40.
Pincus HA, Page AE, Druss B, Appelbaum PS, Gottlieb G, England MJ:
Can psychiatry cross the quality chasm? Improving the quality of health care for mental and substance use conditions.
Am J Psychiatry 2007, 164:712-9.
Bramesfeld A, Klippel U, Seidel G, Schwartz FW, Dierks ML: How do
patients expect the mental health service system to act?
Testing the WHO responsiveness concept for its appropriateness in mental health care. Soc Sci Med 2007, 65:880-9.
Dausey DJ, Rosenheck RA, Lehman AF: Preadmission Care as a
New Mental Health Performance Indicator. Psychiatr Serv
2002, 53:1451-5.
McCorry F, Garnick DW, Bartlett J, Cotter F, Chalk M: Developing
performance measures for alcohol and other drug services in
managed care plans. Washington Circle Group. Jt Comm J Qual
Improv 2000, 26:633-43.
Garnick DW, Lee MT, Horgan CM, Acevedo A, Washington Circle
Public Sector Workgroup: Adapting Washington Circle performance measures for public sector substance abuse treatment systems. J Substan Abuse Treat 2009, 36:265-77.

22.
23.
24.
25.
26.
27.
28.

29.
30.
31.

Horvitz-Lennon M, Kilbourne AM, Pincus HA: From Silos to
Bridges: Meeting the General Health Care Needs of Adults
with Severe Mental Illnesses. Health Aff 2006, 25:659-69.
Kilbourne AM, Fullerton CA, Dausey DJ, Pincus HA, Hermann RC: A
Framework for Measuring Quality across Silos: The Case of
Mental Disorders and Co-occurring Conditions. Qual Saf
Health Care 2009 in press.
Substance Abuse and Mental Health Services Administration [http://www.oas.samhsa.gov/NOMsCoOccur2k6.pdf]
Donabedian A: Explorations in Quality Assessment and Monitoring: The
Definition of Quality and Approaches to its Assessment Ann Arbor: Health
Administration Press; 1980.
Annual Meeting of the Depression and Primary Care Program [http://www.cqaimh.org/DPC%20Presentation.ppt]
National Association of State Alcohol/Drug Abuse Directors
[http://www.nasadad.org/index.php?doc_id=161]
Dausey DJ, Pincus HA, Herrell JM, Rickards L: States' early experience in improving systems-level care for persons with cooccurring disorders. Psychiatr Serv 2007, 58:903-5.
Washington Circle Group [http://www.washingtoncircle.org/]
Agency for Healthcare Research and Quality
[http://
www.qualitymeasures.ahrq.gov/]
Center for Quality Assessment and Improvement in Mental
Health [http://www.cqaimh.org/index.html]
McHugo GJ, Drake RE, Whitley R, Bond GR, Campbell K, Rapp CA,
Goldman HH, Lutz WJ, Finnerty MT: Fidelity outcomes in the
National Implementing Evidence-Based Practices Project.
Psychiatr Serv 2007, 58:1279-84.
National Quality Measures Clearinghouse [http://www.qualit
ymeasures.ahrq.gov/]
Druss B, Rosenheck R: Evaluation of the HEDIS measure of
behavioral health care quality. Health Plan Employer Data
and Information Set. Psychiatr Serv 1997, 48:71-75.
First MB, Pincus HA, Schoenbaum M: Issues for DSM-V: Adding
Problem Codes to Facilitate Assessment of Quality of Care.
Am J Psychiatry 2009, 166:11-3.

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 7 of 7
(page number not for citation purposes)

